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A RECOMMENDATION 

The following paragraph, which speaks for itself, is taken from “An Outpost in Papua," by Arthur Kent ChurneU 
Pnest of the New Guinea Mission :— ^ * 

b00fc ~^°P a . 1 discovered, and bought for ninepence, a secondhand copy of a 

i ^ on VJ° y ! ar *^ ef0r8 ' THE MAINTENANCE OF HEALTH IN THE 
by J - 81m pson, M.D,, and published under the auspices of the London School of Tropical 
Medicine hy John Bale, Sons and Danielsson, of Great Titcbfield Street, in London. I give the details fully, not only 
because that book was the very best niaepenny-worth I ever bought, but because a copy should come to New Guinea 
wlux everyone who enters the country. More than that, and because a book is but a lifeless thing until it is read 
W , 0Uld ^ very Wtl1 ** every volunteer for the New Guinea Mission could be examined as to its 
allowed 8 topsail 6 ” 116 aocepted * and catechized as to his willingness to live up to its teaching before he is 

- * J a® a ^ v ®“™ en tioned book, thoroughly revised and brought up to date, has recently been published 

I*ioe 3s. 6d. net, post free 3s. 10d., and can be obtained from the Publishers. p oa> 






































The Lancet,] 


THE LANCET GENERAL ADVERTISER 


[April 28,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


MSI 

ARNOLD:- 

Slblay—Diseases of Skin .. Cover i 

1AILLIKRE, TIED ALL A OOX:- 
Frey er —Enlargement of the Pros¬ 
tate . Cover 1 

Freyer - Surgical Diseases of the 

Urinary Organs.Cover 1 

Lockhart-Mummery— Diseases of 

the Colon . Cover 1 

Thorne- Nanhelm Treatment of 
Diseases of the Heart.... Cover i 

BALE, 80EB ft DAIIIXUBOE r 

Simpson—The Maintenance of 
Health In the Tropics. 1 

CASSELL ft 00. t— 

WaUrer—Sunrleal Diseases, Ac , of 
Genito-Urlnary Organs.. Cover I 

OHURGHJLLL, J, ft A. t— 

Beatty-The Method of Enzyme 

Action ..Cover 1 

Craig — Psychological Medicine 

0»v*r 1 

Crofton -Pulmonary Tuberculosis 

fVww 1 

Ghon—Primary Long Focus of 
Tuberculosis In Children Cover 1 
Marshall—Microbiology .. Cover 1 


_ MOl 

CHURCHILL —(Continued). 

ICenwIll—Massage . Cove* 1 

8mlth—The Cure of Obesity end 

Obese Heart.Cover 1 

Thorne, Besly-Schott Methods of 
Treatment of Chronic Diseases 

of the Heart. 8 

DARIEL:— 

Rabagl1*tt—Tnltta or Nutrition 

and Exercises.*. 6 

FROWDE aitd 

HODDER ft STOUGHTON :- 

Bristow Treatment of Tolntnnd 
Musrie TnJurioB rover I 

Bristow—Treatment of Joint and 

Muscle Injuries . 6 

Jones—Injuries of Joints .... 5 

Mackenzie, 8*r J.—Principles of 
Diagnosis and Treatment in 

Heart Affections . 8 

Nlcol'—Dream Psychology.... 5 

PenHallow—Mll'tarv ^urgenr .. S 

Porter—Hygiene & Publ'c Health 6 

Blviere — Pneumothorax Treat¬ 
ment of Pnlmon«rv Tuberculosis 5 
Stewart & Evsn«—N«nro Injuries 5 
Waring—Surgical Diseases of the 

Gall-Bladder, Ac. 4 

Waring—Manual of Operative 
Surgery.. 4 


I_ PAOl 

[NTMPTOW — 

Both—Military Orthopaedics Cover 1 

LSWTR % on 

Delorme—War Surgery . *8 

Lewis’s Charts . 28 

Mi’lsrd—The Vaccination Ques¬ 
tion in the Light of Modern 

Exn«rienc*.28 

Mnrrav— Rough Notes on 

Remedies . . 28 

Mnrrell—What to Do in Cases of j 

Poisoning . 29 

OHv-r— Studies!" Blood Pressure, 

Phvdolovlcal and Clinical.28 

Rawline—Landmarks and Surface 
Marking* of the Hainan Rodv 29 
Rutherford—The Ileo-Ca*cal Valve 28 
Stoddart Mind and Its Disorders 28 
LONGMANS, GREEN ft 00. :- 
Balnhrtdge A Menztes— Essentials 

of Physiology . 8 

Cheyne, Sir W. W. A Burghard— 
Manual of Surgical Treatment . 5 
Colye*—D-ntal Surgery and 

PaDioloerr.5 

Cushny-The 8ocrot1«n of Urine.. 6 
KH'l- ’ommon Diseases of the 

Male Urethra .. Cover 1 

Vidd—Urinary Surgery .. . „ 1 

Monographs on Physiology . 6 


MACMILLAN ft 00.— 

New System of Gynaecology. 4 

Tabby— Deformttles .Cover I 

MEDIOAL PUBLISHING 00. r- 
Lane, 81r A.— Operative Trout- 
moot of Fractures . 4 

SAUNDERS COMPANY - 

Anders—Practice of Medicine .... 3 
Ashton—Practice of Gynaecology.. 3 
Moynlhan, Sir B. —Abdominal 

Operations .Cover 1 

Mumford—Practice of 8urgery .. 3 

Todd—Clinical Diagnosis . 3 

Tousey- Modlcal Electricity...... 3 

Ward—Clinical Hematology. 3 

WRIGHT ft SONS (Bristol):— 
Index of Differential Diagnosis of 
Main Symptoms . 4 


MEDIOAL LIBRARIES, ft*.r- 

Baker—Books. 8 

Behnke—Stammering. fto.. • 

British, Foreign and Colon'al Cor¬ 
poration—100 Best Investments. 4 

Ketley—Stammering.8 

Matthews—Wood: Application of 
Trusses to Hernhe. 4 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


A^SZBTANOEBS, MEDIOAL ..55,64 
ASYLUMS, HOMES, fte. :- 
Ashwood House, Klngswinford .. 47 

Barn wood House Hospital.48 

Blahopstone House, Bedford.47 

Brunion House, Lancaster.47 

'Camberwell House, Peck ham-road 60 

Cheadle Royal .4* 

Clarence Lodge, Clapham Park ..47 
Colthurst House School, Alderley 

Edge.. .47 

Coppioe, The. Nottingham .48 

Court Hall.Kenton. near Exet* r. 47 
Dalrymple House, Rickmansworth 50 
David Lewis Colony, Alderley 

Edge .47 

DuR House, Banff . El 

General Manager, Craven-street.. 51 

GhyUwoods Sanatorium .60 

Grove House, Church Stretton .. 48 
Grove. The, Catton, Norwich .... 48 
Hayd ook Lodge, Newton-le- 

Wulows .49 

Helgham Hall Norwloh .48 

Hoanee for Inebriate Women ....60 

Hove, Sussex .SI 

Littleton Hall, Brentwood.51 

London Fever Hospital.48 

Mailing Plaoe, Kent .48 

Melbourne House, Leicester.50 

Mendlp Hills Sanatorium .60 

Moat House, Tamworth .48 

Newmalns Retreat. Lanarkshire.. 60 
New Sanghton Hall, Polton, Mid¬ 
lothian.49 

N ordrach-on-Dee, Banchory.81 


| ASYLUMS—(Continued» 

Northumberland House, Finsbury 
Park. 49 

[ Northwoods House. Winterbourne 49 
Otto House, West Kensington.... 47 

Peckham House .49 

Pendyffryn Hall Sanatorium. Nor 

drach-ln Wales . so 

Plympton House, Plympton.48 

Portsmouth Corporation Mental 

Hospital. 47 

Royal Earlswood Institution for 

Mental Defectives .49 

St. Andrew's Hospital, North 

amp ton . 4P 

St. George’s Retreat. Burgess Hill 47 
Springfield House Private Asylum. 

Bedford . . 47 

Stretton House, Church 8tretton. 48 
The Grange, near Rotherham .... 4* 

Vale of Clwyd Sanatorium ..50 

Wameford Asylum, Oxford .47 

Westholme, Torquay. 47 

Wye House. Buxton .48 

FINANCIAL, &e.:— 

Equitable Reversionary Interest 
Society .49 

HEALTH RE80RT8, BATHS, fte 

Alexandra Therapeutic Institute 47 

Caterham Sanitarium .51 

Droltwtch Brine Baths.. *1 

8medley*s, Matlock..61 

HOSPITAL, INFIRMARY. SANA 
T0RIUM, fte., VACANCIES-- 51-53 


| HOUSE ft E8TATE AGENTS r 

Bedford & Co., Wlsmore-*tre#t .. 55 
Bimkland ft Son* Windsor, 
Slough, and Bloomshury-sqnare 66 
Elliott, Son ft Boyton, Vera- 

street .66 

Ley Clark, Wlmpole-straet ...... 66 

LIFE ft FIRE ASSURANCES, fte. 

General Life Assurance Co.45 

National Provident Institution .. 46 
‘•radantlal . 45 

MASSAGE 

Associated Male Nurses and 
Masseurs.45 

MEDIOAL ACCOUNTANTS, A*.: 

Turner.64 

HELICAL AGENTS r- 

Fleldhall. Limited .65 

Manchester Clerical, fte.. Associa¬ 
tion .66 

Medical Agency.66 

Need as, J. C. 66 

Peacock ft Hadley .65 

I’nmw... 65 

MEDICAL 80H0O] 8 

(Loimow.) 

Gay's Hospital Medical School .. 44 
London {School of Clinical Medi¬ 
cine . 44 

w-*» London Post - Graduate 
College .44 


NURSES' ASSOCIATIONS t— 

Co-operation of Temperanoe Male 

and Female Nnrsee.46 

Female Nnrses Association .46 

General Nurslng Association .... 46 

Hospital for Sick Children.48 

London Names' Association.48 

London Temperanoe Nurses Co¬ 
operation .48 

Male Nurses Temperanoe Coope¬ 
ration .48 

Mental Names Association .45 

Mental Names’ Co-operation...... 48 

Names'Association . 45 

Names’ Co-operation......47 

St. John's House . 46 

8t. Luke's Hospital. 45 

Temperanoe Association of Male 

Names, Ltd.48 

The Retreat, York .45 

OFFICIAL NOTICES r- 

Cltyof London Lying-In Hospital. 41 

Guy's Hospital. 44 

I ost.ltute of Massage and Remedial 

Gymn»stlcs . . 66 

London School of Triples! Med... 46 
Queen Charlotte’s Lying-In Hoop. 44 
Royal College of Physicians of 

London.44 

Royal Institute of Publio Health 44 

PARTNERSHIPS ft PRACTICES. 64 

TUTORS ft LECTURERS:- 
Medical Correspondence College. 45 
Weymouth .45 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


aVBVLAXCBJt- 

Daimler Company- 
Motor Ambulances for hire .... 7 
St. John Ambulance— 

Invalid Marriages . 7 

BOTTLE MERCHANTS r- 
Isaacs..43 

CARRIAGES. MOTORS, fte. - 

Armstrong—Liveries ... 7 

Beldam Tyre Co.—Beldam Tyres.. 7 

CHE MI S T S ft DRUGGISTS 

Allen ft Han bn n s— 

AllenburysThroat PastQIee .... 31 

Byno Lecithin, fte .25 

Anglo eranob Drug Co.— 

Ambrino. Oryogenlne, fte. . 29 

Antlphlogistlne . .....50 

Battley ft Watta- 

Llqnor Opll Bedatlvua .34 

Boots Pure Drug Co - Aspirin 

Compressed Tablets, fte .12 

Bristol-Myem Co.—Sal Hepatica.. 39 
British rag Houses Ltd.- 

Sempulcs .. .18 

British Organotherapy Co., Ltd.— 

Ovamammold Compound .11 

British Oxygen Co.—Oxygen.41 

Browning ft Co.—Semprolln Emul¬ 
sion with Iron .30 

Burroughs Wellcome ft Co.— 

Infundin, Ernutln . ..26 

F.nulc Brand Products.27 

Christy ft Co.— 

Glyoo-Thyraollne. IS 

Ergoapioi .36 

Crookes’ Laboratories— 

Co)load Quinine .20 

Col ioso Cocaine .21 

Etabllsaements Poulenc Freree— 

Stovaine .11 

Fellows Medical Manfg. Co.— 
Fellows' Syrup .68 


CHEMI8T8—(Continued * 

Gale ft Co.—Elixir C re soils e. 
Heroin Co., fto. . . ..38 

Genatosan. Ltd — Albulactin.19 

Haller—Maltose. Galactose, fte... 39 

HeDpells- Urodonal .16 

Hewlett ft Son- 

Mist Hepatic* Gone.66 

Howard* ft Sons Ltd.—Aspirin .. 41 

Lambert Pharmacal Co. - 

Llsterlue. 34 

Moore ft »’o.. Ltd.— 

Lymm-Pure-Salt .41 

Morrison ft <v».—Dlgitamln .35 

Newbery ft 8ons— 

Pul vis Jacobi Ver.41 

New York Pharmaceutical Co.— 
Hayden s Viburnum Compound 35 
Parke, Davis ft Co 
Olfteeptlc Ampoules of Bterl 

Used Solutions .24 

Balmesft Co - Klinger's Nutriei t 

Suppositories . 41 

Richards & Sons— 

Antlkamma Tablets .37 

Smith ft Co.-Hall’* wine. 3° 

8. P. Charges Co.— 8ulphaqua.... 5* 
Wander, Ltd.—Malt Extract with 

Paraffin.17 

Wilcox, Josesu ft Co.- R'odine .. 38 
Willows, Francis. Butler ft 
Thompson — Physiologically 

Tested Drugs .... ....32 

Zlmmermann ft Co.—Subltol ....22 

DISINFECTANTS :- 

Condy*s Fluid. 7 

J eyes’ Sanitary Compounds Co.— 

J eyes’Fluid, fte. .. Cover 11 

FOODS I- 

Benger*s Food .10 

Bishop—Bovlnlue . 9 

BUtonleris Dlabetle PreparaMons 42 
Brand ft Co.—Easenoeof Chloken 40 


FOODS— (Continued i 
British Milk Products Co.— 
Sananhos .... .... 14 

Callard ft Co.—Diabetic Foods 40 
rnrick ft Co.—Dry Paptonolds.. 2> 

Freemans Real Turtle Soup.40 

Fry’s Malted Cocoa .Cover 111 

Manhu Food Go.— 

Mantau Dlabetlo Foods .40 

Pan Yan Pickle . 40 

8outhall Bros, ft Barclay—Vltafer 13 
Valentine's M eat-J aloe .. Cover ill 

VI Cocoo .40 

Vitamogen Ltd.—Vltamogeu.35 

FURNITURE, fto.r- 

Carters— Furniture for Invalids 
a d Hospital Supplies.36 

HOSPITALS (ISOLATION) r- 

-tumphreys, Limited- 
Mobile Hospital Buildings, fte.. 87 

MED. 6 8URG. APPLIANCES 

Bailey ft Son— 

Burlington Belt.. Cover iv 

Invalid Carriages and Chaim 
for Wounded Soldiers., (’over Iv 
DavU -Lukens Sterile Catgut 

with Dulox Needle... 6 

Davis ft Geek— 

Sutures fit for Surgery.42 

Down Bros.— 

Adams’ Tourniquet.Cover 11 

Hogg ft Son—Steam Vaporisers 6 
Holland ft Son—Patent Foot 

Appliances .42 

Medical Supply Association— 
Grevlllite Thorapeutlc Incan¬ 
descent Lamp .36 

Milllkin ft uawley— 

Osteology, fte.Cover lit 

Precious Metals Tempering Co.- 
Tempered Gold Hypodermic 
Needles .41 


MED. APPLIANCES—(Continued). 
Robinson ft kons—Garagee Tissue 42 
Scholl Mfg. Co.— 

Scholl’s Bunion Appliances .... 43 
Tlmnson ft Co.— 

Reliable Ligatures ..42 

Wolfe* Hollander— 

Wolf hoi Restful Chair.4k 

Wright, Ltd.— 

The Triumph Dry Battery.43 

Zeal—Repello Clinical Thermo¬ 
meter ... 8 

MINERAL WATERS, As. r— 

Vlehy-G61estlns. 8 

OPTICIANS r— 

Watson ft Sons, Ltd.—Mlorosoopes 8 
STATIONERY, Ao.t— 

Anderson ft Son— 

Doctors’ A/c Forms, fto. .66 

TAILORS, BOOTMAKERS, Ae.r- 

Burbeirvs—The Burberry, fte..... 9 

Harry Hall—8ervloe Dress........ 7 

VACCINE LYMPH — 

Chaumler's Calf Lymph.43 

Jenner Institute for Calf 

Lymph. 4 $ 

WINES, BEER, SPIRITS, Ae.r- 

Wood, Campbell ft Co.— 

Touralne and Anjou Wines .... 8 

MISCELLANEOUS r- 

Goddard ft Smith — Eleotrtcal 

Appliances and Fittings .65 

No. 333, L.O., Strand- Seoretaiy.. 64 
No. 339, L.O., Strand- 
Lady Chauffease with own Car.. 54 
No. 342, L.O., Strand- 

Condenser wanted . 65 

Tarpey, Han well — Housekeeper 
or Attendant ..6% 


21 





















































































































































THE LANCET. 


«88. LONDON, SATURDAY, MAY 5,1917. VoL OXOIL 

. a 1 - JnUm .a n > . u - 1 ' ■—*■■■ I 

CONTEN TS. 

The whole of the literary matter in 2!ffE LANCET it copyright. 


▲ REPORT on Twenty five 
C fciM of Tetapus (to the 
Medical Research Committee) 

By H. R. Dkan, M.D.Oxoq, 
M.O.F. LoncL, Major, 
Royal Army Medical Oorpe 
(T.). (Prom the 2nd Western 
General Hospital and the 
Department of Pathology 
of the University of Man- 
cheater.) ..673 


ORIGINAL ARTICLES. 

The Intramuscular versus the 
Intrathecal Route in the 
Treatment of Tetanus by the 
Injection of Antitoxin. By 
Sir David Shuck, O.B, 
RUB., O.M.Ediu., F.R.O.P. * 
Lend., F.R. 8 ., Surgeon- 
Genera), Army Medical Ser¬ 
vice; Chairman, War Offloe 
Committee for the Study of 
Tetanus...680 


On the Intrathecal Route for 
the Administration of Tetanus 
Antitoxin. By F. W. 
AJTDBBWIS, M.D. Oxon., 
F.R.O.P.Lond.,F.R.S., Major, 
Royal Army Medical Corps 
(T.); Member of the War 
Ofllce Committee for the 
Study of Tetanns. With a 
Bote on a Case of Tetanus 
Successfully Treated. By 
P, W. Andrew kb and 
Thomas J. Border, M D., 
P.H.C.P Lond.682 

A Comparison of Subcutaneous 
with Intravenous and Intra¬ 
thecal Administration of 
Tetanns Antitoxin in Experi¬ 
mental Tetanus. By F. 
Golla, M B., B.Ch. Oxon , 
Captain, Royal Army Medical 
Corps (T.F.); Member of the 
War Offloe Committee for the 
8 tudy of Tetanus. (From 
the Physiological Labora¬ 
tory of the University of 
London).. 686 

A Statistical Bote on an 
Analysis of Oases of Tetanus 
in the British Expeditionary 
Force. By M Greenwood, 

Jr., M.BC.SBng, L R.C.P. 
Lond., Captain, Royal Army 
Medical Corps (T. P.); Reader 
In Medical Statistics, Uni¬ 
versity of London. (From 
tba Lister Institute of Pre¬ 
ventive Medicine.) •eeewteeasseese* 6871 


Bote on a Bacillus Resembling 
B. Telani. By R. 8. Adamson, 
M.A.Cantab., B.S Bdln., and 
D. W. Cutler, M.A.Cantab., 
B.Sc. Lond. Prom the 
Department of Pathology, 
University of Manchester. 
(Report to the M 
Research Committee.). 


A Case of Tetanus Treated 
by Intrathecal and Intra 
muscular Injection of Anti¬ 
toxin. Bv John Gow, M B. 
Manch , P.R.0.8.Bng., Assist¬ 
ant Resident 8 urgical Officer, 
Manchester Royal Infirmary 683 


REVIEWS AND NOTICES OF 
BOOKS. 


Makers of the XIXth Century: 
Herbert Spencer. By Hugh 

Billot,*...689 

II Nnovo Metodo Itallano per 
la Ofcra Antlrabbioa By Pro¬ 
fessor Claudio Fermi.690 


An Index of Differential Dia¬ 
gnosis of Main Symptoms. 

By Various Writers. Edited 
by Herbert French, M.A., 
M.D. Oxon., F.R.O.P. Lond. 
Second edition ..690 


LEADING ARTICLES. 

Toxin and Antitoxin* 
Thtanus Pro blvms ... ........ 691 

The Health of Munition 
Worries.... ..692 


ANNOTATIONS. 


The Physical Welfare of Mothers 

and Children . 693 

The Incidence of Insanity 

during the War.. 693 

Clean Milk ... 634 

Fragllltas Ossfum, Blue 
Sclerotica, and Otosclerosis... 694 

Placental Transmission . 63 b 

A Public Health Laboratory for 
North Wales. 695 


School Reform in the Future ... 696 
Acute Pulmonary Abscess 
Treated by Artificial Pneumo¬ 
thorax ...696 


Urban Vital Statinticm > 

English and Welsh Towns. 6 % 

8 cotofa Towns. 698 

Irish Towns. 698 

Vital Statistics of London 

during March, 1917.698 

Analysis of Sickness and Mor¬ 
tality Statistics in London 
daring March, 1917.689 


SPECIAL ARTICLES. 

Medicine and the Law.: R. v. 
Oaley: Successful Appeal — 

The Liability of a Husbanl 
for Medical Attendance on 
His Wife........697 

The Radium Institute, London 693 

The Services: Indian .Medical 
Service.-Royal Nava) Medi¬ 
cal Service. — Royal Army 
Medical Corps.704 


CORRESPONDENCE. 

Tuberculosis and the War 
(Dr. Frank Clifford/ Dr. 
Edward B. Prest).700 

The Technique of Lumbar 
Puncture (Mr. Sheffield 
Neave). 700 

The Lnmleian Lectures on 
Heart Disease (Dr. H. George 
P. Castellaln).......700 

The Agglutination Curve and 
its Importance (Captain R. P. 
Garrow, R.A.M 0.).701 

The Examination of the Blood 
of Typhus Fever Oases by 
Dirk Ground Illumination 
(Lieutenant-Colonel L. W. 
Harrison, D.S.O , R. A.M.O.) 701 
Modified Tetanns (Captain R. J. 
McNeill Love, B.A. M.C.).701 

Optical Aids...70^ 


THE WAR. 

The Casualty List..... 702 

Deaths among the Sons of 


Medical Men . 702 

The Honours List. 702 

The United States and the 

War. 702 

The Post Offloe and the 

War.703 

Auxiliary Royal Army Medical 

Corps Funds... 703 

Administrative Reform in Meso¬ 
potamia . 70 J 

A Dublin Hospital for 


Quinine, Phenacetln, and For¬ 
maldehyde . 704 

British Universities and the 

War . 704 

Windlesham Military Hos¬ 
pital . 704 

Medical Men in Ireland and 
Military Service. 7C4 


MBWSAL NJ 

Literary Intelligence,..090 

fXffdT.°* 

£oyal College of PbysWsJens of a 
\ L mdon...693. 


Central Mid wires. Bqpud.t.... 699- 

The Hanbury Medal.. 7ftU 

Norfolk and Norwich Hoe- 

pitii ...3..r.706 

Royal Colleges of Physician*, 
and Surgeons of Edinburgh 
and Royal Faculty , of < Phy¬ 
sicians. and 8 urgeons ofr 

i Glasgow: Past list.796 

Royal Medical Benevafont* 

| Fund.706 


JWest London Medico-Ohlrurgt- 

oal Society v .^....... ,,..7^. 

London Mission Hospital*. 

i Siaoehang, Cain*..7™ 70S- 

Edinburgh University ....,.7Q6 

!Win«ley Sanatorium* near, 

J Bath . ^3 

The late Mr. Walter Gibson. 706 

I _ 

!. 


j PARLIAMENTARY mEUi- 
OBHGB. 

Note. on Gamut Topio, ■ 
l. The Budget.—Criminal Law 
j Amendment Bill. — Venereal 
i Disease Bill......706 

House of Commons: Medfoah 
! R classification In the Arn\y. 

' —Men Discharged for Tuber- ’ 
cuIobIs. — Medical Examina¬ 
tions in Prisons.—Ministry 
of dealth.—Training Disableds 
8oldlers. Payments to Panel 
Praotitloners. — Inoculation, 
Department of St. Mary’s, 
Hospital. —Treatment of 
Blinded Soldiers in-Scotland* 

— Calling np the Medical 
j Profession.. 70 c 


Appointments.... 

Vacancies.. 

Births, Marriages, and Deaths.. 707 
Notes, Short Comments, 

Answers to Correspondents... 7Cfr 

Medical Diary. 765 

-id l tor la I Notices .. 709 

M tnager’s Notices. 7 C§ 

deturological Readings.. 709 

Books, Ac., reoelved.. 710 

Acknowledgment of Commu¬ 
nications reoelved. 7 ic 


FOR INDEX TO ADVERTISEMENTS SEE PAGE 2 . 


FIELD SERVICE NOTES FOR R.A.M.C. 

Including ALTERATIONS and AMENDMENTS. 

By M*jor T. H. GOODWIN, R.A.M.O. 94 pp. Cr. 8 , 0 . 3 * net; postage 2 d. 

...... will prove of service to jnnlor R.A. M.O. officer^ ani as a reference p->oket-b)ok will bo of value to all a/Hoor* ” 

“ It is a mwt useful book for the pooket.”-7%e Naval and Military Gazette. -Lancet, 

“. ju8t ih6 Hnd of lnf °rmation which the officer wishes to have .”—British Medical Journal. 

JOHN BALE SONS & DANIELSfiAN l*h 

83. 86 , 87. 89 * 9J, GBBAT TITCHFIBLD BTBHBT. OXFORD STBBBT. LONDON. W. L 

































































This Lancet, ] 


THE LANCET GENERAL ADVERTISER 


[Mat 5,1917 


I NDE X 

MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


FA&K 

ARNOLD:— 

ColUe,Sir Johr—Maling-ring .... 4 
Howard—The Practice of Surgery 4 
Hurst—Medical Disease a of the 

yf&T (i) 6 

Midwifery .*.*!!... " *". 4 

Stewart— Diagnosis of Nervous 

Diseases . * 

B AJLLIEKB, TINDALL ft 00X:— 
Doyen’s Bnrgical Therapeutics 

and Operative Technique . f 

Gardner—Manual of Surgical 

Anaesthesia . Cover i 

Hayes—Intensive Treatment of 
Syphilis and Locomotor Ataxia 
by Aachen Methods .... Cover I 

BALE, SONS ft DANTKL8S0N r 

Goodwin—Field 8ervice Notes for 

R.A.M.C. 1 

0A88ELL A 00. r— 

Jones—Military Orthopaedics .... 8 

CHURCHILL, J,ilr 

Hare—Alcoholism .Cover 1 

Rowlands and Turner-Opera¬ 
tions of 8urgery.Cover i 

Squire’s Companion to the British 

Pharmacopoeia .Cover 1 

■CONSTABLE ft CO 

Battle—The Acute Abdomen .... 8 
Fa*t'e and Corner—Surgery of 
Diseases of the Appondlx Ver- 
mlformls . 8 


DANIEL:— 

Rabagliati—Tnltls or 
and Exercises.... 


FROWDE Ain> 

HODDER ft STOUGHTON :— 

Mackenzie, 8lr J.—Diagnosis and 
Treatment in Heart Affections. 0 
Mackenzie, 8lr J.—Diseases «f 

the Heart. . 6 

Mackenzie, Sir J.—Heart Affec¬ 
tions . Cover i 

GRIFFIN ft 00.— 

Furnet—Foods and Dietaries — 8 
Holller- Infancy and Infant- 

Rearing. 8 

KINPTON :— 

The American Journal of Syphilis 

Cover 1 

LEWIS ft 00 r- 

Allen—Vaccine Therapy. 7 

Cooper—Sexual Disabilities of 

Man . f 

Curgenven—The Child’s Diet- 7 

Dnvuleon—f ocallzatlonby X Rays 

ard 8tereosf opv . 7 

Dawson—Csusat'on of Sex In Man 28 

Elliot- Olpucoma... . 28 

Emery—Clinical Bacteriology and 

Hapmatology.Cover 1 

Gordon—Diseases of the Nervous 

System . 7 

Ham— Handbook of Sanitary Law 7 


LEWIS ft GO.-^ Continued). 

H«rri« — Lectures on Medical 

Electrlcltv to Nurses..... 7 

Heilman—Amnesia and Analgesia 

In Parturition . 7 

Kett’e—Pathology of Tumour* .. 9*» 
lowers—The Diseases of Women. 28 
MngiU—Notes on Galvanlf-m and 

Faradism . •••• 28 

Mertlndale and Westcott—The 

Extra Pharmacopo la . 7 , 

Moullin—Enlargement of Pros- I 

tafe .. r over I! 

Moullin—The Biology of Tumours 

Cover 1 ; 

Osier. 8!r William—Aequanimltas 28 ; 
Phillips — Ammblasls and the ! 

Dysenteries.28 

Powell, Sir R. D., A Hartley—On 
Diseases of Lungs and Plcur® 

Cover 1 

Scott—Modern Medicine and8ome 

Modern Remedies . 29 

Scott—The Road to a Healthy Old 

Age . 28 

Shnttleworth and Ports—Men- 

tally Deficient Children .28 

Swanzy’s Handbook of Diseases of 
the Eye and their Treatment .. 7 

LONGMANS, GREEN ft 00. :— 

Tox’c Jaundice In Munition 
Worker. 1 

MACMILLAN ft 00.:- 

New System of Gynaecology. 8 


_ FAG* 

MXDIGAL FUBLibmINO 00. i— 

Lane, Mr A -Operative T reat - 
ment of Fractures ...... Covet 1 

MURRAY- 

Do^bev—A Regimental 8urgeon In 

War and Prison........... ® 

Leftwleb - Index of Symptoms.. 8 
Wilson-Early Dlagnoslsof Heart 

Failure . 0 

SAUNDERS COMPANY r- 

Albee—Bone-Graft Surgery . 3 

Cabot—Differential Dlagn'sls.... 3 
Morrow—Diagnostic and Thera* 

peutlc Technic .......... £ 

Norris—Gonorrhoea In Women .. 3 

Saunders’ Books for Physicians 
and Surgeons.. Cover I 

Scudder—Tumonrs of the Jaw .... 3 

Smithies and Ochsner— Cancer of 

Stomach . 5 

WRIGHT ft SONS (Bristol):— 

An Index of Prognosis and End- 
_ -itment 


Results of Treati 


Cover t 


MED ICAL LIBRARIES, fte.r- 

Baker— Books......... 2 

Behnke— Stammering, Ac.. 8 

Ketley—Stammering.. * 

Lewie A Co.’s Medical and Sclen- 
tlftc Circulating Library. Cover i 
Matthews—Wood: Application of 

Trusses to Hernia . 8 


AS8LBTAN0IES, MEDICAL .61 

ASYLTTHB, H0ME8, fte. 

Ashwood House, KIngswinford ..49 

Bamwood House Hospital.46 

Btshopstone House, Bedford.45 

B run ton House, Lancaster.45 

Camberwell House, Peckham-road 47 
Clarence Lodge, Clapham Park .. 45 
Oolthorst House School, Alderley 

Edf e.46 

Coppice, The. Nottingham.46 

Court Hall, Kenton, near Extt.r. 4* 
D&lrymple B ouse, Rickmans worth 47 

Dartmoor Sanatorium .48 

David Lewis Colony, Alderley 

Edge . 46 

Do£ House, Banff . 48 

General Manager, Craven-street.. 48 

Ghyllwoods Sanatorium .47 

Grove House. Church Stretton .. 46 
Grove, The, Catton, Norwich .... 4fl 

Haslemere Nursing Home.49 

Haydock Lodge, Newton-le- 

Willows.47 

Heignam Hall, Norwich .46 

Homes for Inebriate Women ....47 

Littleton HalLBrenfcwood.. 46 

London Fever Hospital.4« 

Mailing Place, Kent .4* 

Melbourne House, Leicester.47 

Mendlp Hills Sanatorium .48 

Most House, Tamworth ..46 

Newmalns Retreat, Lanarkshire.. 48 
Nordracta-onDee, Banchory.48 


OFFICIAL AND GENERAL ANNOUNCEMENTS 

HOTJSltft ESTATE AOEHT8r- KTO8E8’ A8SOO. (ConMnn^d). 

^r'eet . 8 ““ th '. 62 ^J^S^^SSSSSlSilm « 

LIFE ft FIRE ASSURANCES, fte.:- n!w ! j!!!!I!!!*. 45 

Sickness and Accident 


ASYLUMB-CContinued). 
Northumberland House, Finsbury 

Park.46 

NorthwoodB House, Winterbourne 47 

Peckham House .47 

Pendyflryn Hall Sanatorium, Nor- 

drach-ln Wales .48 

Plympton House, Plympton.48 

Portsmouth Corporation Mental 

Hospital. 45 

St. Andrew’s Hospital, North¬ 
ampton .46 

Shaftesbury House, Formby-by 

the-Sea .47 

Springfield House Private Asylum, 

Bedford .45 

Stretton Honse, Church Stretton. 40 
The Grange, near Rotherham .... 46 

Vale of Clwyd Sanatorium.49 

Warneford Asylum, Oxford ...... 45 

Westholme, Torquay....,.40 

Wye House. Buxton .46 

FINANCIAL, fto.r- 
Equitable Reversionary Interest 
Society . 44 

HEALTH RESORTS, BATHS, fte. :- : 

Caterham Sanitarium . 49 ! 

Droltwlch Brine Baths.49 

8medley’s, Matlock. 49 > 

HOSPITAL, INFIRMARY, SANA- I 
TORIUM, fto., VACANCIES.. 49 61 


Medical --- 

8oclety .JJ 

Prudential .. 4J 

MASSAGE:- 

Associated Male Nurses and 
Masseurs . 44 

MEDICAL ACCOUNTANTS, fte. x- 

Tnrner. 62 

MEDICAL AGENT8.65 

MEDICAL BCH001 S ;- 

(LOWDOW.) 

Guy’s Hospital Medical School .. 42 
London School of Clinical Med. .. 42 
University of London, King’s 

College . 42 

West London Post-Graduate Coll. 42 

NURSES’ ASSOCIATIONS:— 

Co-operation of Temperance Male 

ana Female Nnrses...44 

Female Nurses Association.44 

General Nursing Association ....45 

Hospital for Sick Children.4» 

London Nurses’ Association.44 

London Temperance Nnrses Co¬ 
operation .45 

Mental Nurses Association 


44 


Registered Nursos’Society .*4 

St. John's House.44 

St. Luke’s Hospital..••••••,•• 45 

Temperance Association of Male 

NurseB, Ltd.44 

The Retreat, York .44 

OFFICIAL NOTICES r- 

A stley Cooper Prize .............. « 

City of London Lying-in Hospital. 45 

College of Preceptors .42 

Guy*s Hospital . 43 

I stl< ute of Massage and Remedial 

Gym ns sties. 42 

Lo» don School of Tropical Med... 42 
North-East London Post-Graduate 

College . 43 

QueeD Charlotte’s Lylng-ln Hosp. 43 
Royal College of Physicians and 

Royal College of 8urgeons.43 

University of Durham ............ 43 

York-road General Lying In Hos.. 45 

PARTNER SB IPS ft PRAOTIOMk 62 

RAILWAY ft STEAMSHIP CO.’S, r- 

Royal Mail Steam Packet Co.43 

TUTORS ft LECTURERS:- 

Weymouth .43 


AMBULANCES — 

St. John Ambulance- 
Invalid Carriages. 11 

ANATOMICAL MECHANICIANS :- 
Grossm«th’« Artificial Legs, Arms, 
Hands, and Byes. 10 

BOTTLE MERCHANTS:— 

Isaacs.63 

'CARRIAGES, MOTORS, fte. t- 

Arrostrong—Liveries . 63 

Beldam Tyre Co — Beldam Tyres.. 11 

Offord A Sons—Ford Care .11 

81nger & Co, Ltd.-Singer “10” 

Doctor's Car . 11 

Ware A De FreviPe—Motor Cars.. 11 
Wylie—Motor Car . 63 

•C HE M IS TS ft DRUGGISTS :- 

Abbey Chemical Company - 

Beta Eucalne B.P. 39 

Allen A Mai.burys— 

BynlnAmara . 21 

Mercurial Cream, Ac. 19 

Allenburys Castor Oil ..40 

Anglo French Drug Co.— 

Kh6ant i ne, Enterovaccin, 

Serums, Inalter Vial, Ac.26 

Bsttley A Watts- 

Battloy’s Liquors.38 

Boots Pure Drag Co.—Aspirin 

Compressed Tablets, Ac.. 30 

British Oxygen Co.-Oxygen...... 40 

Browning A Co.—SemproUn Emul¬ 
sion with Iron .27 

Burroughs Wellcome A Co — 

Important Sera.24 

Kharsivan, Ac.2.6 

Christy A Co.-Ergoaplol. 58 

Clay, Paget A Co.—Giyoolactophos 37 
Duncan, Flockhart A Co.- Organo- 
Therapeutical Preparations .... 16 
Faseett A Johnson—Emol-Keleet. 34 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 

FOODS - (Continued). I STATIONERY, fte< 

Freemans Devonshire Custard.... 41 Anderson A Son— 

q] 1XO .31 | Doctors’ A/c Forms, Ac. 

Hewlett A Hon— Vlrophos . 22 

Horamel’s Hmmatogen .35 

Jardox Reef Food. 41 

8avory A Moore’s Food .31 

Valentine’s Meat-Juloe .. Cover 11 


CHEMISTS—< Con tl nned). 

Gale A Co.—Elixir Cresolls c. 

Heroin Co., Ac. 27 

H. K. Mnlford Company- 

Influenza 8erobaeterln. 16 

Haller—Maltose, Galactose, Ac... 39 
Heppells— 

Urodonal, Jubol, Globeol, Ac. .. 18 
Hewlett A Son— 

Hewlett’s Specials . 22 

Hogg A 8c n— Protein Nerve Food 40 
Hudson’s Eumenthol Chemical 

Co —Eumenthol Jujubes.38 

Humphrey Taylor A Co.—Junora. 30 
May A Baker—Arsenobillon and 

Novarsenoblllon . 13 

Menley A James—Bacterol........ 13 ' 

Moore A Co., Ltd.— 

Lymm-Puro-8alt .40 

Morrison A Co.—Dlgitarain .36 

Parke, I)av1b A Co.- 

Poll acclne .17 

Hay Fever Reaction Outfit.17 

Ralines A Co -Slinger's Nntriei t 

Suppositories . 40 

Squire A Sons— 

Glyphoca), Ferocal, Ac. .. Cover lv 

Whiffeu A Sons- Emetine.37 

Wilcox, Joseau A Co.— Kola Astier 38 

DISINFECTANTS :— 

Condy’s Fluid. 10 

Hewlett A Son— Lysol .22 

Qulbell Bros.- Kerol... 39 

FOODS - 

Allen A Hanburys— 

Allenburys Diet .20 

Aylesbury Dairy Co.— 

Humanized Milk...41 

Benger's Food . 14 

Blatchley’s Diabetic Preparations 40 

Cadbury’s Cocoa . 2? 

Carnrlck A Co.—Dry Peptonolds.. 25 
Chymol Company—Chymol .2s 


FURNITURE, fto.r- 

Carters—Furniture for Invalids 
and Hospital Supplies.64 

HOSPITALS (ISOLATION) :— 

Humphreys, Limited— 

Mobile Hospital Buildings, Ac.. 33 

MED. ft BURG. APPLIANCES r— 

Bailey A Son—Surgeons’ Pocket 

Cases. Ac. Cover Hi 

Davis—Lukens Sterile Catgnt 

with Dulox Needle.10 

Davis A Geek— 

8utures fit for Surgery.. 40 

Down Bros.—Spr-y for the TreaV 

ment of Burns . Cover Ml 

F asset. t & Johnson— 

Seabury’s Gold Cross Cotton .. 12 
Bearson A Co.— ' „ 

Hearson’s Specialities.64 

Leslies, Ltd.— 

Leslies’ Zopla. Cover U 

McBride A Co— Kidney and Abdo¬ 
minal Protector .. 10 

MiUlkin A Law ley-Osteology, Ac. 10 
Robinson A ^ons-Gamgee Tissue 41 
Tlmpson A Co.- 

Reliable Ligatures . 9 

Wormuil—System of Aluminium 
Splinting .. B 

OPTICIANS t- 
Watson A Sons, Ltd.- Microscopes 11 


, 62 


Mabie, Todd A Go.— 

Swan Fountoens .. 9 

Venus Pencils. 63 

TAILORS, BOOTMAEES8, fte. t- 
Dowle A Marshall- 
Hygienic Bootmakers .. Cover It 

Rvans A Co.—Service Uniforms ..10 

Harry Hall—Service Drees.63 

▼AOOINS LYMPH 

Chaumler’s Calf Lymph.41 

Beinemann— Re bin an’s Pure 

Asepilc Calf Lymph.41 

Jenner Institute for Calf 

Lympfi. 41 

Renner’s Calf Lymph Establish* 

ment .41 

WINES, BEER, SPIRITS, fto.:- 

.sa 

X-RAY, fto., APPARATUS:— 

Mawson A Swan—X Ray Plates 

for Radiography . 9 

Medical Supply Association— 
Greville’s Intensified Induction 

Transformers.32 

Watson A Sons— 

B^pic X Ray Plates. 32 

■I80ELLANS0UB 

Goddard A Smith — Electrical 
Appliances and Fittings ....... 62 

Murray, Blckerton road—Schall s 
Combined Galvanic and Faradlc 

Battery ..82 

N. D., Wandswo* th Common— 

Lady-Housekeeper ..“ 

No. 6»5, L.O., Strand- Chauffeuse. 62 
No. Ms, L.O., Strand—Secretary.. 62 


o 




































































































































































THE LANCET. 


IiCTNrKJN. SATURDAY, MAY 12,1917. 


CONTENTS. 

The f thole of tie literary matter in TBS LANCET i* oopyriybt. 


BUTTSBIAS LECTURE 
an Gunshot Wounds of 
Joints, their Pathology snd 
Treatment. Delivered before 
the Boyal College of Surgeons 
of Ungland on March 2nd, 
1917, by Fbivk Cook, 
B.So., M.B., B.S. Lond.. 
FAQJ. Bng., Captain, 
JLAJNLO. (S.B.); Hunterian 
Professor, Boyal College of 
Burgeons of Bngland 711 


OMQHAL ARTICLES. 

Obs e rvations on Direct Trans¬ 
fusion of Blood, with a 
Description of a Simple 
Method. By Ai»uw 
VOubidi, C.M.G., M.D. 
R.U.I.. M.Ch.Belf., F.R C.8. 
-M., Colonel, A.M.8 ; 
Consulting Surgeon, B.B.F; 
Georges Dbitib, M.A. 
Oxon., M.D. Copenhagen, 
.Major, B. A.M.C.; Professor of 
Pathology, University of 
Oxford } and H. 0. Bazbtt, 
M.B., B.Ch.Oxon., F.B.O.B. , 
Bng., Captain, R.A.M.O.; 
Demonstrator of Pathology, 
University of Oxford. — 
(IttwtraUd) .. 716 

Fragment of Shell Bmbedded 
in the Internal Popliteal 
Verve: Illustrating the Value 
of Accurate Localisation. By 
JUr James Mackenzie 
Dated sow, M.B., C.M.Aberd., 
C onsu lting Medical Officer, 
Roentgen Bay Departments 
jof the Royal London Oph¬ 
thalmic Hospital and the 
Charing Cross Hospital; and 
P. Lockhart • Mummery, 
F.lLC.S.Bng., Hon. Surgeon, 
JClng Bd ward VII.Hospital for 
Officers, Groevenor gardens, 
London, S.W.— (IUuftraUd).. 719 

An Ooulo-palpshral Prothesls. 

By A. Maitland Ramsay, 
M.D.Glasr., Major, B.A. M.O. 

(T.); Ophthalmic Surgeon to 
the 3rd Soottlsh General Hos¬ 
pital, Glasgow.— ( IllHBtrated ) 721 

The Surgical Correction, with¬ 
out Cicatrix, of Unlovely 
Roses. By Dr. Julibw 
B ou ROUST (of Toulouse), 
Assistant Surgeon, late Pro- 
sector and Chief of Clinic, at 
Val de Grice.—tlBushnarted)... 722 


An Vasily Improvised and 
Bffeoti ve Method of Obtain¬ 
ing Plate Cultures of 
Anaerobes. By W. James 
Wilson, M.D. R.U.I., D.So. 
Belf., Captain. R.A.M.O. 
(T.FJ; Specialist Sanitary 
Officer and Inspector of 
Tetanus for the Belfast Mili¬ 
tary District. — (lUustrated)... 724 

A Rote of a Rew Bone 
Clip for the Treatment 
of Fractures of Long Bones. 

By Joseph H. Adams, M.8. 
Lond.F.R O.S.Bng., Surgeon 
to the Bast London Hospital 
for Children. Shadwell; Sur¬ 
geon, with Charge of Out¬ 
patients, St, Thomas’s Hos¬ 
pital ; Captain, ft. A.M.C.(T.). 
-illluttratcd) .725 

The Question of Boonomy in 
Food. By M. S. Pxmbrbt, 
M.A., M.D. Oxon., Lecturer 
in Physiology, Guy’s Hospital 732 


MEDICAL SOCIETIES. 

Royal Society of Medioimb: 

Section of Obstetrics and 
G YN-Kooi oo y Post-opera¬ 
tive Tympanites.726 

Royal Academy of Medioimb 
sh Ireland: 

Section of Obstbtbios r— 
Hjsmatemesis and Melania 
Neonatorum. -Vaginal Plug 726 


LEADING ARTICLES. 

Science and the Nation.727 

The Rationing of the People 728 

ANNOTATIONS. 

Lessons of the War In the 
Matter of Water-supply......... 729 

The Immediate Movement of 

Injured Joints..729 

Alopecia Areata and Pern- 

thyroid Deficiency.730 

The Sanitation of Public Build¬ 
ings in the United States ..... 730 
A Discussion on Toxic Jaundice 731 
Heart Failure during an Opera¬ 
tion : Heart Massage and 

Recovery . 731 

Anthrax in Man ..731 


SPECIAL ARTICLES. I 
Ireland * Maintenance of Irish 
Asylums.—The Public Health 
of Belfast.—Belfast and the ,. 

War Office.- 73$ 

The Services . .. 740 


Urban Vital Statistics t . 

Bngllsh and Welsh Towns..... 736 
8ootoh Towns736, 
Irish Towns. . 736 i 


CORRESPONDENCE. , 

The Neglect of Vaccination 

(Mr. James D. Staple).736’ 

The Technique of Lumbar , 
Puncture (Surg. H. CarliU, » 

B.N.)..—.734 

The Use of Statistics in Modi- ' j 
due (Oapt. M. Greenwood, 

Jr., R.A.M.O. (T.)>... 735, 

Bridged Plaster Splinting (Dr. 

D. Pearce Pen hallow). — 

( Illustrated) .736 1 

A Simple Method of Approxi¬ 
mating the Hdges of Wounds 
(Dr. George A. Ballingall).. .. 735 
The Cultivation of Jalap (Sir 

Geo. H. Savage).745 

A Lost Stethoscope (Dr. M. O. S. 
Lawrence).. 745 


OBITUARY. 

John Bdward Squire, O.B., 
M.D. Lond , F.B.O.P. Lond., 
D.P.H. Gaznb, Consulting 
Physician, Mount Vernon 
I Hospital for Consumption, Ac. 736 
Frederick William Fowke, 
M.R.C.S. Hog, M.B.O.P. 
Hdln., L.SUL Lond................ 736 


THE WAR. 

The Casualty List.. 737 

Deaths among tha Sons of ! 

Medical Men . 737 

The Honours List.................... 737 

Foreign Decorations.. . 737 

The Paris Conference on the 

’ War Cripple .. .. 737 

Glasgow War Reltef Funds .. 737 

War Hospitals in the Bast .... 737 
The United States and Medical 

Organisation for the War. 739 

Blinded Sailors and Soldiers..... 740, 
Bed Cron Thanksgiving.......... 741) 


Obituary of the War * 

Michael Joseph Whitty. M D„ 
M.Gh. R.U.I., Iient-Col.. 
B.A.MiO.-(WW! Portrait) 738 
William Brown Clark, M.B., 

B.S.Lond . Capt., B.A.M 1 O. 

- (With Portrait) __738 

Thomas George Smith 
Hodson, M.D. Durh.tOapt., 
R.A.M.C.— {With Portrait) 738 
Marry Graham Smith, 
L.R.O.S. Bdln., L.D.8., 
Oapt., B.A.M.O.-(Wti* 

Portrait) . 738 

M. B. Hughes. M.B.. BM. 
Melb., Capt., A.A.M.C....... 733 

Benjamin Dlgby Gibson, L., 

L. M., D.P.H. B.O.P.8.I., 

Oapt., A. 4.M.O. — ( WSm 
Portrait) —. W 

Geoffrey Ratdl&e Flaistar, 

M. B.O.S. Bng., Oapt.,' 
B.A. M.O.- (With Portrait) 739 

Joseph Naylor, M.R.0.S. 
Bng., Lieut., B.AuM,0.—• 
(Fwi ....... 739 


MEDICAL NEWS. 

Medical Students In Swltser- 

land .. 726 

Donations and Bequests.728 

Mortality amongst Women in 

Calcutta .. 742 

London and Counties Medical 
Protection Society, Limited .. 742 
Hospital and Home for 81ck 
Children. Lower Sydenham... 742 
Asylum Workers’ Association .. 742 
Boyal Bdinburgh Hospital lor 
Sick Children,........™.™... 742 

PARLIAMENTARY INTELLI¬ 
GENCE. 

| Notes on Current Topics.....741 

House*of Commons 742 


Appointments.—Vacancies...... 743 

Births, Marriages, and Deaths.. 743 
Notes, Short Comments, and 
Answers to Correspondents ~ 744 
Meteorological Readings.......... 745 

Hooks, &o.. received ................ 745 

Medical D tarV -•••eeeaaeeaeeeceeceeeea 745 
Editorial Notion ..................... /43 

Manager’s Notices ............ 746 

Acknowledgment of Commu¬ 
nications received ... 746 


POE index to advertisements see page 2.__ 


JOHN BALE, SONS & DANIELSSON, LTD., 

PRINTERS, PUBLISHERS, ft PROCESS BLOCK MAKERS . 

THE ANIMAL PARASITES OF MAN. By h. b. pantham, HACuitb., 

J. W. W. STEPHENS, M.D. Cantab., and F. V. THEOBALD, M. A. Cantab. 45s. net; postal 9d. inland. 

A HANDBOOK OF PRACTICAL PARASITOLOGY.. Translated by linda fobstbr. 

Boyal 8vo. Pp. 208 + viii. Cloth. IQs. 6d. net; postage 6d. 

DISTURBANCES OF THE VISUAL FUNCTIONS. Translated by ANGUS MaoNAB, 

M.B., F.R.O.S. Eng. 15s. net; postage 6d. 

FIRST PRINCIPLES IN THERAPEUTICS. By giles forward goldsbrough, 

M.D. Demy 8vo. 7a. fid. net; postage 4d. 


83, 88, 87, 89 & 81, GREAT TITOHFIELD ST., OXFORD 8T., LONDON, W. 1. 







































Thb Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Mat 12,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


tin 

EAUIIEEE. TINDALL A 00X:- 
Blom field—Anesthetics .. Corer 1 
Preyer—Enlargement of the Pros- 

tMS .,.Cover 1 

Frgyer B urgienl Diseases of the 

Urinary Organs.Cover 1 

Gardner—Manual of Surgical 

Anesthesia .Cover 1 

Lockhart-Mummery— Diseases of 
the Colon and their Surgical 
Treatment.Cover 1 

BALE, BOBS A DAJTIXLSSON r- 

Disturbances of the Visual 

Functions. 1 

Fantham. Stephens, A Theobald— 
The Animal Parasites of Man . 1 
Goldsbrongh—First Principles in 

Therapeutics. 1 

Practical Parasitology.. 1 

Worth—Squint .Cover I 

CHURCHILL, J. A A. r- 
. Bailey A Miller—Embryology .... 8 
Berkeley and Bonney— Difficul¬ 
ties and Emergencies of Obstet¬ 
ric Practice. 8 

Craig— Psychological Medicine .. 8 
Coshnv’s Pharmacology A Thera¬ 
peutics . 8 

Lee—Mlcrotomtst’s Vade-Mecum. 8 


_ »A«* 

CHURCHILL— f Continued). 

Marshall—Microbiology . 8 

Minot—Embryology . 8 

St. Thomas’s Hospital Reports .. 3 

n nlre’s Companion to the British 

'harmsooDonia . Cover 1 

8 wavne—Obstetric Aphorisms.... 5 

Taylor—Operative Surgery . 5 

Thorne, Bezly—Schott Methods of 
Treatment of Chronic Diseases 

of the Heart. . 8 

Thresh—A Simple Method of 

Water Analysis. i 

Thresh—Examination of Waters 

and Water Supplies . 3 

Thresh—Preservative* In Food 

and Food Examination . 3 

Turner A Stewart—Text-Book of 

Nervous Diseases . 3 

Wallis’s Atlas of Dental Extrac¬ 
tions . 3 

DANIEL:— 

Rabagllatl—Inltle or Nutrition 
and Exercise*. 4 

FROWDE AWT) 

HODDER A STOUGHTON 

Bristow—Treatment of Joint and 

Muscle Injuries. 6 

Jones—Injuries of Joints . 5 


MAI 

FROWDE, Ae.— (Continued). 
McCann—Cancer of Womb. Cover 1 
Mackenzie. S*r .1.—Diagnosis and 
Treatment in Heart Affections.. S 

Nlcoll— Dream Psychology. S 

Penhallow—Military Surgery .... 5 
Porter—Elements of Hygiene and 

Public Health . 5 

Riviere — Pneumothorax Treat¬ 
ment of Pulmonary Tuberculosis 6 

Riviere — Pneumothorax Treat¬ 
ment of Pulmonary Tuberculosis 

Cover 1 

Stewart A Ev*n«—Nerve Injuries 

***d their Treatment . 6 

Waring—Surgical Diseases of the 
Gall Bladder, Bile Ducts, and 

Liver. 4 

Waring-Manual of Operative 
Surgery. 4 

KIKFTOW :— 

Roth—Notes on Military Ortho¬ 
paedics . Cover 1 

The American Journal of Syphilis 

Cover 1 

LONGMANS, GREEN A 00.:— 

Kidd—Common Diseases of the 

Male Urethra.Cover' 1 

Kidd— Urinary Surgery.... „ 1 


MACMILLAN A 00.— 

New System of Gynecology ...... f 

MEDICAL FCBUSHINe 00. t- 
Laner, Sir A.—Operative Treat- 
met, t of Fractures . f 

SAUNDERS OOMFANT r- 

MacCallurn’s Pathology .. Cover f 

UNIVERSITY OF LONDON FXHM 

Cole—Mental Dlseasei: 'A Text* 

Book of Psychiatry. 4 

SUvens—Diseases of Women .... 4 

WRIGHT A SONS CBeistol) — 
Index of Differential Diagnosis of 
1 8 ymptoms . 4 


MEDICAL UBRAEDB, A*t- 

Behnke—Stammering, Lisping, A 

Cleft Palate 8peech . 8 

Ketley—Stammering... • 

Lewis’s Circulating Library Cover I 
Lewis A Co.’s Medloal and Scien¬ 
tific Circulating Library. 8 

Matthews—Wood: Application of 
Trusses to Hernia. . 8 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


A88I8TAMCIE8. MEDICAL .58 

ASYLUMS, HOMES, Ae.r- 
Asbwood House, Kingswinford .. 46 

Bam wood House Hospital.47 

Blshopstone House, Bedford.61 

Bran ton House, Lancaster.60 

Camberwell House, Peckham-road 48 

{Theartle Royal .47 

Clarence Lodge, Clapham Park .! 60 
Oolthurst House School, Alderley 

Bdge.SI 

Oopploa The, Nottingham.47 

Court Hall, Kenton, near Exeter. 61 
Dalrymple House, Rickmans worth 60 
David Lewis Colony, Alderley Bdge (1 

uaA House, Banff .49 

General Manager, Craven-street.. 61 

GhyUwoods Sanatorium .60 

Grove House. Church Stretton .. 47 
Grove, The, Catton, Norwich .... 47 

Haelemere Nursing Home.61 

Haydook Lodge, Newton-le- 

WlDows. 48 

Helgham Hall. Norwich .47 I 

Homes tor Inebriate Women ....60 

Littleton HalLBrentwood.61 

London Fever Hospital.. 47 

Mailing Place, Keat .47 

Melbourne House, Leicester.60 

Mendlp Hills Sanatorium .49 

Moat House, Tam worth .47 

Howmalns Retreat. Lanarkshire.. 46 
New Sanghton Hall, Polton, Mid¬ 
lothian.... 48 


ASYLUMS— (Continued). 

Nordrach-on-Dee. Banchory.. 49 

Northumberland House, Finsbury 

Park. ... .. 48 

North woods House. Winterbourne 48 
Otto Honse, West Kensington.... 48 

Peckham House .48 

Pendyffryn Hall Sanatorium, Nor- 

drach-ln-Wales .*9 

Plympton House, Plympton.47 

Portsmouth Corporation Mental 

Hospital.48 

Royal Earlswood Institution for 

Mental Defectives .48 

St. Andrew’s Hos., Northampton. 47 
St. George’s Retreat, Burgess Hill 51 
B^rln^fleld House Private Asylum, ^ 

Stretton House, Church Strettonl 47 
The Grange, near Rotherham .... 47 

Vale of Clwyd Sanatorium.49 

Wameford Asylum, Oxford ..46 

Westholrae, Torquay.61 

Wye House. Buxton ......47 

FINANCIAL, Ae. t — 

Equitable Reversionary Interest 
Society .. 44 

HEALTH RESORTS, BATHS, Ae. .— 

Alexandra Therapeutic Institute. 60 

Davos.60 

Caterham Sanitarium .60 

Droltwlch Brine Baths.60 

Bmedley’s, Matlock.60 


HOSPITAL, INFIRMARY. SANA¬ 
TORIUM, Ae., VACANCIES-. 51-53 
HOUSE A ESTATE AGENTS r- 
Bedford A Co., Wlgmore-street .. 54 
Browett, Taylor A Cordery, 

Holbom.64 

Elliott, Son A Bovton. Vere-st.... 64 

Ley Clark. Wlmpole-street .64 

West, Woking .64 

LIFE A FIRE AS8URAN0B, Ae. »- 

National Provident Institution .. 44 
Prudential . 44 

MEDICAL ACCOUNTANTS, Ae.t- 

No. 352, L.O., Strand. 64 

Turner..... 64 

MEDICAL AGENTS.65 

MEDICAL 80H0018:- 
(LOHTXMT.) 

London School of Clinical Medi¬ 
cine . 44 

West London Post - Graduate 
College .44 

NURSES’ ASSOCIATIONS r- 

Co-operation of Temperance Male 

ana Female Nnrses.41 

Female Nurses Association .45 

General Nursing Association ....44 

Hospital for Slak Children.45 

London Nurses’ Association.45 


NURSES’ ASSOC. (Continued). 
London Temperanoe Nurses Co¬ 
operation .... 

Male Nurses Temperanoe Co-ope¬ 
ration ... 

Mental Nurses Association . 

Mental Nurses’ Co-operation.. 

Nurses'Association . 

Nurses' Co-operation .. 

St. John’s House.. 

St. Luke’s Hospital.. 

Temperanoe Association of Male 

Nnrses, Ltd.... 

The Retreat, York . 

OFFICIAL NOTICES r— 

Cit^of London Lylng-ln Hoe-^ 

Dr. Edith Pechey Phlpson Post- 

Graduate Scholarship .44 

Incorporated Society of Trained 

Masseuses . 44 

London School of Tropioal Medi¬ 
cine . # 44 

Queen Charlotte's Lylng-ln Hos¬ 
pital . 44 

University of Durham. 44 

PARTNERSHIPS A PRACTICES. 64 

TUTORS A LECTURERS i- 

Behnke .. 44 

Medical Correspondence College. 44 

Behnelle—Stammering. 8 

Weymouth .••••••.. 44 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


xmnjurczst- 

Daimler Company- 
Motor Ambulances for hire .... 8 
88 . John Ambulance— 

Invalid Carriages...65 

BOTTLE MERCHANTS r- 


CARRIAGE8, MOTORS, 

Armstrong—Liveries.64 

Beldam Tyre Co.—Beldam Tyres.. 9 
Singer A Co, Ltd.—Singer "10" 
Doctor’s Car . 8 

CHEMISTS A DRUGGISTS :— 

Abbey Chemical Company- 

Beta Eucalne B.P. 41 

Allen A nanburys— 

Bynogen.25 

Byno Hypo phosphites .84 

Angler Chemical Co.— 

Angler’s Emulsion.18 

Anglo-French Drug Co.— 

Persodlne, Hemoplase, Ac. .... 29 
Galyl, Hectlne, Hect&rgyre, Ac.. ?D 

Antlphlogtstine.Cover lv 

BatUey A Watte— 

Liquor Opli Sedativus .34 

Boots Pure Drug Co.—Aspirin 

Compressed Tablets, Ac..35 

Bristol-Myers Co.—Sal Hepatlca.. 41 
British Drag Houses Ltd.— 

Sempules . 17 

British Oxygen Co.—Oxygen.40 

Burroughs Wellcome A co- 

Kepler Malt Extract.28 

Christy A Co.— 

Glyoo-Thymollne..22 

Brgoaplol.41 

Cook A Co.— 

Asepso.Cover 11 

Crookes’ Laboratories- Collosols. 19 
JEtabllssements Poulenc Fraree— 

Stovaine .13 

Fairchild Bros. A Foster— 

Zymlne Peptontslng Tubes ....16 
Fellows Medical Manfg. Co.— 
Fellows' Syrup .. 32 


OHEMIHTB— (Continued). 

Gale A Co.—Elixir Cresolts e. 

Heroin Co.. Ac.. .40 

Genatoean, Ltd — Sanatogen.20 

Heppells—Urodonal .15 

Hough, Hoseason A Co.—Hydrlon 41 
Lambert Pharmacal Co.— 

Llsterlne.56 

Macfurlan A Co.- 

Pure Chloroform. 40 

Maltlne Manufacturing Co.— 

Malto-Yerblne .27 

Moore A Co.—Lymm-Pure-Salt ..40 

Morrison A Co.—Digltamln .34 

Newbery A 80 ns— 

Pulvls Jacobi Ver.40 

New York Pharmaceutical Co.— 
Hayden’s Viburnum Compound 33 
Parke, Davis A Co - 
Hydrogen Peroxide Solution .. 25 
Ralmes a Co.—Stinger's Nutnei t 

Suppositories .40 

Richards A Sons— 

Autlkamma Tablets .32 

Saccharin Corporation. Ltd.— 
Dlal-Ciba, LipolodLne-Ciba, Ac . 21 

Smith A Co.—Hall’s Wine.42 

8 . P. Charges Co.—Snlphaqua.... 42 
Saul re A Sons— 

Elix. Hypophysis Cereb., Ac. ... 28 
Wander, Ltd.—Malt Extract with 

Paraffin.14 

Wilcox, Joseau A Co.—Arhtol .... 42 
Willows, Francis. Butler A 
Thompson — Physiologically 
Testfid Drugs. 38 

DISINFECTANTS :- 

Condy’s Fluid. 7 

FOODS <- 

Benger's Food .12 

Blatohley’s Dlabetto Preparations 

Cover 111 

Brand A Co.—Meat Jaloe . 45 

Callard A co.—Diabetic Foods .. 4) 
Car nr! ok A Co.—l>ry Peptonoids, 

Soluble Food . 27 

Fry's Malted Coooa .Covet ill 


FOODS—(Continued). 

Hewlett A Son—Vlrophos.31 

Pan Yan Pickle .44 

- Southall Bros. A Barclay—Vliefer 43 
Valentine’s Meat-Joio* .. Cover 111 

VI Cpeoa . 43 

Vltamogen Ltd.—Vitamogen .... 3A 

FURNITURE, Ae.r- 

Carters— Furniture for Invalids 
and Hospital Supplies .. Cover 11 

HOSIERS, Ae. t— 

Coles—Khaki Service Shirts.. 6 

HOSPITALS (ISOLATION) 
Humphreys, Limited- 
Mobile Hospital Buildings, Ac.. '57 

MED. A BURG. APPLIANCES :- 

Arnold A Sons—New Patent 

Phonophore Stetbosoopes. 68 

Bailey a Son- 

Consulting Room Coaches, Ac.. 59 
Davis—Lukens Sterile Catgut 

with Dulox Needle. 9 

Davis A Geek— 

Sutures nt for Surgery.. 6 

Erast—Surgical ana Urtnopmd l o 

Appliance, Ac. 6 

Holland- 

Patent Instep Supports . 6 

Hough, Hoseason a Co.- 
New Century Urethral Syringe. 41 
Leslies, Ltd. - 

Leslies' Zopla.Cover 11 

Mlutkln A cawley—Osteology, Ae. 8 
Precious Metals Tempering Co.- 
Tempered Gold Hypodermlo 

Needles . 7 

Robinson A 80 ns—Oamgee Tissue 7 
St. Dal mas A Co. — National 
Rubber Adhesive Plaster, Ac. .. 68 
Tlmpeon A Co.— 

Reiiablo Ligatures. 7 

Wright, Ltd.— 

The Triumph Dry Battery.58 

Zeal—Hepello Cimloai Tnermo- 


■I BEBAL WATERS, At. t- 

Hogg A Son- 

Aerated Lime-Water.43 

Vtohy-Cdlesttns. 10 

OPTICIANS :— 

Bausch A Lomb Optical Co.— 

Microscope . 0 

Watson A Sons, Ltd.—Miorosoopea SB 
SANITARY APPLIANCES, Ae.t- 

Berkefeld Filter ..58 

STATIONERY, Ae.t- 
Anderson A Son- 
Doctors’ A/c Forms, Ac. . 54 

TAILORS, BOOTMAKERS, Ae.:- 

Burbernrs—The Burberry .58 

Harry Hall—Servloe Drees.65 

Hobson A Sons—Officers’ Service 
Dress Outfits . 7 

VACCINE LYMPH :- 

Chaumler’s Calf Lymph. 8 

Jenner Institute for Calf 

Lympa... 8 

WINES, BEER, SPIRITS, Ae. r- 

Wood, Campbell A Co.— 

. Touralne and Anjou Wines .... 10 

X-RAY, Ae., APPARATUS r— 

Avery-Snook's X-Ray Outfit .... 54 
British Thonidon-Houston Co.— 

Coolidge X-R*y Tube.U 

Mawsoa A Swan—X Ray Pla es 

for Radiography . 8 

Medical Supply Association— 
Grevllllte Improved Diathermy 

Apparatus .58 

Siemens Brothers A Co.—dklaflx.. 15 


M EBOELLAN EOUB t— 

No. 84% L.O., Strand—Secretary.. 84 
S. Dunstan’s-road, Hammersmith- 

Lady Motor Driver.64 

Wilson, Birmingham—Chauffeuse 54 


n ttmu s 




























































































































































THE LANCET. 


No. 4890. 


LONDON, SATURDAY, MAY 19,1917. 


VoL CXOIL 


CONTENTS. 

The whole of the literary matter in TBE LaHOET u copyright. 


OOUL8TONIAH UtCTDBBV 

oo Paratyphoid Infectious. 
Delivered before the Royal 
College of Physicians of 
London bv Charles Hewitt 
Miller, if. D Oamb..F.R.C.P. 
Lond., Assistant Physician, 
London Hospital; Physician, 
Victoria Hospital for Child¬ 
ren ; late Major (Temp.), 
R.A.M.O.—Lecture I. — 
UUMStrated).... .747 


OMKRAl ARTICLES. 

Trench Shin an Infections 
Plbrosttis. By Graham 
Oiambkbs, Lieutenant- 
Colonel, Canadian Army 

Medical Cccpa.. . .. 768 

A mn e hl c Dysentery and He 
Belatlonship to a Form of 
Diarrhoea occurring in Egypt. 

By G. Marshall Findlay, 
M.B., Oh.B.BdlzL. Temporary 

Surgeon, Boyal Navy. 756 

The Treatment of Gonorrhoea 
In a Field Ambulance. By 
B. T. Burke, M.B., Oh.B. 
Glasg., Lieutenant- Colonel, 
BJLM.C.(S.I L>HIUuttraUd) 766 
Retrograde Strangulation of the 
Intestine from Constriction 
by an External Aperture. By 
men Mort, Ch.B., M D. 
Glasg., F.R.O.S.Bdln., F.R.8, 
Bdln., Lieutenant - Colonel, 
R.A.M.Q., Commanding 
Bdmontoo Military Hospital! 

—t Illustrated) .768 

The Treatment of Varicocele by 
Bxdslon. By Philip Turner, 
M.S. Lond., F.B.C.8. Bng., 
Major, B.A.M.O. (T.C.).759 


CUBICAL NOTES: 
Medical, Surgical, Obstetrical, 
and Therapeutical. 

▲ Case of Gunshot Wounds of 
Ffcoe and Thighs; (Edema of 
Glottis; Death under Nitrous 
Oxide Anesthesia. By G. H. 
Colt, M.B., B.C. Camb., 
F.R.C.8. Bng., Temporary 

Major, B.LtC. (T.).«... 760 

Method of Suturing Bnptured 
Perineum. By W. H. 
Bifhop, MB., BR.Durh.— 
(Illustrated) 761 


REVIEWS AND NOTICES OF 
BOOKS. 

Wounded and a Prisoner of War. 

By An Exchanged Officer. 761 

The Tale of a Casualty Clearing 
Station. By A Boyal Field 
Leech 761 

A Doctor’s Diary in Damara- 
Jand. By H. F. B. Walker, 
M.D., late Captain, B.A.M.C. 761 

War. By Pierre Loti.761 

With the Russian Wounded. By 
Madame Tatiana Alexinsky... 761 
The Wards In War Time. By 

a Bed Cross Pro. 762 

Letters from a French Hospital. 

Anon. 762 

Outposts of Mercy. By B. V. 

Lucas. 762 

From Cambridge to Oamlers 
under the Bed Gross. By 

B. M. Spearing. 762 

Hospital Days. By Platoon 

Commander.... 762 

Regimental Silhouettes. By 

Charles Grlbble. 762 

The Happy Warrior and Other 
Poems. By Augustus ,H. 

Cook, M.B.762 

The Diary of a French Private, 
1914-15. By Gaston Biou ... 762 
Battles and Bivouacs. A French 
Soldier’s Note • book. By 

Jacques Roujon. .762 

The American League to Bnforee 
Peaoe, an Bnglish Interpreta¬ 
tion. By C. B. Ash bee. 762 

Your Part In Poverty. By 

George Lansbury. 762 

Archives M&Hcales Beiges....... 762 

Journal of Anatomy.. 763 

Oorahill Magazine..763 


REPORTS AND ANALYTICAL 
RECORDS 

TROM 

THB LANCET LABORATORY. 

Oryogenine (Lumi&re)..„ 763 

Vaporole Chloroform..763 

Toilet Soaps.. 763 

Blsnosan Capsules.. 763 

Liqueur Rum (Medical Reserve) 765 


NEW INVENTIONS. 

Au Instrument to Bn able Arm¬ 
less Men to Turn Over the 
Leaves of Books (Dr. A. B. 
Shipley).— (IUmtoaUd) .764 


LEADING ARTICLES. 

The Supply or Mndical 
Officers fob thb Army: 
Civil led Military Medi¬ 
cal Needs .765 

The Vital Statistics for thb 
First Year of War 766 


ANNOTATIONS. 

Public Health and the Control 

of the Liquor Traffic .. 767 

The Larder and the Dustbin.... 768 
General Human Oystioerous 

Infection... 768 

The Queen’s Hospital for 

Children. 769 

C dlosol Cocaine and the Dura¬ 
tion of Anusthesta.. 769 

Ankylostomiasis In Assam ....... 769 

Mloropsia and Macropsla.. 770 

The Medical Insurance Agency 770 

SPECIAL ARTICLES. 

The Belgian Doctors’ and 
Pharmacists’ Relief Fund...... 764 

King Bdward’s Hospital Fund 

for London.764 

Ophthalmologlcal Society of 
the United Kingdom: 
Annual Congress. — (To be 

concluded) .771 

Paris. 772 

The Control of Venereal 

Diseases . 772 

National Health Insurance...... 773 

The Services. 779 

New Medical Legislation in 
South Africa. 779 

Urban Vital STAncmos» 

Bnglish and Welsh Towns.774 

Scotch Towns 774 

Irish Towns.. M ...«..^.. 774 


THB WAR. 

The Casualty List....... 776 

Deaths among the Sons of 

Medical Men. 776 

The Honours List. 776 

The Paris Conference on the 

War Cripple.776 

The United States and Medical 

Organisation for the War.. 778 

The Exchange of Invalid 

Prisoners of War . 778 

The Treatment of Men Dis¬ 
charged from the Army on 
Account of Neurasthenia. 778 


! The Treatment of Amoebic 
Dysentery (Dr. H. H. Dale)... 780 
Blackening of Tetanus Cultures 

(Miss Muriel Robertson) .780 

Whole-time Appointments and 
the Position of Temporary 
Medical Officers In the Navy 
er Army ....m..h...mh...m..mmh 780 

Tobacco...784 

The Use of Maize In Braids.... 765 

OBITUARY. 

Sir Mere Armand Buffer, 
C.M.G., M.A., M.D„ F.L-6 774 

Professor Landousy. — (With 

Portrait) . 775 

Henry William Williams, M.D., 

C.M. Aberd.775 

Thomas Edgar Underhill, K.O., 
O.M.Bdln. l F.R.OB.Bdia...... W 

MEDICAL NEWS. 

The Health of Sohooi OfaUdven 

in Devonshire...... 798 

V.A.D. Hospitals . 760 

Centenarians..—........ 787 

The Recent Vaccination Order 771 

Central Mid wives Board.775 

Royal Colleges of Physicians of 
London and Surgeons of 

Bug land: Pass-list.780 

Examining Board in England 
by the Boyal C alleges of Phy¬ 
sicians of London and Sur¬ 
geons of Bn gland: Pass-list.. 781 
Royal College of Physicians of 

London. 781 

Royal College of Surgeons ef 

Bogland : Pass-list. 781 

Royal College of Surgeons of 
Edinburgh t Pass-list........... 782 

Medical Society of London ...... 782 

Insanity in Ireland. 782 

Donations and Bequests.......... 782 

PARLIAMENTARY v m ijl 
GENCB. 

Notea on Current Topics.782 

House of Commons .. 782 

Books, Ac., received.. 783 

Appointments.—Vacancies.783 

Births, Marriages, and Deaths.. 784 
Notes, Short Comments, and 
Answers to Correspondents 784 
Medical Diagr^... 786 


Editorial J 


, 786 


Manager’s Notices ....—786 
Acknowledgment of Commu¬ 
nications received 786 


FOR INDEX TO ADVERTISEMENTS SEE PAGE 2. 


MEDICO-CHIRURGICAL 

Large crown 8vo. Limp leather, gilt lettered, red edges. 

No. II.—Pp. 666. 12s. 6d. net. 


No. I.—Pp. 382. 10s. net. Postage 6d. 

THE PRACTICE OF ANAESTHETICS. 

By B. W. COLLUM, L.R.C.P. Lond., M.B.C.S. Eng. 

GENERAL SURGICAL TECHNIQUE. 

By H. M. W. GBAY, M.B., C.M. Aberd., F.R.C.S. Edin. 


Postage fld. 

THE STOMACH. PANCREAS. AND 
INTESTINES. 

By W. C. BOSANQUET, M.A., M.D.. K.R.O.P. ; and 
H. 8. CLOGG, M.8. Lond., F.R.O.S. 

No. III.—Pp. 524. 12s. 6d. net. Postage 6d. 

ARTHRITIS: A Study et the Inflammatory Diseases 
of the Joints. 

By PETER DANIEL, F.R.C.S.Eog., M.R.C.8.,L,R.C.PLond. 


JOHN BALE, 80NS & DAN I ELS SON, Ltd., 

83, 86, 87, 89, A 91, GRBAT TITCHPIBLD 8TRBBT, OXPORD STRl.UT, LONDON, W L 

























































Xhb Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Mat 19,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


riai 

BAILUKRE , TINDALL ft 00X:- 

"lomflsld—Anaesthetic* .. Cover i 
Doyen’s Rnrirlcol Thorapentdcs 
and Operative Technique Cover l 

BALE, SONS ft DANTKLMON i- 

Bosanq-net A Oogg — Stomach, 

Pancreas, and Intestines . 1 

folium—Pmctlre of Anaesthetics. 1 

Daniel—Arthritis. 1 

Gray—General Surgical Technique 1 

OAF BELL ft 00. t- 

Bland Sutton—Tumours. 6 

Walker—Surgical Diseases and 
Injuries of the Genlto-Urinary 
Organs .Cover 1 

tJ H PRO HP X, J. ft A.!— 

Craig's Psychological Modlc'ne 

rviver I 

Davies’ Minor 8urgery — Cover i 
Hare—Alcoholism: Ils Cl’nlnal 
Aspects and Treatment.. Cover i 
Hall’s Surgery In War — Cover 1 
T.elean’s Sanitation in War Cover t 
Taylor's Operative Surgery Cover 1 
DANIEL 

Rabagllatl—Inltls or Nntrltlon 
and Exercises. 4 


PAO* 

FROWDE awd 

HODDER ft STOUGHTON :- 

BrUtow-Treatment of Joint and 
Muscle Tnlurles .. .. Cover 1 

Bristow—Treatment of Joint and 

Muscle Injure". . 7 

.Tones—Injur'es of Joints . 7 

Mackenzie, Sir J.—Principles of 
Diagnosis and Treatment in 


Heert Affections . 7 

Nlcoll—Dream Psychology. 7 

Penhallnw—Mil'tarv «ur*rery .. 7 

Porter—Elements of Hygiene and 

Public Health . 7 

Blvlere — Pneumothorax Treat¬ 
ment of PnlmonarvTuberculosis 7 
Stswert & Fvanr—N'erve Injuries 
and their Treatment. 7 

HILTON ft 00. 

Ghosh’s Materia Medics. 4 

LEW IB ft 00 

Blnnle — Manual of Operative 

Surgery . 3 

Coleman—Extraction of Teeth .. 5 
Coleman and Hilliard—Anaes¬ 
thetics in Dental Surgorv. 3 

Lowers—The Diseases of Women. 3 

Lewis’s Medical Ledger . 3 

Lewis’s Pocket Case Book. 3 


VAGI 

LEWIS ft CO.— (Continued). 

MoulUn—Enlargement of Pros¬ 
tate ..Cover 1 

Moullln—The Biology of Tumonrs 

Cover I 

O’lver—Studies In Blood Pressure, 
Phvslolovical and Clinical —.. 3 
Rawlins—Landmarks and Surface 
* Markings of the Human Body.. 3 
Starr—The Adolescent Period .... 3 
Stlt.t — Practical Racterlnlogy, 
Blood Work, and Animal Para¬ 
sitology . 3 

Walford—Dangers In Neck-Wear. 3 

LONGMANS, GREEN ft 00. 

Tox'c Jaundice In Munition 

Worker* . Covar 1 

Watson - Williams—R h 1 n o' o g y 

Coyer I 

MEDICAL PUBLISHING 00. r- 
Lane, 8tr A.—Operative Treat¬ 
ment of Fractures .. 6 

SAUNDERS COMPANY t- 

Albee—Bone-Graft Surgery Cover 1 
Anders—Practice of Medicine .... 5 
Anders and Boston — Medical 

Diagnosis. 6 

DaCosta—Modern Surgery. 5 


FAQ A 

SAUNDERS 00.—(Continued). 
Howell—Phvslolosrv . 4 

Maliorv—Pathologic Hlstolow .. 3 

st-elwagon— Di^oases of the Skin.. S 
Todd—Clinical Diagnosis . 6 


UNIVERSITY OP LONDON PRESS • 

Bldwell—Minor Snrgerv. 4 

Rlvg*—Diseases of the Ear, Jfcc. .. 4 
Bu r nford—Aonl*ed Pathology .. 4 

foie—-Mental Diseases. A 

Evans—Diseases of the Skin ... 4- 
Mortimer—Anaesthesia and Anal¬ 
gesia . 4 

<*t‘ vens— Diseases of Women — 4 
Tnrner and darling—Treatment 

after Operation... 

Whlnham—Me Ileal Diseases » 
Children . 4 


WRIGHT ft SONS (Bbistol):- 
Groves—Modern Methods of 
Treating Fractures.Cover 1 


MEDICAL LIBRARIES. fte.r- 


Behnke—9tammerlng, Lisping, * 

Cleft-Palate Speech . 4 

Ketley—Stammering. 

Matthews—Wood: Application of 
Trusses to Hernia . 4 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


ASSISTANCES^ MEDICAL .49 

ASYLUMS, HOMES, fte. :- 
Ashwood House, Klngswlnford ..44 

Bam wood House Hospital.44 

Blshopstone House, Bedford.43 

Bran ton House. Lancaster.43 

Camberwell House, Peck ham- 

road . 45 

Clarence Lodge, Clapham Park ..43 
Colthnrst House School, Alderley 

Edge. 43 

Coppice, The. Nottingham. 44 

Court HalljKenton. noar Exeter. 43 
Dalrymple House, Rickmansworth *5 

ASYLUMS—(Continued). 

Newmalns Retreat. Lanarkshire.. 46 

Nordrach-on-Dee. Banchory.48 

Northumberland House, Finsbury 

Park.43 

Northwoods House, Winterbourne 45 

Peckham House .45 

Pendyffryn Hall Sanatorium, Nor* 

drach-in-Wales .*6 

Plympton House, Plympton.44 

Portsmouth Corporation Mental 

Hospital.43 

St. Andrew’s Hospital, North¬ 
ampton .44 

Shaftesbury House, Formby-by- 

the-Sea .45 

Springfield House Private Asylum, 
Bedford.43 

HOUSE ft E 8 TATE AGENTS t- 

Waring A Glllow, Oxford-street .. FO 
Wright, Sharnbrook .60 

UFB ft FIRE ASSURANCES, fte. 

Medical Sickness A Accident 80 c. 7 
Profit* and Income Insurance Co. 8 
Prudential .41 

MEDICAL ACCOUNT AMTS, fte. r- 

Turner. 50 

MEDICAL AGENTS:— 

Fleldhall. Limited . 61 

Manchester Clerical, Ac., Assoc.. 51 

NUR 8 E 8 ’ ASSOC. (Continued), 

Mental Nurses Association . 47 

Mental Nurses’ Co-one ration.43 

New Mental Nurses’ Co-operation 4? 

Nurses’ Association .aq 

Nurses’ Co-oneratlon .43 

Registered Norses’ Society .4? 

St. John’s House .43 

St. Luke’s Hospital.43 

Temperance Association of Male 

Nurses. Ltd. 49 

The Retreat, York .43 

OFFICIAL NOTICES 

City of London Lylng-ln Hoe* 

Dltsl. 41 

David Lewis Colony, Alderley 
Edge . 43 

Needes. J. C.61 

Peacock A Hadley .... 61 

Dr. Edith Peolioy Phlpson Post- 

Graduate Scholarship .41 

Gov’s Hospital 4 j_ 

▼>ng House. Banff .48 

Edwards, Leeds.47 

General Manager. Craven-street.. 47 

GhyOwoods Sanatorium .44 

Grove House. Church Stretton .. 44 
Grove, The, Catton, Norwich ....44 

Haslemere Nursing Home ........ 47 

H*vdock Lodge, Newton-le- 

WOlOWB.45 

Helgham Hall, Norwich .44 

Homes for Inebriate Women .... 44 

Littleton Hall, Brentwood.47 

London Fever Hospital.4< 

Mailing Place, Kent .44 

Melbourne House, Leicester.45 

Mendlp Hills Sanatorium .46 

Moat House, Tamwortb .44 

Stretton House, Church Stretton. 44 
The Grange, near Rotherham .... 44 

Vale of Clwyd Sanatorium.47 

Wameford Asylum, Oxford .*3 

Wye House. Buxton .44 

FINANCIAL, fto.f- 
Kquitable Reversionary Interest 
Society .41 

HEALTH RESORTS, BATHS, fto. 

Caterham Sanitarium .47 

Droitwich Brine Baths.47 

Bmedley’s, Matlock.47 

HOSPITAL, INFIRMARY. SANA- 
TORIUM, fto., VACANCIES.. 47-49 

Turner. 51 

MEDICAL SCHOOl S »- 

(Lowdow.) 

London School of Cltnteal Medi¬ 
cine .41 

West London Po9t-Graduate Coll. 41 

NURSES’ ASSOCIATIONS 

Co-operation of Temperanoe Male 

ana Female Nurses.42 

Female Norses Association .42 

General Nursing Association ....43 

Hospital for 81ck Children.43 

London Nurses’ Association.42 

London Temperance Nurses Co- 
operation ..42 

Incorporated Society of Trained 

Masseuses . r 41 

London School of Tropical Medi¬ 
cine . t 41 

Queen Charlotte’s Lying-In Hos- 

. pltal.41 

University of Durham.41 

York road General Lying in Hos¬ 
pital .41 

PARTNERSHIPS ft PRACTICES. 49 
RAILWAY ft STEAMSHIP 00,’B.:- 

Royal Mall Steam Packet Co.41 

TUTORS ft LEOTURERS:- 
Weymouth . (1 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


AMBULANCES 
St. John Ambulance— 

Invalid Carriages. 6 

BOTTLE MERCHANTS!- 

.27 


CARRIAGES, MOTORS, fte. r- 
Armatrong— 

Chauffeurs’, Coachmen’s, Foot¬ 
men’s Liveries . 

Beldam Tyre Co.—Beldam Tyres.. 9 1 
Offord A Sons— Poril Cars .. 9 

Singer A Co. Ltd.—Singer “10” 

Doctor's Car . 9 

C HEMIS TS ft DRUGOIBTS.— 

Allen A Banbury*— 

Argein, Kavol, Cystaxol .22 

Alien bury a Castor Oil .36 

Anglo French Drug Co — 

Supsalvs, Mersalv, Cryogenlne, 

Ac. n 

Iodog nol .. Cover it 

Battler A Watts— 

Batuev’s Liquors.32 

Boots Pore Drug Co—Aspirin 

Compressed Tablets, Ac.14 

British Organotherapy Co., Ltd.— 

Lymphoid Compound .....13 

Lymph Serum.13 

British Oxygen Co.—Oxygen.38 

BrownlngA Co.—Se.nptoUn Emul¬ 
sion with Iron .27 

Burroughs Wollcome A Co.— 

Adrenalin.25 

Christy A Co.-Ergcaplol.38 

Clay, Paget A Co.—Glyeolactophos 36 
Duncan, Flock hart A Co.— 

Tuberculin*. Vaccines . 18 

Evans Bonn Letcher A Webb— 

Capsul. Ol. Santal. Flav.21 

Fletcher, Flttcher A Co.—Vlbrona 19 
Gale A Co.—Elixir Cresolls c. 
Heroin Co., Ac. 37 

3wSoe;!, J ciho!, Globeol, Ac. .. 17 


CHEMISTS—(Continued). 

Hewlett A Son- 

Mist. Pepslnw Co. c. BIsmutho 34 
Hotrg A 8or—Protein Nerve Food 38 
Hudson’s Enmenthol Chemical 
Co.—Eumenthol Tooth Powder.. 39 
Humphrey Taylor A Co.—Junora. 62 
Mav A Baker— Arsenoblllon and 

Novarsenobillon . 13 

Moore A Co., Ltd.— 

Lymm-Pure-Salt ..34 

Morrison A Co.— Dlgitamln .30 

Parke. Davis A Co.— 

Lecith'n, Nuc’eln, Ac.24 

Price’s Patent Candle Co., Ltd.— 

Price’s Night Lights.39 

Raimos A Co.-81Inger's Nutrier t i 

Suppositories .27 , 

Richards A Sons— 

Lactopeptino . 32 

Saccharin Corporation, Ltd.— 

Llpolodlne-Ciba.20 

Tldman’s Sea 8alt .36 

Wilcox, Josesu A Co — 

Natlvelle’a Crystallised Dlgl- 

♦.aline. 38 

Riodlne.87 

DISINFECT A NTS 

Condy*s Fluid. 34 

Evans Sons Lesclier A Webb— 

Lvsol Evans. 21 

Quibell Bros.— Kerol...37 

FOODS i- 
Allen A Hanburys— 

Allenburys Food* .25 

Aylesbury Dairy Co.- 

Humanized Milk.38 

Benger’s Food . 15 

Blatchlev’s Diabetic Preparations 38 
British MUk Products Co.— 

Sanaphos. 31 

Cadbury's Cocoa .. 27 

CarnrS' ' A Co.— 

I Dry ptonnlds.Cover iv 

I I vonshlre Custard.... 38 


FOODS— (Continued). 

Glaxo .18 

Hommel’s Haematogen.... Cover 11 

Preparations.. W STATIONERY, 

Valentine’s Meat-.Tutoe. 42 A "• °- 

Van Houten’s Cocoa.Cover ill 


SANITARY APPLIANCES, fto. 

Slack A Brownlow- 
fi row n low Filter .11 


FURNITURE, fto.r— 

Carters—Furniture for Invalids 
and Hospital Supplies.. Cover 111 

HOSPITALS (ISOLATION) 

Humphreys, Limited- 
Mobile Hospital Buildings, Ac.. 29 

MED. ft BURG. APPLIANCES :- 

Bailey A Son- 

Invalid Carriages and Chain 

for Wounded Soldiers.33 

Davis-Lukens 8t.eri!e Catgut 

with Dulox Needle... 9 

Davis A Geek— 

8utures fit for Surgery.40 

Down Bros.—Spny for the Trea*.- 

inent of Burns .....55 

Hoefftcke— 

Extension Appliances.23 

Medical Supply Association— 
BergonIS System of Treating 

Obesity . 34 

Milllkin A Lawley— 

Osteolovv, Ac ...33 

Murton—Drop WrlBt Appliance.. 35 
Kobinson A Sons—Gamgee Tissue 61 
Seabury A Johnson— 

Mead’s Rubber Adhesive Plaster 12 
Tlmpson A Co.- 

Reliable Ligatures . 8 

Whitelaw—Stands for Irrigators 
and Salvarsan and Saline Solu¬ 
tions. Ac. 40 

Wormull—System of Aluminium 

Splinting . 8 

OPTICIANS !— 

Wation A Sons, Ltd.—Microscopes 34 


Anderson A Son- 
Doctors’ Afc Forms, Ac. 
Venus Pencils.. 


60 

34 


STOVES, fto. :— 

British Commercial Gas Associa¬ 
tion— Gas Incinerators ... 10 

TAILORS, BOOTMAKERS, ft#, t- 

Dowie A Marshall— 

Hygienic Bootmakers . 34 

Evans A Co.—Service Uniforms .. 34 

Harry HaU—Service Dress.50 

Harrods Ltd.-Outfits of Trust¬ 
worthy Quality. . 11 

Hobson A 8ons—0Ulcers’ Service 
D.ess Outfits ..40 

TYPEWRITING, fte. r- 
Taylor’s Typewriters.. 9 

VACCINE LYMPH.— . 

Chaumler’s Calf Lymph.40 

Jeuner Institute for Calf 

Lymph. 44 ) 

Renner’s Calf Lymph Establish¬ 
ment . 40 

X-RAY, fte., APPARATUS r— 

Avery-Snook’s X-Ray Outfit .... 50 

WINES, BEER, SPIRITS, fto. r- 
Humphrey Taylor A Co.— 

“G. B.” Diabetes Whisky. 52 

MISCELLANEOUS r— 

Hammond, EsBondlne-road, W.— 

Lady Driver of owu car. 49 

No. 3iP, L.O., Strand—Electro- 
therapeutical Apparatus wanted 50 
Papps, Hornsey— 

JR.A.M.C. Officer's Kit for sale., 50 























































































































































THE LANCET 


No. 4891. 


LONDON, SATURDAY, MAY 26, 1M7. VoL OXOII. 


CONTENTS. 

The whole of the literary matter in THE LAH GET is copyright . 


ANNUAL ORATION on the 

Campaign against Syphilis. 

Delivered before the Medical 
Society of London, Hay 14th f 
1917, by Sir William Osleb, 
Bert., M.D., F.R.S., Begin. 
Professor of Medicine, Oxford. 
—UUuetratcd) ...787 


ORIGINAL ARTICLES. 

A Blood Change in Ghta Poison* 
tag. By Jambs Miller, 
MJLBdta., F.B.C.P. Attn., 

CapUln, B.A.M.C. (T.).783 

Tfcenoh Fever. Is this Con¬ 
dition a Spirochaetoeis ? By 
H.'Morelind McOrea, M.D. 

Consulting Physician, 
City of London Military Hos¬ 
pital. With a Note on the 
Technique of Wssaermann 
Reaction by W. B. Carnegie 
Dickson, M.D., B.S©.. 
F.R.C.P. Bdin., Director of 
the Pathological Department 
of the Royal Hospital for 
Chest Diseases 793 

The Surgical Uses of Oim 
By George Stoker, O.M.G., 
M.R.C.P. Irel., M.B.C.S., 

Maj Dr, B.A.M.C___797 

Crystallo - Chemioal Analysis 
and its Use in Medicine. By 
T. V. Barker, University 
Lecturer in Chemical Crytal- 
lography and Fellow of 
Brasenose College, Oxford.— 

(IOustrcUed) .798 

Spontaneous Rapture of the 
Spleen. With an Account of 
a Case due to Malaria and One 
of Necrotic Infarct with 
Intraperltoneal Haemorrhage 
Simulating Spontaneous Rup¬ 
ture. By G. Obey Turner, 

M.8. Durh., F.R.C.8. Eng., 

Major, R.A.M.C. (T.F.). 799 

Primary Suture and Union of 
Operation Wounds of the 
Urinary Bladder. By A.R alps 
Thompsob, Cb.M. Manoh., 
P.B.O.S. Bog., Surgeon in 
Charge of the Genito-Urinary 
Department, Guy's Hospital 801 
Difficulties in the Administra¬ 
tive Control of Tuberculosis. 

By John Guy, M.D.Glasg., 
M.B.C.P. Bdin., D.P.H. 
Oaasb., Assistant Medical 
Officer of Health and Tuber¬ 
culosis Officer, Bdlnburgh. 812 


CLINICAL NOTES: 

Medical, Surgical, Obstetrical, 
and Therapeutical. 

A Case of Syphilitic Peripheral 
Neuritis. By Harold B. 
Thorn, M.B.. B.S. Loud., 
M.B.O.S. Hug., Temporary 
Surgeon, Royal Navy. — 

(Illustrated ) .802 

A Case of Fulminating Men- 
ingoooocus Septicemia. By 
Frederick C. Pybus, M.S. 
Durh., F.R.O.S. Bug.. Bur¬ 
geon to the Hospital for 
Sick Children and Assistant 
Burgeon to the Royal Victoria 
Infirmary, Newcastle-on¬ 
line.803 


MEDICAL SOCIETIES. 

Royal Society of Medicine : 

Section of Hlkctro- Thera- 
pkutics: — Dosage in 
Badium-therapy.. 803 

Section of Otology -Case, 
and Specimens. — Diseases 
of the Bar and fieoruiting.. 803 
Medico-Pstghological Asso¬ 
ciation of Great Britain 
aid Ireland : 

Hallucinations In the Sane.... 804 


R B VIBWB 


AND NOTICB8 
BOOKS. 

and Bmplre._By 


OF 


Health __ 

Francis Fremantle, F.B.O.P., 
F.B.C.8., ’Lieut. - Colonel, 
B.A.M.C. (T.F.). Second 
edition.804 

The Weird Adventures of Prof. 
Delapine of the Sorbonne. 

By George Lindsay Johnson, 

YRO.S. 804 

The Bird of Life. By Gertrude 
Vaughan....8C4 

The Cameroon.. By Albert F. 
Calvert, F.O.S...804 


LEADING ARTICLES. 

The Study of Function nr 
Disease.. .. gog 

The Children's Crusade ....... 806 


ANNOTATIONS. 

The Treatment of the War 
Cripple: Statement by the 

Minister of Penstons. 807 

Trench Fever and Trench Shin 807 
The Re-education of the Blind.. 807 
Transient Paralyses in Measles 808 
Spirit Duty Grants to Voluntary' 

Hospitals... 808 

Auricular Flutter Discovered 

by Radioscopy... 809 

Medical Museum i... 600 

The National Committee for 
Nelief in Belgiu m ................. 899 

Talc in Tablets ... 809 

THE GENERAL MEDICAL 
COUNCIL. 

New Members ...810 

The President’s Address.8)0 

Other Business...811 

SPECIAL ARTICLE8. 
Ophthalmological Society of the 
United Kingdom : Annual 

Congress.— {Concluded). . 813 

The Control of Venereal 

Diseases. F16 

Ireland. 816 

The Services ......................... 816 

Ubban Vital 8tatutiois i 
English and Welsh Towns..... 816 

Scotch Towns... 816 

Irish Towns. 817 

Analysis of Sickness and Mor¬ 
tality Statistics in London 

during April, 1917.817 

Vital Statistics of finna n 
during April, 1917..... 817 

CORRESPONDENCE. 

The Lumleian Lectures and 
Medical Research (Sir James 

Mackenzie).820 

A Rapid Method of Obtaining 
Anaerobic 8pore bearers in 
Pure Culture (Dr. Robert 

Donaldson) . 821 

The Belgian Doctors' and 
Pharmacists’ Relief Fund 

(Dr. H. A. Dea Vceux). 822 

The Bxamlnatlon of the Blood 
of Typhus Fever Cases by 
Dark • Ground Illumination 
(Captain W. James Wilson, 

B.A.M.O.(T.P.))..*822 

The Economical Use of Cocaine 

J- T. Hall)-124 

Stretcher-bearing (Major A. 
Maolure) 


ZSB TAB. 

The Casualty List ................... 818 

Deaths among the Sons of 
Medical Men 818 

Foreign Decorations.. 818 

The United States and Medical 
Organisation for the War...... €18 

Obituary of the War « 

Tom Welsh, M.G., M.B., 
Ch.B.Bdin., Captain, South 
African Medical Corps. — 

{With Portrait) .. 819 

James Rae, M.A., M.D. 
Aberd., Lieutenant. Royal 
Army Medical Corps.— 

(With Portrait).^ .. 819 

John Henry Edward Austin, 

L. R.O.P. Bdin.. Colonel, 
Army Medioal Service.— 

( With Portrait) . 819 

James Alfred Gregory, 

M. B.C.S Bng., Lieutenant, 
Royal Army Medioal Corps. 

—(With Portrait)..."", .819 

MEDICAL NEWS. 
Donations and Bequests.......... 810 

London and Counties Medical 

Protection Society.811 

The late Sir Hugh Lane's 
Magnificent Bed Uross Gift... 817 
Children's Hospital for Hip 
Disease, Sevenoaks 824 

PARLIAMENTARY INTKLLI- 
GBNCE. 

Notes on Current To pics : 

Appeal Pensions Tribunal.822 

House of Commons: Medioal 
Re examinations. —M e d i c a I 
Exam ination of Female 
Prisoners. — Co mmit tee of 
Reference under Military 
Service Act. —Medical 
Students.—Promotions in the 
R-A.M.C. (Territorial Force).. 822 

Appotatments.—Vacancies.823 

Births. Marriages, and Deaths.. 823 
Notes, Short Comments, an d 
Answers to Ootrespondents... 824 

Meteorologicai Readings.. 825 

. 825 

Editorial, Notices. —823 

Manager b Notices ......._........ 826 

Acknowledgment of Commu¬ 
nications received-- 826 


FOB INDEX TO ADVERTISEMENTS SEE PAGE 2. 


EVERY MEDICAL OFFICER SHOULD SUBSCRIBE AT ONCE TO 

MATERNITY and CHILD WELFARE 

MONTHLY. M. - . D TP T* A inrrrir a. -r, . 


PER ANNUM, 6s. Post Free. 


CONTENTS FOR MA Y. 

The Federation of Hospital Treatment for Children. Charles J. Macaltstfr . r>« . 

Pregnancy. Amano South.—T he Work of an Infant Welfare Centre Dl8e *2*® of Women which may Affect 

Wragge.—A tlas and Gazeteer of Maternity and Child Welfare —Cartoon • Th«* erald. —L©ives from a Midwife’s Diary. Stella 

r stlon: (1) Is the Creche a Disagreeable Necessity of a TemDorary Nature^ he R^ nk ¥ 1 °n n Mother.—The Midwife’s Calling.—The Oixtape 
Robertson. (3) Tne French W om.n ? A Wo, -Sim™ aJ» h ® Nec«J“ 

I? 1 Im P rove d Training. Janet M. Campbell.— National Bab, Week — Atat^r. .n? vl5£.* n ^. I “ tru< 5 « n: The Alm * of Education 

the Editor.—Child WeHare DireSory.-Docal Corre.po^ts -QueetioM and Notw.-Newa and Coming Rrente.-Letter. to 


JOHN 

S3. 88, 87. 89, * 91, 


BALE, 80NS & DANIELSSON, 

OBHAT TITCHFIBLD SUB IT, OXFORD 


Ltd., 

STREET, LONDON, 


W..1. 





































The Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Mat 26,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


PASS 

ARNOLD:— 

Sibley—Treatment of Diseases of 
thaSkln. Cover 1 

BATTJ.TTTRE, TINDALL ft 00X:~ 

Fox—Physical RemedieB for Dis¬ 
abled Soldiers.Cover 1 

Freyer—Enlargement of the Pros¬ 
tate .Cover 1 

Freyer—Surgical Diseases of the 

Urinary Organs. Cover 1 

Gardner—Manual of Surgical 

Annetbeeia .Cover 1 

Loekhart-Mummery—Diseases of 
the Colon and their Surgical 

Treatment. .Cover 1 

Robertson—1. K. Therapy in the 
Treatment of Tuberculosis Cover i 
Thorne—Nan helm Treatment of 
Diseases of the Heart and Cir¬ 
culation in England.Cover 1 

1AI1, SONS ft DANIKUBON t— 

Maternity and Child Welfare .... 1 


_ PASS 

CHURCHILL, J. ft A.:— 

Realty—Method of Enzyme Action 6 
Crofton - Pulmonary Tuberculosis 3 
Cuahnv—Pharmacology A Thera¬ 
peutics . 3 

Eden—Manual of Midwifery. S 

Kden and Lockyer—Gynaecology.. 3 
Ghon—Primary Lane Focus of 

Tuberculosis In Chlldron . 3 

Herdwlcke—Sight-Testing Made 

Easy.. 3 

Hertzler—Treitlso on Tumours .. 3 
Latham and Torrens—Medical 

Diagnosis. 3 

Panton—Clinical Pathology. 3 

Parsons—Diseases of the Eye_ 3 

Smith—The Cure of Obesity and 

Obese Heart . 3 

Squire's Pocket Companion to the 
British Pharmacopoeia .. Cover 1 
Taylor—Digestion end Metabolism 3 
Thorne, Bezly—Schott Methods of 
Treatment of Chronic Diseases 
of the Heart . 4 


raws 

CHURCHILL— (Continued), 
warren—Text-Rook of 8 nrgery .. 3 
Wrench—The Healthy Marriage: 
a Medical and Psychological 
Guide for Wives . 3 

DANIEL:- 

Rabagllati—Inltls or Nutrition 
and Exercises. 4 

HIMPTONr- 

The American Journal of Syphilis 

Cover I 

LONGMANS, GREEN ft 00.:- 

Kldd—Common Diseases of the 

Male TTrethra.Cover 1 

Kidd—Urinary 8 urgery.... „ 1 

MACMILLAN ft 00.:- 

New 8 yst»m of Gynaecology . 4 

Tubby — Deformities, Including 
Diseases of the Bones and I 
Joints . Cover I 


PASS 

MEDICAL PUBLISHING 00. t— 
Lane, Sir A.— Operative Treat¬ 
ment of Fractures .Cover 1 

WRIGHT ft SONS (Bbistol):- 
Index of Differential Diagnosis of 
Main Symptoms . 4 


MEDICAL LIBRARIES, fte,r- 

Baker—Books. 4 

Behnke—Stammering, Lisping, A 

Cleft Palate Speech . 4 

Ketley—Stammering. 4 

Lewis A Co.’s Medical and Scien¬ 
tific Circulating Library.. Cover I 
Matthews—Wood: Application of 

Trusses to Hernias . 4 

Scholl Mfg. Co.—Scientific Cor¬ 
rection for Aliments of the 
Feet*’.SB 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


AB8I8TANCIE8. MEDICAL .49 

ASYLUMS, HOMES, fto. i- 
Ashwood House, Klngswtnford .. 49 

Barnwood House Hospital.43 

Btshopstone House, Bedford.a6 

Bran ton House. Lancaster.42 

Camberwell Honse, Peck ham- 

road . 45 

Cheadle Royal . 43 

Clarence Lodge, Clapham Park .. 42 
Colthnrst House School, Alderley 

Edge.47 

Coppice, The. Nottingham.«3 

Court Hall, Kenton, near Exeter. 47 
Dalrymplo House, Rickmans 

worth .45 

David Lewis Colony, Alderley 

Bdgs . 47 

BnFuonse, Banff .46 

General Manager, Craven-street.. 47 

Ghyllwoods Sanatorium .45 

Grove Honse, Church Stretton .. 43 
Grove, The, Catton, Norwich ....43 

Haalemere Nursing Home.47 

Haydock Lodge, Newton-le- 

Willows.44 

Heigham Hall. Norwich .43 

Hornet for Inebriate Women .... 45 

Littleton Hall .Brentwood.47 

London Fever Hospital...43 

Mailing Place, Kent .«3 

Melbourne House, Leicester.45 

Men dip Hills Sanatorium .43 

Moat House, Tamworth .43 

New mains Retreat. Lanarkshire.. 45 


ASYLUMS—( Continued). 

New Saughton Hall, Polton, Mid¬ 
lothian.44 

Nordrach-on-Dee, Banchory.48 

Northumberland Honse, Finsbury 

Park.44 

North woods House. Winterbourne 44 
Otto House, West Kensington.... 49 

Peckham House .44 

Pendyffryn Hall Sanatorium, Nor- 

drach-ln Wales .45 

Plyrnpton Honse, Plympton.43 

Portsmouth Corporation Mental 

Hospital.46 

Royal Earlswood Institution for 

Mental Defectives .44 

St. Andrew's Hospital, North¬ 
ampton .43 

St. George's Retreat, Burgess 

Hill .46 

S^rin|ffeld House Private Asylum, ^ 

Stretton House, Church' Strettonl 43 
The Grange, near Rotherham .... 43 

Vale of Clwyd Sanatorium.46 

Wameford Asylum, Oxford .46 

Wye House, Buxton . 43 

FINANCIAL, fto. r— 

Equitable Reversionary Interest 
Society .40 

HEALTH RESORTS, BATHS, fto. 

Alexandra Therapeutic Institute. 46 

Caterham 8anltartum .46 

Droit,wlch Brine Baths.46 

Smedley’s, Matlock.48 


HOSPITAL, INFIRMARY. SANA¬ 
TORIUM. fto., VACANCIES*. 47-19 
HOUSE ft ESTATE AGENTS s— 

Redford & Co.. Wlgmore-street .. 5H 
Elliott, Son A Bovton. Vere-st.... 60 

ley Clark. Wfmpole-street .60 

Tennant, South Kensington.61 

Woods, Hounslow .50 

LIFE ft FIRE AB8URANCE8, fte.»- 

l National Provident Institution .. 40 
Prudential . 40 

MEDICAL ACCOUNTANTS, fto.r> 


MEDICAL AGENTS 

Fleldh&lL, Limited .51 

Manchester Clerical, Ac., Associa¬ 
tion . 51 

Manchester Clerical, Ac., Assoc.. 51 

Medical Agency...61 

Needes, J. C...fit 

Peacock A HAdley . 61 

Turner.T.61 

MEDICAL SCHOOISr— 

(Larooir.) 

London School of Clinical Medi¬ 
cine . 40 

West London Post • Graduate 
College .40 

NURSES’ ASSOCIATIONB 

Co-operation of Temperance Mala 
ana Female Nurses.41 


NURSES' A8800. (Continued). 

Female Nurses Association . 41 

General Nursing Association ....41 

Hospital for 81ck Children. 41 

London Nurses’ Association.41 

London Temperance Norses Co¬ 
operation . 41 

Male Norses Temperance Co-ope¬ 
ration . 42 

Mental Nurses Association .....' 49 

Mental Nurses’ Co-operation.. 4| 

Nurses' Association .41 

j Nurses’ Co-operation . 42 

8 t. John’s House... 41 

St. Luke’s Hospital..41 

Temperanoe Association of Mala 

Nurses. Ltd..41 

The Retreat. York . 41 

OFFICIAL NOTICES r— 

City of London Lying-tn Hos¬ 
pital .. 

Rpsom College .. 

London School of Tropical Medi¬ 
cine ... 40 

Queen Charlotte’s Lying-In Eos 

pltai. 40 

Re Walter Hamilton Hylton 
Jessop deceased . 40 

PARTNERSHIPS ft PRACTICES. SO 

TUTORS ft LECTURERS:— 

Medical Correspondence College. 40 
Bchnelle—Stammering .. 4 

Weymouth .***** 40 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


AMBULANCES.— 

Daimler Company- 
Motor Ambulances for hire 
St. John Ambulance— 

Invalid Carriages. 

BOTTLE MERCHANTS t- 


OARRIAOE8, MOTORS, fts. t- 
Armstrong— 

Chauffeurs’, Coachmen’s, Foot¬ 
men’s Liveries . 61 

Beldam Tyre Co., Ltd.— 

Beldam Tyres. 6 

Singer A Co., Ltd.—Singer “10” 
Doctor's Car . 7 

C HEMIS TS ft DRUGGISTS 1 - 
AUen A Hanburys— 

Byno Casoada .21 

Bolurol .20 

Angler Chemical Co.— 

Angler’s Emulsion.12 

Anglo-American Pharmaceutical 
Company, Ltd.— 

Peptenzyrae. 38 

Llq. Calcil Aromat.36 

Anglo-French Drag Co.— 

Ambrine, Galyl, Kheantine, Ac.. 27 

lodog nol. 29 

Antlphlogf etlne..22 

Hartley A Watte— 

Liquor Opli Sedatlvus .10 

Biote Pure Drug Co.—Aspirin 

Compressed Tablets, Ac.31 

Bristol-Myers Co.—Sal Hepatica.. 37 

British Oxygen Co.—Oxygen.38 

Burroughs Wellcome A Co — 
Wellcome Brand Chloroform ..25 

Infundln .26 

Christy A Co.— 

Glyoo-Thymollne.19 

Ergoaplol.37 

©JOk A Co.- 

Asepso.Cover ii 

Crookes’ Laboratories— 

Collosols.Cover iv 

JEtabllssements Poulenc Freres— 

Stovaine . 11 

Fellows Medical Manfg. Co.— 
Fellows*Syrop ..62 


CHEMI8T8—< Continued). FOODS:— 

Gale A Co.—Elixir Cresolls o. Ranger’s Food .28 

Heroin Co., Ac.37 Blshop-Bovinlue . 9 

Genatosan Ltd.- Blatchley’s Diabetic Preparations 

Formamlnt ..16 * Cover ill 

Heppells— Urodonal ..18 Brand A Co.— 

Hewlett A Son— Essence of Beef.33 

Mist. Damian* Co....30 Callard A Co.-Diabetic Foods .. 39 

Howards Sodll Bicarb. ..38 Freemans Real Turtle Soup.39 

Lambert Pharmacal Co.- Fry’s Malted Cocoa . Cover 111 

Listerlne ...............30 SoutbaUBros.A Barclay—Vltafer 15 

. Ltd.—Marshal.’s Lysol Valentine’s Meat-Jnloe .. Cover ill 

u To l et Soap ..14 Vl-Cocoa . 38 

Msltine Manufacturing Co.— _________ _ 

Useful Compounds ...23 FURNITURE, fto,r— 

Mertena— Carters— 

Electric Colloidal Metals .28 Furniture for Invalids and 

Moore A Co., Ltd.— Hospital Supplies 32 

M£ 8 -Dlgitam'laIS HOSPITALS (ISOLATION):- 

Newbery A Sons— Humphreys, Limited— 


MED. APPLIANCES— (Continued). 
Wright, Ltd.— 

_ T *J® Triumph Dry Battery. 5 

Zeal—Repello Clinical Thermo¬ 
meter .. 4 

MINERAL WATERS, fto.r- 

Hogg A Son—Lithia Waters.59 

Vlohy-C51esttns . . 8 


Southall Bros. A Barclay—Vltafer 15 0PTI0IAN8: 


Valentine’s Meat-Juloe .. Cover 111 
Vl-Cocoa ...38 


Pul vis Jacobi Ver.36 

New York Pharmaceutical Co.— 
Hayden’s Viburnum Compound 11 
Parke, Davis A Co.— 

Taka-Diastase .17 

Balmes A Co.—SUnger’a Nutrias. t 

Suppositories . 38 

Richards A Sons— 

Antikamnia Tablets .62 

„ „ A Codeine Tablets. 62 

8. P. Charges Co.— 

Bulphaqua .38 

a « 8oap . 38 

Squire A Sons— 

Kasena, '•ennlce ..24 

Wander. Ltd.-Malt Extract with 

Paraffin. 13 

Wilcox, Joseau A Co.— 

Arhfol. 37 

Willows, Francis, Butler A 
Thompson — Physiologically 

Tested Drugs .. 29 

DIBINFK0TANT8 

Condy’a Fluid. 8 

J eves’ Sanitary Compounds Co.— 

Jeyes’ Fluid, Ac.Cover 11 

Jeyes’ Parasitic Soap, Toilet 

Soap, Ac. .Cover it 

Banltaa Co.— 

Sanltaa Fluid, Ac.28 


Humphreys, Limited- 
Mobile Hospital Buildings, Ac.. 35 

MED. ft BURG. APPLIANCES 

Bailey A Son- 

Pocket Instrument Cases. 33 

Burroughs We lootne A Co.— 


Watson A 80 ns, Ltd.—Microscopes 5 

STATIONERY, fto.t- 

Anderson A Son— 

Doctors’A7c Forma, Ac. ........ 51 

Mabie, Todd A Co.— 

Swan Fouatpena .. 5 

TAILORS, BOOTMAKERS, fto. t- 

Burberrys—The Burberry, Ac. .... 55 
Her rods Ltd.- Outfits of Trust¬ 
worthy Quality. 8 

Harry Hali— 8 ervlce Drees. £i 

Hobson A 80 ns—Officers’ Service - 
Dress Outfits . 8 


Tabloid Brand Bismuth Gauze.. 25 VAOGINE LYMPH — 


Cocking—Adaptable Poro-Plastlo 

Jackets and Splints . 5 

Davis—I.ukens Sterile Catgut 

with Dulox Needle... 6 

Davis A Geek— 

Sutures Ot for Surgery.39 

Holland A Son—Patent Foot 

Appliances .34 

Leslies, Ltd.— 

Leslies’ Zopla.Cover 11 

Mlllikin A Law ley 

Osteology, Ac. .34 

Norwich Crape Co.— 

Norwich Crtpe Bandage.34 

Precious Meiais Tempering Co.— 
Tempered Gold Hypodermic 

Needles . 6 

Robinson A Sons— 

Gamgee Tisane. 8 

Scholl Mfg. Co.— 

Scientific Appliances for the 

Relief of Foot Ailments.39 

Tlmpaon A Co— 

Bailable Ligatures . 7 


Chaumler’s Calf Lymph.. 4 

Jenner Institute for Call 
Lymph.. 4 

WINES, BEER, SPIRITS, fte. 

Wood, Campbell A Co.— 

Touraine and Anjou Wlnea .... 9 

X-RAY, fte., APPARATUS r- 

Avery— 8 nook’s X-Ray Outfit .... 51 
Medical Supply Association— 

The Galvanoset. 34 

Sterling Corporation — Sterling 
Portable High Frequency Violet 
Ray (generator . 58 

MISCELLANEOUS.— 

Heaver, Chichester — Perman¬ 
ganate of Potash for sale........ 51 

Manager, Jermyn-street— 

Invalid Chair for sale .51 

Phllpott, Wells—Competent Lady 
Driver. 49 















































































































































































THE LANCET. 

No. 4892. LONDON, SATURDAY, JUNE 2, 1917. VoL OXOIL 


CONTENTS. 

The mM e of the Viterary matter in THE LABOST it copyright. 


GOHUVOHUH LBCTUKE8 
on Paratyphoid Infections. 
Delivered before the Royal 
College of Physician* at 
London by Cham,wb Hewitt 
MTLLNR,M.D.Oamb.,F.R.O.P. 
Loud., Assistant Physician, 
London Hospital; Physician, 
Victoria Hospital for Child¬ 
ren ; late Major (Temp.), 
R.AJM.G. —Lecture II.— 
(I Bsntr c U c d ).«»»»«.,».»—•827 


ORIGINAL ARTICLES. 

The Leaoooytes in Cases of 
Irritable Heart. By Gbaon 
Briscos, MLB., B.8. Lond. 

(A Report to the Medloal 
Beoearoh Committee.) — 

— (IUustraUd) ...................... 832 

The Influence of Maternal Oral 
Sepsis on the Foetus and 
Marmsmic Children. By R. 
Spxncbr Pikrbnpoht, L.D.S. 
R.O.S.Bng., Dental Surgeon 
to the Bast London Hospital 
for Children, ShadweU, R.; 
nwii to the Prince of 
Wales’s General Hospital, 
Tottenham, N.837 

The Vaginal Plug. By B. 
Hastings Twrkdy, F.B.O.P. 
IreL,. Acting Master, Rotunda 
Hospital, Dublin... 840 


CLINICAL NOTES: 

Mndioal, Surgical, Obotjctrioal, 

AND THERAPEUTICAL. 

A Case of Placenta Pnsvia 
and Twins. By W. Graham 
Reynolds, M.B.C.S. Bng., 
L.B.C.P. Lond., and J. O. 
Thomson, M.D. McGill, Sur¬ 
geons, Canton Hospital.. 841 

Case of Tetanus Treated by 
Intramuscular Injections of 
Antitoxin. By G. H. V. 
Appleby, M.D., B.Hy.Durh., 
Assistant Burgeon, Harrogate 
Infirmary...841 


REVIE WS AND NOTICES OF 
BOOKS. 

Medloal Bacteriology. Edited 

by Dr. L. A. Tarassevitoh.842 

Lee Fractures de l’Orblte per 
Projectiles de Guerre. By 

Felix Lagrange.842 

The Indian Journal of Medical 

Research. Vol. IV., No. 3.842 

Bevue de Ohlmloth&apie et de 
M^decine Generate............... 842 

LEADING ARTICLES. 

Hbliothkrapy ... 843 

Medicinal Plants ..«... 843 

ANNOTATIONS. 

Atmospheric Pollution: A 
Sensible Government Grant.. 844 
Hypothermy as an Bpileptio 

Equivalent. 845 

Back to the Land and the 

Wages Question.. 845 

Hematuria from Biding. 846 

Medical Research in India.. 846 

A Case of Progeria.... 847 

The Central btatlstloal Bureau 847 
Poisoning by Rhubarb Leaves.. 847 

THE GENERAL MEDICAL 
COUNCIL. 

Penal Csses.. 848 

Dental Oases.848 

Reports of Committees............ 849 

Finance Committee’s Report.... 849 

Bducatlon Committee. 840 

Dental Representation on the 

Council... .849 

Appointment of Committees.... 849 
The General Registrar 849 

SPECIAL ARTICLES. 

The Cultivation of Medicinal 
Plants. Contributed by a 

Drug Grower.849 

A Monthly Record of Atmo¬ 
spheric Pollution. — Com¬ 
mittee for the Investigation 
of Atmnspherlo Pollution: 
Summary of Reports for the 
Months ending Oot. 31 st 

and Nov. 30th/1916. 850 

The Joint Medical Conference 

in China....851 

reland.....852 

Paris.....852 

The Services.853 


CORRESPONDENCE. 

The late Sir Victor Horsley 

(Mr. Stephen Paget).804 

Die Lnmlelan Lectures and 
Medical Research (Dr. F. John 

Poynton).854 

Tuberculosis and the War (Dr. 

Henry A. Hills).....854 

The Technique of Lumbar 
Puncture (Captain Michael 

Foster, B.A.M.U. (T.)) ..854 

Trench Shin (Captain Ivan O. 

Maclean, R.A.M.C ). 855 

The Paraffin Treatment of 
Burns (Surg.-Ool. Eugene 

Hurd). 866 

The Institute of Massage and 
Remedial Gymnastics Sir W. 
Milligan. DP. A. B Barclay).. 855 
The Cost of Starting a Cottage 

Hospital.£62 

Floor Value (Mr. John McOsoar) 863 

OBITUARY. 

Major Greenwood, Sen., 
M.D. Brux., L R.G.P. Lond., 
M.R.O.S.Bng., D.P.H., LL.B. 

Lond. 863 

William Le Page, L.fLO.P. 

Bdln., L.F.P.S.GIasg., L M... 860 
Peter MaeBwan, F.O.S.. 860 

THE WAR. 

The Casualty List... .856 

Deaths among the Sons of 

Medical Men . 856 

The Honours Lint. 856 

Mentioned in Despatches. 856 

Foreign Decorations. 857 

The Supply of Medical Officers 
for the Army: Possible 

American Assistance.857 

Hampstead Medical War Com¬ 
mittee ...857 

An Imperial Medloal and 

Nursing Scheme .868 

The Treatment of the War 

Cripple ___ . 818 

The United States and Medical 
Organisation for the War .. 858 
Another Hospital 8hlp Tor¬ 
pedoed . 859 

Gifts to the Red Cross Society 869 
War Hospital Magazines .. . . 860 
A Naval Fleet Surgeon’s Im¬ 
pressions In the Trenches ... 860 


Obituary or the War : 

Prank Albert Symons,CJtf.G., 
D.S.O., M.B.Bdin., Temp 
Col., R.A.M.C. - (WUh 

Portrait) . 869 

Jamee Billot Black, M.B., 
Ob.B.Glatg , M.C., Cap* , 
R.A.M.O.— (With Portrait) 859 
Robert Home, M.B., C.M. 

Tor., Oapt., B.A.M.C.880 

John Marshall, M.B., Ch.B. 
Bdln., Lieut., R.A.M.C.— 

(With Portrait)..^ .. 850 

Guy Brooke Bailey, M.B., B.8. 

Melb., Oapt., A.A.M.C.. m .» 869- 
Clive Britten Burden, M.B., 
Ch.B.Adel., Oapt.,A.A.M.D. 859 


MEDICAL NEWS. 

Society for Relief of Widow* 
and Orphan* of MedSoat 
Mon 841 

Hospital Dispense; for 40 

Years. 861 

Society of Apothecaries of 

London: Pass-list. 860 

Literary Intelligence..8o0 

Medico-Psychological Associa¬ 
tion of Great Britain and 

Ireland. 860 

Royal Medical Benevolent Fund 860 
The Dairy mple Inebriate 
Home ..............881 


F ABU AMENTARY INTELLI¬ 
GENCE. 

Notes on Current Topi os: 
Venereal Disease Act. — 

Whitsunside Reoees.. 861 

House of Commons: Medical 
Re-examinations. —Epileptics 
and the Army. — Feet of 
B.A.M.C. Officers.—Cromarty 
Camp Hospital Hut*...- 861 


Appointment*.. 861 

Vacancies. 861 

Births, Marriages, and Death*.. 862 
Notes, Short Comment*, and 
Answers to Correspondents.« 882 
Medloal Diary ....................... 863 

Bdltorial Notioes ..883 

Manager’s Notioes ,863 

Meteorological Readings. . 863 

Books, to., received.. 884 

Acknowledgments of Oammu- 
nlcations received 864 


FOB INDEX TO ADVERTISEMENTS SEE PAGE 2. 


JOHN BALE, SONS & DAN1ELSS0N, LTD. 


The Internal Secretory Organs: 

their PHYSIOLOGY and PATHOLOGY. By Prof. Dr. ARTHUR 
BIBDL. Introductory Preface by Leonard Williams, M.D. 
Hoy. 8vo. 218. net; postage 6d. 

Disturbances of the Visual Func- 

TIONS. By Prof. W. LOHMANN. Translated by Angus Macnab, 
M.B. Roy. 8vo. 158. net; postage 3d. 

Tuberculin in Diagnosis and Treat* 

KENT. By Drs. BANDBLIBR and ROEPKB. Translated by 
W. B. Christophkrson. Roy. 8vo. 158. net; postage 7d. 

A Clinical System of Tuberculosis. 

BvDr. BANDBLIBR and Dr. BOBPKB. Translated by G. B. Hunt, 
M.D. Boy. 8vo. 218. net; postage 7d. 


On Conjugal Happiness. Ex peri- 

BNCBS, RbKLS TIONS. AND ADVICE OF ▲ MHDIOAL MAN. 
Demy 8vo. 78. 6d. net; postage 4d. 

Surgery of the Lung. By c. garre and 

H. QUINCKH. Translated by David M. Bancroft, M.D. Roy. 8vo. 
128. fid. net; postage 6d. 

Orthopaedics in Medical Practice. 

By Prof. ADOLF LORBNZ and D. ALFRBD 8AXL. Translated 
by L. C. Pell Ritchie, M.D. Demy 8vo. 7s. 6d. net; postage 4d. 

Epidemic Infantile Paralysis (Heine- 

MBDIN-DISBA3B*. By Prof. PAUL H. ItOMER. Translated by 
H. Ridley Pbkntice, M.B. Roy. 8vo. 7s. 6d. net; postage 5d. 


83, 85, 87, 89 & 91, GREAT TTTOHFIELO ST., OXFORD 3T., LONDON, W. 1, 









































Thb Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Junk 2,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


*A0« 

BAHUERF, TINDALL ft 00X:- 

BJOrkegwn—Anatomy . 5 

Klomfleld—Anaesthetics . 

Carrel ft Deholly—Treatment of 

Infected Wounds. . 3 

Fox—Physical Remedies for Dis¬ 
abled Soldiers. 3 

Gardner—Manual of Sorglcal 

Aiuestbeela .Coyer 1 

Hayes—Intensive Treatment of 
Syphilis and Locomotor Ataxia 

by Aachen Methods . 3 

Lockhart-Mummery's After-Treat¬ 
ment of Operations. 3 

Maeewen’s Surgical Anatomy . . 
Robertson—I. K. Therapy in the 
Treatment of Tuberculosis...... 

MALE, SOUS ft DANIXL860V t- 

Bandelier & Roenke—Tuberculin 

In Diagnosis and Treatment_ 1 

Bandolier A Roopke—A Clinical 

Sgstom of Tuberculosis . ] 

Biedl— Internal 8ecrotory Organa 1 
Carre & Quincke-Surgery of the 

Lung. 1 

Lohmann—Disturbances of the 

Visual Functions . 1 

Lorens A Saxl—Orthor asdics. 1 

On Oonjufral Bannircss . 1 

Rfimer—Epidemic Infantile Para¬ 
lysis . 1 

Worth—Squint: Its Causes. Patho¬ 
logy and Treatment.Cover 1 


*101 

CAMBRIDGE UNIVERSITY PRE8S: 

Cohbett—The Causes of Tuber¬ 
culosis .Cover 1 

CHURCHILL, J. ft A. r- 

Darltng—Surgical Nursing and 

After-Treatment . Cover 1 

Haro—Alcoholism .Cover I 

Hurry—Vicious Circles In Disease 

Cove' l 

The Vicious Circles of I 

Neurasthenia. Cover 1 

Hurry—Vicious Circles In Socio- I 

logy . Cover 1 j 

Hurry—Poverty and its Vicious 

Circles. Cover I [ 

Hurry—Ideals and Organisation 
of a Medical Society.Cover I 

CONSTABLE ft CO 

Battle—The Acuto Abdomen .... 6 
Ba’t’e and Corner—Surgerv of 
Diseases of the Appendix Ver¬ 
miform Is . 6 

DANIEL:— 

Rabagllatl—Inltls or Nutrition 
and Exercises. 4 

FROWDE Aim 

HODDER ft STOUGHTON :- 
Groves — Gunshot Injuries of 

Bones . 4 

Harris—Nerve Injuries and Shock 4 


*101 

FROWDE, fto.—(Continued). 

Horder—Cerebro-Snlnal Fever .. 4 
Horder — Cerebro-S plnal Fever 

Cover 1 

•Tones—Injuries of Joints . 4 

Mori son A Richardson—Abdo¬ 
minal IniuHos.. 4 

Murphy—Wounds of the Thorax 

in War .... 4 

Power—Wounds in War . 4 

Ramsay, Ac — Injuriesof F.ves.ftc. * 
Rawline—Snrgerv of the Head .. 4 
Squire—Medical Hints. 4 

GRIFFIN ft 00. 

*urnet—Foods and Dietaries .... 4 
Helllor— Infancy and Infant- 
Rearing . 4 

mfPTOHt- 

Roth—Military Orthopaedics Cover i 

LEWIS ft 00:- 

Armstrong—I. K. Thorapy. 6 

Bardsweil—Treatment of Pulmo¬ 
nary Tuberculosis . 5 

Bennett—Materia Medlca and 

Pharmacy. 5 

Buxton—Anaesthetics . 4 

Dawson—Causation of Sex In Man 6 
Emery—Clinical Bacteriology and 

Haemxtoloev . 5 

Lees—Incipient Pulmonary Tuber¬ 
culosis. 5 


*AG* 

LEWIE ft 00.—(Continued). 
Martindale and Westoott—The 

Extra Pharmaoonmla . S 

Oliver, Sir T.—Leal-PolBoning.... 5 
White—Occupational Affections 
of the 8kin . 8 

MEDIOAL PUBLISHING 00. r- 
Lane, Bir A.—Operative Treat¬ 
ment of Fractures .Cover I 

NIBBET ft 00. t- 
Romer and Creasy—Bonesetting, 

Ac.Cover I 

SAUNDERS COMPANY r- 

Kemp—Stomach, Intestines and 

Pancreas . Cover i 

Medical Clinics of Chicago . 7 

Surgical Clinics of Chicago . 7 

WRIGHT ft SONS (Bristol):— 
Morlson — An Introduction to 

nurgerv . Cover I 

The Medical Annual, 1917 . 6 


MEDIOAL LIBRARIES, fte .r- 

Baker—Books. 4 

Behnke—Stammering, Lisping, A 

Cleft Palate 8peech . 4 

Ketley—Stammering. 4 

Matthews—Wood: Application of 
Trasses to Hernia. 4 


ASSISTANCES, MEDIOAL .. 81.12 
ASYLUMS, HOMES, fte. :— 

Ashwood House, Kingswlnford .. 45 

Bamwood House Hospital.. 46 

Blshopstone House, Bedford.45 

Brnnton House, Lancaster.46 

Camberwell House. Peckham-road 47 

Oarew Building, Bodmin. 49 

Clarence Lodge, Clapham Park .. 45 
Colthnrst House School, Alderley 

Edge.45 

Copptoe, The. Nottingham.46 

Court Hall^Kenton. near Exeter. 49 
Dalrymple House, Klckm&nsworth 48 

Dartmoor Sanatorium .49 

David Lewis Colony, Alderley 

Edge .. .. 45 

Doggett, Nallsea. Somerset ...... 49 

Gug House, Banff . 4R 

Edwards, Leeds. 49 

General Manager. Craven-street.. 49 

Ghyllwoods Sanatorium .47 

Grove House, Church Stretton ..46 
Grove, The, Catton, Norwich .... 48 

Haslemere Nursing Home.49 

Haydock Lodge, Newton-le- 

Willows. 47 

Halgtiam Hall, Norwich .46 

Homes for Inebriate Women ....47 

Littleton Hall^Brentwood.49 

London Fever Hospital.46 

Mailing Place, Kent .4R 

Melbourne House, Leicester.47 

Mendlp Hills Sanatorium .48 

Moat House, Tamworth .46 

Newmalns Retreat. Lanarkshire.. 47 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


ASYLUMS—(Continued). 

Nordrach-on-Dee, Banchory..48 

Northumberland House, Finsbury 

Park.45 

Nort.hwoods House. Winterbourne 47 

No. 37J, L.O., Strand.49 

Peckhara House .47 

Pendyffryn Hall Sanatorium, Nor- 

drach-ln-Wales .48 

Plympton House, Plympton.46 

Portsmouth Corporation Mental 

Hospital.;.45 

St. Andrew's Hospital, North¬ 
ampton .46 

Shaftesbury House, Formby-by 

the-Sea .47 

Springfield House Private Asylnm, 

Bedford .48 

Stretton House, Church 8tretton. 46 
The Grange, near Rotherham .... 46 

Vale of Clwyd Sanatorium.48 

Warnoford Asylum, Oxford .46 

Wye House, Buxton .46 

COMPANIONS :— 

Box 356, Dublin. 51 

FINANCIAL, Ac. t— 

Equitable Reversionary Interest 
Society . 44 

HEALTH RESORTS, BATHS, fte. t- 

Caterham Sanitarium . 49 

Droltwlch Brine Baths . 49 

Smedley’s, Matlock.. 49 


HOSPITAL, INFIRMARY. SANA¬ 
TORIUM, fto„ VACANCIES-. 49-51 
HOUSE ft ESTATE AGENTS r- 

Woods, Hounslow .62 

LIFE ft FIRE A 88 URANCE 8 . fto.t- 

Medical 8 lckness and Aoddent 

Society .35 

Prudential .43 

MEDIOAL ACCOUNT ANTS, fte.r- 

Turner . 52 

MEDIOAL AGENTS •— 

Fieldhall, Limited . 53 

Manchester Clerical, Ac., Associa¬ 
tion . 63 

Medical Agency..63 

Needes, J. C.6.3 

Peacock A Hadley . 53 

Turner.65 

MEDICAL 8CH0018 

(Loitdow.) 

London Bchool of Clinical Medi¬ 
cine . 43 

West London Post Graduate 
College . 43 

NURSES’ ASSOCIATIONS 

Co-operation of Temperance Male 

and Female Nurses. 44 

Female Nurses Association .4t 

General Nursing Association ....43 

Hospital for Sick Children.45 

London Nureas’ Association ...... 44 


NURSES’ A8800. (Continued). 
London Temperanoe Ntinea Co¬ 
operation .44 

Mental Nurses Association ...... 4 * 

Mental Nurses’ Co-oneratlon.45 

New Mental Nurses’ Co-operation 4t 

Nurses’ Association .44 

Nurses’ Co-oneratlon .45 

Registered Nurses* Society .45 

8 t. John’s House .45 

8 t. Lake’s Hospital. 45 

Temperance Association of Male 

Nurses, Ltd-. 44 

The Retreat, York . 45 

OFFICIAL NOTICES s- 
City of London Lying-in Hos¬ 
pital . 43 

Collegsof Preceptors . 43 

Guy’s Hospital . 45 

Incorporated Society of Trained 

Masseuses . 45 

London School of Troploal Medi¬ 
cine . 43 

North-East London Postgraduate 

College .43 

Queen Charlotte’s Lying-in Hoe* 

Pital. 43 

York road General Lying In Hos¬ 
p ital . . 43 

PARTNERSHIPS ft PRACTICES. 62 
RAILWAY ft STEAMSHIP CO.'S. r- 

Itoyal Mall Steam Packet Co.43 

TUTORS ft LECTURERS r- 
Weymonth ........... 43 


AMBULANCES r- 
8ft. John Ambulance- 
Invalid Carriages. 9 

BOTTLE MERCHANTS.*— 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


42 


CARRIAGES, MOTORS, fte.t- 

Armstrong—Liveries . 52 

Beldam Tyre Co , Ltd.— 

Beldam Tyres. 9 

Oflord A Sons—Ford Cars ... _ 9 

Singer ft Co , Ltd.—Singer “10” 
Doctor's Car . 9 


CHEMISTS ft DRUGGISTS 1— 

Allen ft Hanburys— 

Alopon .21 

Byno Hypophosphites .. Cover iv 

Allenhurys Castor Oil .40 

Anglo-French Drug Co.— 
lodeoJ, Rhdantine, Ambrino, fte.. 27 

Galyl, Cnprase . 28 

lodog nol . Cover II 

Battley ft Watts— 

Battley’s Liquors.54 

fioote Pure Drug Co.—Aspirin 

Compressed Tablets, Ac. 30 

British Organotherapy Co., Ltd.- 
Reliable Organotherapeutic Pre¬ 
parations . 13 

British Oxygen Co.— 

Oxygen.Cover 11 

Browning ft Co.—Semprolln Emul¬ 
sion with I ron. Cover ill 

Burroughs Wellcome A Co — 

Soloid Brand Products, Ac.25 

Carnrlck (O. W.i Co.— 

Hormotone .28 

Christy ft Co.—Ergcapiol. 38 

C’.hv. Paget ft Co.—Giycolactophos 54 
i' ’ lock hart A Co.— orgaiio- 

(’reparations .... !9 
num Ac. .. 


CHEMISTS—(Continued > 

Hen pells— 

Urodonal. Jubol. Globeol, fte. ., 14 
H. K. Mulford Company— 

Influenza Serobacterin.. 17 

Hewlett ft Son— 

Hewlett's Specials .22 

lleyl’s Badium Labnra’orics— 

H. T. B. Badium Bath Capsules 38 
Hogg ft 8on—Protein Nerve Food 41 
Hudson’s Eumenthol Chemical 

Co — Eumenthol Jujubes.39 

Humphrey Taylor ft Co.—Jnnora. 31 
Mslttne Manufacturing Co.- 

Useful Compounds. 25 

May ft Raker—Novarsenohillon .. 13 
Menloyft James- Bacterol........ 11 

Moore A Co., Ltd.— 

Lymm-Pure-Salt .40 

Morrison A Co.—DIgitamin Cover ill 
Parke, Davis ft Co.— 

Pollaccine. 18 

Hsy Fever Reaction Outfit.18 

Ralmes ft Co.—Slinger’s NutriOLt 

Suppositories . 40 

Baccharln Corporation, Ltd.— 

Lipolodlne Clba.24 

Southall Bros, ft Barolay— 

Aldemint, ( ystoformln, Ac.16 

WhtfTen ft Sons— Kraetlne. 40 

Wilcox, Jozeau A Co.—Kola Astior 38 
DISINFECTANTS :- 

Goody's Fluid. 8 

Hewlett A Son— Lysol .22 

Quibell Bros.—Kerol.. 39 

FOODS 

Allen ft Hanburys— 

Allenburys Diet .....20 

Aylesbury Dairy Co.- 

Humanized Milk.40 

Benger’s Food . 12 

Blatchley's Diabetic Preparations 40 
Carnrlck ft Co.— 

Liquid Peptonolds . 23 


FOOD 8 -(Contlnued). 

Freemans Devonshire Custard.... 41 

Glaxo . 15 

Hewlett ft Hon—Virophos. 22 

Hommel’s FT*»»matogen.. 52 

Jardox Beef Food .41 

Nestle s Milk. «1 

Savory A Moore’s Food .35 

Southall Bros, ft Barclay—Vltafer 16 

Valentine’s Meat-Juice.29 

Vltaniogen Ltd.—Vltamogen .... 31 

FURNITURE, &c. r— 

Carters— 

Furniture for Invalids and 
Hospital Supplies . 10 

HOSPITALS (ISOLATION) :- 

Humphreys, Limited- 
Mobile Hospital Buildings, &c.. 37 
Sailors’ and Soldiers’ Mobile 
Panel Huts and Hospital 
Wards. 37 

MED. ft BURG. APPLIAN0E8| 

Bailey ft Son—Trasses. 33 

Davis—Lukens Sterile Catgut 

with Dulox Needle..... 9 

Davis ft Geek— 1 

Sutures fit for Surgery. 9 

Down Bros.—Carrel’s Apparatus. 32 
Ernst—Surgical and Orcnopaxllo 

Appliance, fte. 8 

Fas,sett A .Johnson— 

Scabury’s Gold Cross Cotton .. 38 
Hearson ft Co.— 

Hearson’s Specialities.34 ; 

Leslies, Ltd.— 1 

Leslies’ Zopla. Cover 11 

McBride ft Co.—Kidney and Abdo¬ 
minal Protector . 9 1 

Macfarlan a Uo.- Llstorlan Sur- | 

g cal Dressings, Bandages. 8 

Minikin ft Lawley—Osteology, fte. 41 i 


NED. APPLIANCES—(Continued). 
Murton—Drop Wrist Appliance.. 34 

Robinson ft Sous—Gamgee Tissue 6 

Tlmpson ft Co.- 

Reliable Ligatures. 41 

Worraull—System of Aluminium 
Splinting . g 

OPTICIANS:— 

Watson ft Sons, Ltd.—Microscopes 42 
STATIONERY, &o.r- 

Anderson A Son- 

Doctors’ A/c Forms, fte. ..g£ 

TAILORS, BOOTMAKERS, fte. r— 
Dowie ft Marshall- 

Hygienic Bootmaken . 6 

Evans ft Co.— . 

Service Uniforms, fte. 8 

Harrods Ltd.- Outfits of Trust¬ 
worthy Quality. 10 

R.A.M.C. ana Navy . 52 

Hobson ft 80 ns—Officers’ Service 
Dress Outfits .. 

VAOOINE LYMPH:- 

Chaumier’s Calf Lymph . 42 

Heinemann— R 0 bma n’s Pure 
Aseptic Calf Lymph . 49 

Renner’s Calf Lymph'festabiish* 
ment .. 

WINE8, BEER, SPIRITS, fte. 

Humphrey Taylor ft Co.— 

_ ‘O- B.’ Diabetes Whisky ...... 31 

Pel 11 son P 6 re ft Co.- 
Pure French Wine Brandy .... 64 

X-RAY, fte., APPARATUS r- 
Medlcal Supply Association— 

Korn pact X-Ray Installation .. 35 
Watson ft Sons— 

Radium Salts, fte. 11 



















































































































































































THE LANCET. 

No. 4893. LONDON, SATURDAY, JUNE 9, 1917. VoL OXOIL 


CONTENTS. 

The whole of the literary matter in THE LANCET it copyright. 


k LECTURE on Digitalis In 
Auricular Fibrillation. Being 
the Sydney Ringer Memorial 
Lecture delivered at Univer¬ 
sity College Hospital Medical 
School. By Arthur R. 
Cushny, M.D.Aberd., F.R.8.,. 
Professor of Pharmacology, 
University College, London. 
— {IQustraicd) .. . I 


ORIGINAL ARTIOLEI. 

The Treatment of Some 
Common War Neuroses. By 
B. D. Adrian, M.B.O.P. 
Lond., Temporary Captain, 
R.A.M.C.; Neurologist, Con¬ 
naught Hospital. Aldershot; 
and L. R. Ykallabd, M.D., 
Resident Medloal Officer, 
National Hospital for the 
Paralysed and Bplleptlo, 

Queen square, London.. 867 

Chylo-Hnmothorax from 
Wounds Involving the 
Thoracic Duct. By T. R. 
Blliott, F.R.C.P. Lond., 
F.R.S., Lieutenant-Colonel, 
B.A.M.C.; and Herbert 
Henry, M.D.Lond., Captain, 

R.A.M.C.872 

The Menace of Moiphine to 
China. By Wu Lien-Tbh 
(G. L. Tuck), M.D.Cantab., 
President of the Chinese 
National Medloal Association. 874 
The Experimental Production 
of Tuberculous Peritonitis 
in Guinea pigs Previously 
Bxpoeed to X Bays. By 
J. J. McGrath, M.B.R.U.I., 
D.P.H. (From the Bacterio¬ 
logical Department, Guy's 

Hospital)... 875 

Operation for Loose Semilunar 
Cartilage. By R. P. Row¬ 
lands, M.8.Lond., F.R.O.8. 
Bng., Surgeon to Guy’s 

Hospital.. 877 

Three Cases of Septic In/eotiou 
due to Otitis Media. By W. 
Wilson. M.D.,B.8c., Captain, 
R.A.H.C.; and J. W. Barrett, 
O.M.G., M.D.. M S. Melb., 
F.R.C.S.Bng., Temp. Lieut.- 
Col.; Consulting Aurlst, B.F. 878 
Ligature of Common Carotid 
Artery. Notes on Three Cases 
at a Casualty Clearing Station. 

By J. J. M. Shaw, M.DBdia., 
Captain, B. A.M.C., S.R.878 


CLINICAL NOTES: 

Medical, Surgical, Obstetrical, 
and Therapeutical. 

Double Dislocation of Jaw 
Simulating Fracture of the 
8kull. By B. O. Hare, 
M.R.C.S. Bng, L.R.C.P. 
Lond., Lieut.-Col., I.M.S.; 
and Sydney J. Cole, M.D. 
Oxon., Medical Superinten¬ 
dent, Wilts County Asylum, 
Devizss...880 

Case of Ulnar Paralysis ; Ulnar- 
Median Anastomosis; Re¬ 
covery. By J. K. Haworth, 
M.D., B.S. Durh., Captain, 
R.A.M.C. (S.R ); Surgical 
Specialist, 8ch Lucknow 
Division 880 


REVIEWS AND NOTICES OF 
BOOKS. 

Surgical Therapeutics and 
Operative Technique. By B. 
Doyen. Bnglish edition 
prepared by the Author 
In collaboration with H. 
Spencer Browne,M.B.Cantab. 

Vol. I.... 881 

The Involuntary Nervous 
System. By Walter Holbrook 
Gfaakell, M.A.. M.D., P.R.8... 881 
Finch and Baines: A Seven¬ 
teenth Century Friendship. 

By Archibald Mallooh. M.D. 
McGill, Captain, C.A.M C.... 882 

Military Surgeon. 882 

Maternity and Child Welfare. 

Vol. L, No. 5....... 882 

Correspondenz-Blatt fdr 
Sohwelzer Aerzta. •«••••••••••••••• 882 


NEW INVENTIONS. 

A New Needle for the Injec¬ 
tion of Arsen o-benzol Pre¬ 
parations (Sr. H. W. Abbott). 
— (Illustrated) .. j 


LEADING ARTICLES. 

Labour Conditions in Fac¬ 
tories and Workshops .883 

Mental Detect and Crimi¬ 
nality .. 884 


ANNOTATIONS. 

The Birthday Honours ..885 

Blood Pressure and Life 

Assurance..... 885 

The Food Allowance for Boys 

and Girls. 886 

The Medicinal Use of Glycerine 886 
Anaesthetics In Military Prac¬ 
tice.886 

Preparedness.886 

The Diagnostic Character of 
Effusion in Melanotic Sarcoma 887 
China and Western Medicine... 887 
The Ministry of Public Health 888 
The Diseases of Animals during 
the Year 1916....... 888 

SPECIAL ARTICLES. 

The Antiicptio 41 Flavine ” 

(Acrifl wine)........888 

Medical Affairs In China.. 889 

National Health Insurance.889 

Tue Services ...... 896 


Urban Vital Statistics i 

Bnglish and Welsh Towns.891 

Sootch Towns . 891 

Irish Towns. .891 


OBITUARY. 

Bmll von Behring, Hxoellenz; 
Director of the Institute of 

Hygiene in Marburg.. 890 

John Mitford Atkinson, M.B. 
Lond., M.R.C.S.Bng., L.S.A., 

D.P.H.Camb.............890 

William Whitworth, M.B.C.S., 
L.S.A. 897 


CORRESPONDENCE. 

The Lumleian Lectures and 
Medloal Research (Sir 
B. Douglas Powell, Bart., 

Dr. B. H. Colbeck). 891 

Shell Wounds in Children (Dr. 

A. H. Fardon).. 89 1 

The Btiology of Gangota and 
Allied Conditions (Ur. Philip 
Harper, Dr. G. W. A. Lynch) 893 
Trench Shin (Dr. L. W. 
Bathurst). 893 


THE WAR. 

The Casualty List893 
Deaths among the Sons of 
Medical Men........................ 893 

The Honours List.. 893 

Mentioned in Despatches........ 894 

Foreign Decorations........894 

The War and Medicine In the 

United States.«.894 

Health of the Mesopotamian 
Army 894 

The Middlesex Hospital as a 

* ‘ Mobilisation Centre.". 89S 

New Military Hospitals.. 896 

Obituary op the War : 

Arthur Tilbury, K.B.O.S. 
Bng., Captain, R.A.M.C.— 

(With Portrait) .. 896- 

Leonard George Scudamore, 
M.B.C.S. Bug., LR.C.P. 
LondLieutenant,R.A.M.O. 

—(With Portrait) ... 895 

John Janies Weaver, M.B.C.S. 
Bng.. Captain, R.A.M.O.— 

(With Portrait) ... 895 

John Bailey Tacka berry, 

M.B., B.SXond., Captain, 

Portrait),,— 895 


MEDICAL NEWS. 

Donations mid Bequests.874 

The Medical Register.... 880 

Down District Asylum, Down¬ 
patrick. 880 

University of London: Pass- 

Hit. 897 

Hllden Convalescent Hospital, 

Belfast. 897 

A Devonshire Centenarian ...... 807 

Plymouth Asylum .................. 807 

Medloal Treatment of the 
Discharged and Disabled...897 


Appointments.897 

Vacancies. 897 

Births, Marriages, and Deaths.. 893 
Notes, Short Comments, and 
Answers to Correspondents... 896 

Medloal Diary. 899 

Meteorological Readings.899 

Bdltorial Notices. 899 

Manager’s Notices . 900 

Acknowledgments of Comma- 
nioatlons received •aeeeseeeeeeeeue 900 


FOE INDEX TO ADVERTISEMENTS SEE PAGE 2. 


Monthly 
2s. net. 


THE CHILD. 


Annual Subscription 
21s. post free. 


A MONTHLY JOURNAL DEVOTED TO CHILD WELFARE. EDITED BY T. N. KBLYNACK, M.D. 


CONTENTS, JUNE, 1917. 

Fifty Years of Child Welfare Work. Sir John Kirk, J.P.—Boy Scouts and Girl Guides and their Physical Training. Lieutenant-General* 
Sir Robert Baimen-Powell, K.O.V.O.—Children and the Milk Problem. W'llfrkd Buckley.— The Delinquent and Defective Child and the 
Work of the Whittier State School. Fred. C. Nellks.— Child Welfare and the Work at Vineland. Henry H. Goddard, Ph.D.—Nursery 
Self-Controls. Mrs. T. W. Minshall.— An Experiment In Practical Civic*. B. M. White.— Abstracts an t Extract*.—Child Welfare and 
State Services.—Child Welfare and the Work of National Organisations and Institutions.—Ways and Means.—Yesterday, To-day, and> 
To-morrow.—Great Thoughts on Child Welfare. 


JOHN BALE, 80 NS & DAN I ELS SON, Ltd., 

PRINTERS , PUBLISHERS , AND PROCESS BLOCK MAKERS, 

83, 85, 87, 89 1 A 91, GREAT TITCHFIELD STREET, OXFORD STREET, LONDON, W. I. 

























































Thi Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Junk 9,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


■AJLLURE, TINDALL ft 00X:- 
Blair Bell’s Gynecology .. Cover I 
Blomfield—Anaesthetic* Cover f 
Fiayer—Enlargement of the Pros¬ 
tate . Cover I 

Frejer—Surgical Diseases of the 

Urlr ary Organs.Cover i 

Lookhart-Mumraerr—Diseases of 
the Colon . Cover 1 

BALI, FOBS ft DANHUBON r- 

The Child. 1 


OH On CHILI, J. ft A.:— 

Bowlby, 81r A. A ..and Andrews*— 
Snrglcal Pathology and Morbid 

Anatomy . 

Cameron—Diet and Disease In 

Infancy. 

Darling—Surgical Nursing and 

After-Treatment. 

Davies’Minor 8urgery .... Cover 
Goodhart A Still's Diseases of 

Children. 

Haig—Uric Acid In the Clinic_ 

v« Uric Acid as a Factor in 

the Causation of Disease . 

Haig—Uric Add: an Epitome on 
the Subject... 


3 

3 

3 

i 

3 

3 

h 

3 


CHURCHILL— (Continued!. 


Hartridge—Ophthalmoscope .... 8 
.. Refraction of the Eye. 3 
Full's Surgery In War .... Cover 1 
Jellett—A Prrctice of Gynaeco¬ 
logy . 3 

Jellett—A Short Practice of 

G} nreenlngv. 3 

Lelean's'Sanltatlon in War Cover 1 
Lucaa—The Book of Prescrip¬ 
tions . 3 

Lucas A Stevens’ Book of Pharma¬ 
copoeias and Unofficial Formu¬ 
laries . 3 

Howlands k Turrer’s Operations 

Cover 1 

Smith—Taylor’s Medical Juris¬ 
prudence . 3 

Fqnlre’s Pocket Cotr pan lento the 
British Pharmr coperia .. Cover i 
Starling—Principles of Physio¬ 
logy' . 3 

Taylor’s Operative Surgery Cover 1 
Thorne, Bezly—Schott Methods of 
Treatment of Chronic Diseases 

of the Heart. 4 

Wallis’s Atlas of Dental Extrac¬ 
tions . 3 

Warren’s Text-Book of Burgery 

Cover 1 


MSI 

DANIEL :— 

Babagllatl—Inltla or Nutrition 
and Exercises . 4 

FROWDE J un> 

HOLDER ft STOUGHTON :- 

Wsring^-Snrgical Diseases of the 

Gall-Bladder. Ac. 5 

Waring—Manual of Operative 
Burgery... 5 

LEWIS ft OOt- 
Moullfn—Enlargement of Proe- 

tate .Cover 1 

Moullin—The Biology of Tumours 

Cover 1 

Powell, Sir B. D., * H*vt1«v-On 
Diseases of Lungs and Pleura 

Cover 1 

LONGMANS, GREEN ft 00. 

Kidd—Common Diseases of the 

Male Urethra.Cover I 

Kidd— U rinary Surgery.. 1 

MACMILLAN ft 00. - 

Adami k McCrae—Text-Book of 
Pathology for Students of 
Medicine .28 


MACMILLAN— (Continued). 

Al'bntt, Sir Clifford—Diseases of 

the Arteries.24 

LnHnnl—Human Physiology .... 28 
MPligsn. Sir W., and Wlngrave— 

Diseases of fch* Ear .28 

New System of Gynaecology.28 

New Rvstem of Medicine .28 

Sh^ntrn—Dis«»a«»e In Bone and Its 
Detection by the X-Rays.. 28 

MEDICAL PUILIBHING 00. t- 
Lare, Sir A —Operative Treat¬ 
ment of Fractures . .Cover I 

SAUNDERS COMPANY t— 

Moorhead — Traumatic Surgery 

Cover I 

WEIGHT ft SONS (Bristol):— 

The Medical Annual, 1917 ........ 4 


MEDICAL LIBRARIES, fte.r- 

Baker— Books. 4 

Behnke— Stammering, Ac... R 

Ketley—81 am tearing.... 5 

Lewis k Co.’s Medical ana Scien¬ 
tific Circulating Library. 4 

Matthews—Wood: Application of 
Trusses to Hernia... 4 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


1S8I8TAN0IES, MEDICAL .53 

ASYLUE8, HOMES, fte.i- 
Aahwood House, Kings win ford .. 48 

Barn wood House Hospital.47 

Blsbopetone House, Bedford.51 

Branton House, Lancaster.51 

Camberwell Honse, Peokham-road *8 

Carcw Building, Bodmin. 51 

Cheadle Royal . 47 

Clarenoe Lodge, Clanham Park .. 61 
cottbunt House School, Alderley 

Edge.4R 

Ooppfoe, The, Nottingham. 47 

Court Hal), Kenton, near Exeter. 61 
Dalrymple House, Rlckraans- 

woith . £0 

David Lewis Colony, Alderley 

Edge .48 

Daft Hr use, Banff . 49 

Edwards, Leeds. 61 

tseneral Manager. Craven street.. 61 

GhyBwoods Sanatorium . 50 

Grove House, Chnrch Stratton ..47 
Grove, The, Cstton, Norwich ....47 

Haslemere Nursing Home. 51 

H^Oock Lodge, Ntwton-le- ^ 

Helgham Hail, N orwlch .!.. 47 

Homce for Inebriate W’omcn ....50 

Littleton Hall. Brentwood.51 

London Fever Hospital.47 

Mailing Place, K ant .47 

Melbourne House, Leicester.fO 

Mendln Hills Sanatorium . 49 

Moot House, Tam worth .47 

Newmains Retreat. Lanarkshire.. 60 


A&YLUMF—( Continued). 

New Saughton Hall. Polton, Mid¬ 
lothian.48 

Nordracb-on-Dee. Banchory.49 

Northumberland House, Finsbury 

Park.4$ 

Northuoods Honse. Winterbourne 48 

No. 37P, L.O , 81rand.fl 

Otto House, West Kensington.... 48 

Peckhsm House . 49 

Pendyffryn Hall Sanatorium, Nor- 

drach-In Wales .49 

Plympton House, Pljmpton.47 

Portsmouth Corporation Mental 

Hospital.48 

Royal Earlswood Institution for 

Mental Defectives .42 

St. Andrew's Hos„ Northampton. 47 
St. George’s Retreat, Burgess Hill 61 
Springfield House Private Asylum, 

Bedford.4P 

Btretton House, Church Stretton. 47 
The Grange, near Rotherham .... 47 

Vale of Clwyd Sanatorium.49 

Warneford Asylum, Oxford .61 

Wye House, Buxton .47 

FINANCIAL, &o. r— 

Equitable Reversionary Interest 
Society . 44 

HEALTH RESORTS, BATHS, fte. 

Alexandra Therapeutic Institute. 60 

Caterham Sanitarium .60 

Davos .60 

Droltwlch Brine Baths .60 

Bmedley’s, Matlock.50 


HOSPITAL, INFIRMARY. SANA- 
TORIUM, fte., VACANCIES- • 51-53 
HOUSE ft ESTATE AGENTS r- 

Bedford k Co., Wlgmore-street .. 64 

Davis. Crutched Friars .54 

Elliott. Son & Boyton, Vere- 

street . 64 

Housekeeper. Coram-street.64 

Ley Clark. Wlmpole-street .54 

CONsrLTUNTG-ROOMS J— 

Garland-9mlih A Co , Mount-st... 54 

LIFE ft FIBS A88UFAN0FS, fte.r- 

Natlonal Provident Institution .. 44 
Prudential .44 

MEDICAL ACCOUNTANTS, fto.r- 

Turner . 54 

MEDICAL AGENTS:- 

Fleldhall, Limited .55 

Manchester Clerical, Ac., Assoc.. 65 

Medical Agency.66 

Ncedes. J. C.65 

Peacock k Hadley .56 

Turner.66 

MEDICAL 8CHOOJ 8 

(Loimoir.) 

Guy's Hospital. 44 

London School of Clinical Med. .. 4« 
St. Mary’s Hos. Medical School .. 44 
West London Post Graduate 

College .44 

( Phovtwctal, Ac.) 

University of Liverpool . 43 


NURSES' ASSOCIATIONS 

Co-operation of Temperance Mala 

and Female Nunes.48 

Female Nurses Association.48 

General Nursing Association .... 48 

Hospital for Sick Children. 

London Nnrses’ Association.48 

London Temperance Nunes Co¬ 
operation .48 

Male Nunes Temperance Co-ope¬ 
ration .48 

Mental NurseB Association .48 

Mental Norses’ Co-operation.*6 

Nnnes’ Association .48 

Nurses’ Co-operation . 48 

St. John’s House . 48 

St. Lake’s Hospital.45 

Tempemnce Association of Mate 

Nunes, Ltd.48 

The Retreat, York .. 45 

OFFICIAL NOTICES:— 

City of London Lvtng-ln Hospital. 4t 
London 8chool of Tropical Med... 44 
Queen Charlotte’s Lylng-ln Hoop. 44 
Royal College of Physicians of 
London .41 

PARTKIB8BIPS * PBAOTIOIS. U 

TUTORS ft LECTURERS r— 

Behnke . 44 

Medical Correspondence College. 44 

flchnelle—Stammering. 5 

Weymouth . 44 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


AKBULA1CCE8 — 

Daimler Company- 
Motor Ambulance* for hire .... 7 
8t. John Ambulance- 
Invalid Carriages... 8 

BOTTLE MERCHANTS r- 
Itaaos. 65 

CARRIAGES, MOTORS, fte. r- 

Armstrong—Liveries.55 

Beldam Tyre Co., Ltd.— 

Beldam Tyres. 6 

Singer A Co, Ltd.—Singer “10” 
Doctor’s Car . 7 

CHEMISTS ft DRUGGISTS r— 

Aik n A Hanburys— 

ByninAmara. 23 

Angier Chemical Co.— 

Angler’s Emulsion.20 

Anglo-Francn Drug Co.— 

Ambrine, Hcroopiasc, Ac.29 

AnUphlogtstlne.18 

Baittey A Watte- 

LlqncrOpll Sedatlvus .10 

Boots Pure Drug Co.— 

Chloramine-T.15 

Bristol-Myen Co.—Sal Hepatlca.. 39 

British Oxygen Co.—Oxygen.42 

Burroughs Wellcome A Co.- 

Tabloid Brand Products.27 

Christy a Co— 

Ulyco-ThymolJne. 19 

Ergoaploi.42 

Clement A Johnson— ** Yadll” 

Antiseptic. 17 

Cook A Co.—Asopso.Cover 11 

Crookes’ Laboratories— 

Collosols .24 

Etabilssements Poulenc Freres— | 

Stovaine . 13 

Fassett A Johnson—EmolKeleet. 12 
Fellows Medical Manfg. Co.— 

Fellows' Syrup. 12 

Ferbex Ltd.—Blenosan Capsules.. 41 

2 


CHEMISTS— (Continued). 

Gale A Co.—Sugonum, Ac.39 

Genatosan. Ltd — Panatogen...... 41 

fleppelle—Urodonal.35 

Hewlett A Son—Mist. Pepsln«Co. 

c. Blsmutho. Cover ii 

Hough, Hoscason A Cc.—Hydrion 42 
Lambert Pharmacal Co.— 

Llsterlne.11 

Maltine ManufacturlngCo.— 

Ureful Compounds .....25 

May A Baker—Bactopeptone ....11 
Moore A Co.—Lymm-Pure-Salt ..38 
Ncwbery A Sons— 

Pulvis Jacobi Ver.42 

New York Pharmaceutical Co.— 
Hayden’s Viburnum Compound 13 
Parke, Davis A Co —Adrenalin .. SO 
RaJnies A Co.- Sllngtr’s Nutnoit 

Supiositorles ... .42 

Richards A Sons— 

Antikamnia Tablets .32 

Baccbsrin Corporal lr □, Ltd.— 
Dlal-Clha, Llpolodine-Ciba, Ac.. 21 

Smith A Co.-Hall’s Wme.40 

8. P. Charges Co.— Sulphaqua.... 40 
Sniiire & Sons— 

Elix. Hypophysis Cereb., Elixir 

Colloid, Ac.Cover Iv 

Wilcox, Joseau A Co.—Arh6ol .... 40 
Willows, Francis. Butler A 
Thompson — Physiologically 

Tested Dri gs ..32 

DISINFECTANTS :— 

Condy’s Fluid. 6 

FOODS :- 
Allen A Hanburys— 

AllenbnryB Foods .22 

Benger’s fcooa . 14 

Blmtchley’s Diabetic Preparations 42 
Brand A Co.— Essence of Chicken 38 
British Milk Products Co.— 

Sanaphos.ii 

CaUard A Co.—Diabetic Foods .. 3e 


FOODS—(Continued). 

Carnrlck A Co.- 

Liquid Peptonoids.25 

Ch>mol Company— Chymol .31 

Fairchild Bros. A Foster— 

Panopepton . 26 

Fry’s Mailed Cocoa . Cover ill 

Pan Yan Pickle . 38 

Southall Bros. A Barclay— 

Vltafer . 38 

Valenttoe’s Meal-Juloe .. Cover ill 

VI Cocoa .38 

Wander, Ltd.-Ovaltine. 18 


FURNITURE, ftc.r— 

Carters—Furniture for Invalids 

and Hospital Supplies.38 

HOSPITALS (ISOLATION) 
Humphreys, Limited- 
Mobile Hospital BuildiDgs, Ac.. 9 

MED. ft 8URG. APPLIANCES 

Arnold A 8ons—New Patent 

Phonophore Stethoscopes .34 

Bailey A Son—Burlington Belt ..37 
Davis— Lukens Sterile Catgut 

with Dulox Needle. 6 

Davis A Geek— 

Sutures fit for Surgery. 8 

Down Bros —Bat ett and Fuller¬ 
ton’s Apparatus . 8 

Hogg A Son—Steam Vaporisers .. 55 
Holland—Patent Instep Supports 81 
Hough, Hoseason A Co.— , 

New Century Urethral Syringe. 42 
Medical Supply Association— 
Urevllllte Therapeutic Incan¬ 
descent Lamp . 34 

Mllliktn « Lawley— 

Osteology, Ac.Cover ill 

Norwich crape Co.— 

Norwich CrCpe Bandage.35 

Robinson A dons—uamgee Tissue 55 
St. Dalmas A Co.—Leicester 
Plaster-of-Parla Bandages.38 


MED. APPLIANCES— (Continued). 
Tlmpson A Co.- 

Reliable Ligatures. 7 

Zeal—Repello clinical Thermo¬ 
meter . 5 

OPTICIANS r- 
Bausch A Lomb Optical Oo.— 

Centrifuges. 5 

Watson A Sons, Ltd.—Microscopes 5 

SANITARY APPLIANCES, fte.r- 

Berkefeld Filter . 6 

STATIONERY, ftc,:- 
Anderson A Son- 
Doctors’ A/c Forms, Ac. .55 

TAILORS. BOOTMAKERS, fte. t- 

Burberrys—The Burberry . 3T 

Harry Hall—Service Drees.65 

Hobson A Sons—Officers’ Service 
Dress Outfits . 6 

▼AOOINX LYMPH t— 

Burgoyne, Burbldges A Co., Ltd.- 
pure and Reliable Glyoermated 

Calf Lymph. 8 

Chaumter's Calf Lympn.. 8 

WINES, BEER, SPIRITS, fte, r— 

Wood, Campbell A Co.— 

Touraine and Anjou Wines .... 39 

X-RAY, fte., APPARATUS r- 

Slemens Brothers A Co.—Sklaflx.. 10 

Storling Corporation — Sterling 
Portable High Frequency Violet 
Ray venerator . 35 


MISCELLANEOUS 

Dean, Edenbrldge— Goats’ Milk 

and Goats tor sale . 64 

No. 4tol, L.O.. Strand-Electro- 
therapeutical Apparatus wanted 54 
Pendock, Ashford— Chauffeuse .. 63 






























































































































































"P r- 


_ _ ^ L! ft,' TO M 10 W/ 

THE LANCET. 


No. 4894. 


LONDON^ SATURDAY, JUNE 1G, 1917. 


VoL oxoil 


CONTENTS. 

The whole of the literary matter in TBS LANCET it copyright. 


GOULST0NIAN LECTURES 

on Paratyphoid Infections. 
Delivered before the Boyal 
College of Physicians of 
London by Charles Hewitt 
MxLUKR,l£.D.Oamb., P. B.O.P. 
Load., Assistant Physician,- 
London Hospital; Physician, 
Victoria Hospital for Child¬ 
ren ; late Major (Temp.), 
R.A.M.O.—Lecture III.. . 901 


ORIGINAL ARTICLES. 

Amputations Considered from 
the Artificial Limb Point of 
View, By Thomas Open- 
SHaw, C.B., O.M.G., M.S. 
Durfcu, F.R.C.3.Bng., Lieut.- 
Col., B.A.M;C.; Consulting 
Burgeon, Baa tern Command ; 
Surgeon to the London 
Hospital . ...................905 

Henrasthenia In Soldiers of the 
Home Forces. By F. W. 
Burton-Fanning, M.D. 
Cantab.. F.R.O.P. Lend., 
Lieut. Col., B.A.M.C. (T.). 
(Report to the Medical 
Boses rch Committee.).......... 907 


Note on the Treatment of 
Neuritis. With Special Refer¬ 
ence to Sciatica. By 
Harrington 8ainbbury, 
M.D.Lond, F.R.C.P. Lond., 
Physician in Charge of Wards 
at the Bermondsey Military 
Hospital, Ladyw ell...............• 911 


Freud’s Psychology of the 
Unconscious. By W. H. B. 
Biters, M.D.Lond., F.B.C.P„ 
Loud., F.B.3., Temporary 
Captain, B.A.M 0.912 


Balvarsan and Intramine, with 
Reflections upon Chemo- 
Therapy. By J. B. B. 
MOOonagh, F.B C.S, Eng., 
Surgeon, London Look Hoc- 
pi tel, Ac. - •*.•••••«•»»•»»*•••••••....... 914 


■EDICAL SOCIETIES. 

Boyal Society of Medicine; 
Section op Medicine 
Tropical Diseases in the 
Bilkanlo Zone.. 916 

Ulster Medical Society....... 917 


reviews AND NOTICBS OF 
BOOKS. 

le Traitement des Plales In¬ 
fect 6 es. By A. Carrel and O. 

Dehelly.918 

The Treatment [of Infected 
Wounds. By A. Carrel and 
G. Dehelly. Translation by 
Herbert Child, Captain, 
R.A.M.C. (T.V.). With In¬ 
troduction by Sir Anthony A. 

Bowl by.. 918 

Treatment of Joint and Muscle 
Injuries. By W. Rowley 

Bristow, F.R.C.S.M.M...M..918 

The American Review of Tuber¬ 


culosis. Vol. I., No, 1.918 

Veterinary Beview.918 


Abstracts of Bacteriology, 

Vol. I., No. 1_918 


LEADING ARTICLES. 

The Readjustment op 
Civilian and Military 

Medical NP.bds.. 919 

Arrested Tuberculosis and 
After care Factories ........ 919 

Hospital Sunday, 1917.920 


ANNOTATIONS. 


The Croonlan Lectures.921 

War and Insanity: Lunacy 
and Mental Deficiency in 

1915.922 

The Battalion Medical Offloer... 922 


Royal Medical Benevolent 
Fund : An Emergency Appeal 923 
An Bskimo Deficiency Disease 923 

Technical Optics.923 

Chestnuts and Acorns In War 

Service.924 

The “ Index-Catalogue”924 
The Physiology of the Pre- and 
Post-Central and Parietal 

Convolutions .. 924 I 

ThG Metropolitan Water supply 925 


Urban Vital Statistics » 

Bngllsh and Welsh Towns.132 

Sootch Towns .. 952 

Irish Towns... -932 


SPECIAL ARTICLES. 
Ca n ada t The War Cripple* 
Accommodation and Voca¬ 
tional Training.926 

The Control of Venereal 
Diseases; Treatment of Vene¬ 
real Diseases In Belfast.— 

The American Journal of 

Syphilis..... 986 

A Monthly Record of Atmo¬ 
spheric pollution. — Com¬ 
mittee for the Investigation » 
of- Atmospheric Pollution: 
Summary of Reports for the 
Months ending Dec. 31st, 

1916, and Jan. 31st, 1917.. 932 

The Services ...... 933 


CORRESPONDENCE. 

War Emergency Fund of the 
Royal Medical Benevolent 
Fund (Dr. Samuel West, 

Col. Charters J. Symonds, 
A.M. 8 ., Major G. Newton. 

Pitt, R.A.M.O. (T.)). 927 

The Antiseptic “Flavine'' 
(Acrlflavtne) (Dr. O. H. 
Browning) ........................... 927 

The Lumleian Lectures and 
Medical Researoh (Dr. 

Alexander Morlson) .927 

Auricular Flutter Discovered 
by Radioscopy (Dr. Walker 

Overend). 929 

Curious Topographical Names.. 936 
Medical Baronetcies (Dr. S. D. 

Cllpplngdale). 936 

The Salicylic Treatment of 
Rheumatism (Dr. Richard 
Cannon).. 937 


THE WAR. 

The Casualty List 930 

Deaths among the Sons of 

Medical Man.. —930 

Mentioned in Despatches.930 

Foreign Decorations.. 930 

The Artist at the Front..... 930 

Hospital for Limbless 

Soldiers... 930 

Battalion Sanitary Standing 
Orders (Captain H. W. Bayly, 


t*./, j n.o.u.9., 

L.R.O.P.Lond.)...930 

Red Cross Gifts,-........ 932 


MEDICAL NEWS. 

Sidmouth. BospttaMer Disabled 

Officers. 906 

An American Bed Ortas 

Scheme..921 

The British Women’s Hospital 

Committee .. 921 

The late Dr. 0. E. Todd, of 

Adelaide--- 933 

University of London. . 933 

The Local Government Board 
of Ireland and Doctors of 


Military Age.933 

Centenarian.933 

Boyal College of Surgeons in 

Ireland --- r - 933 

The Dentists’ Rag ^ter .. , „ r r 933 

Death of the Inventor of the 

Simpson lamp .. P33 

Donations and Bequests.933 

Hospital Saturday In Belfast,-. 934 
Royal Sanitary Institute (90, 
Buckingham Palace * road, 

S.W)............934 

Benn Ulster Bye, Bar, and 

Throat Hospital, Bedfast.-.934 

National Dental Aid Fund-.— 934 


PARLIAMENT ART INTELLI¬ 
GENCE 

Notes on Current Topics 1 The 

Parliamentary Session..934 

House of Commons: American 
Medical Men in France.— 
Medical Re-examinations.— 
Sterilised Meat. — Exchange 
of Prisoners.—The Supply of 
Flavine.— Medical Examina¬ 
tions for the Army.—Health 
of Troops in Mesopotamia.— 

“ Manipulative " Surgery. — 
Medical Arrangements in 
Mesopotamia.. 934 


Appointments 935 

Vacancies. 936 

Births, Marriages, and Deaths^ 936 
Notes, Short Comments, 

Answers to Correspondents... 936 

Medloal Diary*........... $7 

Editorial Notices ......................937 

Manager’s Notices. . 937 

Books, Ac., received .938 

Meteorological Read Inga..938 
Acknowledgments of Oosun* 
nloationa received 938 


FOB INDEX TO ADVERTISEMENTS SEE PAGE’ 2. 


'Por “BABY WEEK " Arrangements see 

MATERNITY and CHILD WELFARE 

MONTHLY, ed. net. - - j - PER ANNUM, GSs Past Tree. 

CONTENTS FOR JUNE: 

National Baby Week: (1) The Problem of Infant Welfsre. By* Lady Cynthia Colville. (2) A Justification of Baby Week By Mrs 
Ajmxm-R. Barnes. (3) The Effect of Environment on Child Mortality. By Sir Arthur Nrwsholme.— My Chance of Growing Up — Atlas and 
Gaaettear of Maternity and Child Welfare.—Atlas.—Gazetteer.— Cartoon: John Bull Learns Why—A Great Indictment.—Annotations- A 
National Training School for District Midwives; The Great Disease Carrier.—The Common Perils of Childhood: (3) Tbe Fly peril CamDalim 
Reviewed ; Cremation the Only Cure. By Major G. Hurlstonk Hardy.— Training and Instruction.—National Baby Week.—Letters tSthe 

Editor : Is I —- -**-*»•• * - -- r>use of Infant Mortality? A Municipal Service of Midwivea.—Books and Jouraala^-Abstracts 

and'Notec- ■ " —Onestions and Armwers. 

JOHN SAkb ( - 

83. 86, 87, 89, A 91. GREAT TITCHFIBLD STREET, ** a* *■-*,.«* u w _ j. 


i 

















































Thu Lanont,] 


THE LANCET GENERAL ADVERTISER 


[June 16,1917 


INDEX 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


FAS1 

ARNOLD:— 

Sibley—Treatment of Disease* of 
tlio Sklo. Cover 1 

BAHJJERE, TINDALL ft 00X:- 

Blair Bell's Gynaecology .. Cover i 

Carrel ft Deholly—Treatment of 
Infected Wounds. Cover I 

Doyen — Burgical Therapeutics 
and Operative Technique . 7 

Pox—Physical Remedies for Dis¬ 
abled Soldiers. Cover 1 

Bayes—Intensive Treatment of 
Syphilis and Locomotor Ataxia 
by Aaehen Methods .... Cover 1 

BALK, BOOT ft DANLELSBON :- 

Maternity and Child Welfa-e .... 1 

C ABB ELL ft OC. r— 

Walker—Surgical Diseases and 
Injuries of the Gentto-Urinary 
Organs .. Cover 1 

DANIEL t— 

Rabagllatt—Inltls or Nutrition 
and Exercises . 4 


FISHER UNWIN- I 

Benson—Mr. Teddy . 6 j 

Forgan—.To'n Avencl . i, 

Forster—How to Become a D!s- : 

penscr. * | 

Thurston— Ehchantment . 6 

FROWDE aitd 

HODDER ft STOUGHTON 
Bristow—Treatment of Joint and 

Muscle Injuries. 7 

Jones—Injuries of Joints . . 7 


McCann—Cancer of the Womb: 

Its Svmptoms. Diagnosis, Pro- { 
gnosis, and Treatment .. Cover I ; 
Mackenzie. Sir .1.— Principles of 
Diagnosis and Treatment In 


Heart Affections . 7 j 

Nicoll—Dream Psychology. 7 

Nicoll—Dream Psychology Cover 1 
Pen hallow—Mil'tarv Surgery .. 7 

Porter—Elements of Hygiene and 

Public Health . 7 | 

Blvtero — Pneumothorax Treat¬ 
ment of Pulmonary Tuberculosis 7 
Stewart ft Evsnr—Nerve Injuries 

ard their Treatment. 7 

HILTON ft CO.:- 

Ghosh’s Materia Medics. 6 


PAS? 

KnCPTOW:— 


Roth—Notes on Military Ortho- 


LEWIB ft 00 r- 

C»rt,er—Elements of Practical 

Medicine . 8 

Cooper—Sexual Disabilities of 

Man. 3 

Davi dson— f ocallzatlon by X- Rays 

and Stereoscopy . S 

Delorme—War ^urgorv . 3 

Gould — Practitioner’s Medical 

Dictionary . 3 

Gould—A Pocket Medical Dic¬ 
tionary . 3 

Oliver—Studios in Blood Pressure, 

Physiological and Cltnlcal. 3 

Phillips — Amoebiasls and the 

Dysenteries . 8 

Bawling—Landmarks and Surface 
Markings of the Human Rodv .. 3 
Scott—Modern Medicine and Some 

Modern Remedies . 3 

Scott—The Road to a Healthy Old 

Age . 3 

Bhuttleworth and Potts—Men¬ 
tally-Deficient Children . 3 

Swanzy’s Handbook of Diseases of 


the Eye and their Treatment .. 3 


LONGMANS. GREEN ft 00. 

Watson - William*—Rhino logy 

Cover 1 


NXDIOAL PUBLISHING 00. r— 
Lane, Sir A.—Operative Treat- 
uses t or Fractnrea . 4 

SAUNDERS COMPANY?— 

Rtelwegon —Diseases of Skin Cover I 
The Medical Clinics of North 
America. 5 


UNIVERSITY PRESS, MAN¬ 
CHESTER :— 

Smith ft Pear—Shell Shock Cover 1 

WRIGHT ft SONS (Bmisror.) 

Index of Differential Diagnosis of 

Main Svmptoms .Cover I 

The Medical Annual, 1917 . 4 


MEDICAL LIBRARIES, fte.r- 

Baker— Books. 4 

Behnke—Stammering, Ac.. 4 

Evans’Journal. 18 

Ketley—Stammering. 4 

Matthews—Wood: Application of 
■Trusses to Hernia . 4 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


A8SI8TAN01E8. MEDICAL .51 

ASYLUMS, HOMES, ftc.t- 
Ashwood House, Klngswlnford ..46 

Bamwood House Hospital.46 

Blshopstone House, Bedford.45 

Bronton House, Lancaster.46 

Camberwell House, Peck ham- 

road .47 

Carcw Buildlrg. Bodmin.40 

Clarence Lodge, Clapham Park .. 45 
Ootthurst House School, Alderley ^ 

The.* *N ottl ngham.46 

Court Hall, Kenton, near Exetor. 49 
Dalrymple House, Rlckmans- 

worth .47 

Dartmoor Sanatorium .48 

David Lewis Colony, Alderley 

Sdm . 49 

Diff House, Banff . <8 

Edwards. Leeds.49 

General Manager. Craven-street.. 49 

Ghyllwoods Sanatorium .47 

Grove House. Church Stretton .. 46 
Grove. The, Catton, Norwich .... 46 
Haydock Lodge, Newton-le- 

WUlows.47 

Heigham Hall, Norwich ..46 

Homee for Inebriate Women ....47 

Littleton HaU^Brentwood.49 

London Fever Hospital.46 

Mailing Place, Kent .48 

Melbourne House, Leicester.47 

Mendlp Hills Sanatorium .48 


ASYLUMS—(Continued). 

Moat House, Tamworth .46 

Newmalns Retreat. Lanarkshire.. 48 

Nordrach-on-Dee. Banchory.48 

Northumberland House, Finsbury 

Park.45 

Northwoods House. Winterbourne 47 

No. 379, L.O., Strand. 49 

Peckham House .47 

Pendyffryn Hall Sanatorium, Nor- 

drach-ln Wales . 49 

Plympton House, Plympton.46 j 

Portsmouth Corporation Mental 

Hospital.49 

St. Andrew’s Hospital, North¬ 
ampton .46 

Shaftesbury House, Formby-by- 

the-Sea .47 

Springfield House Private Asylum, 

Bedford.45 

8 trotton House, Church Stretton. 48 
The Grange, near Rotherham .... 48 

Vale of Clwyd Sanatorium.48 

Warneford Asylum, Oxford ...... 45 

Wye House, Buxton .46 

FINANCIAL, &c.r— 

Equitable Reversionary Interest 
Society .45 

HEALTH RESORTS, BATHS, fto. t- 

Caterham Sanitarium . 49 

Droltwtch Brine Baths .49 

Smedley’s, Matlock. 49 


HOSPITAL, INFIRMARY, SANA¬ 
TORIUM, ftc., VACANCIES • 48-51 
HOUSE ft ESTATE AGENTS :- 

Davis, Crutched Friars .59 

Wright, Sharnbrook .62 

LIFE ft FIRE AS8URANOES. fte. 

Medical Sickness & Accident Soc. 36 

Pruden ttal . 43 

MEDICAL ACCOUNTANTS, Ae.:- 

Tnmer .62 

MEDICAL AGENTS :- 

Fleldhall. Limited .53 

Manchester Clerical, ftc.. Assoc.. 53 

Medical Agency.53 

Needes. J. C.53 

Peacock ft Hadley .......S3 

Turner. S3 

MEDICAL 8CH001S 

(Loir now A 

London School of Clinical Mod. .. 43 
St. Mary’s TTos. Medical School .. 43 
St. Thomns's Hos. Medical School 43 
West London Post-Graduate Coll. 43 

NURSES’ ASSOCIATIONS :- 

Co-operation of Temperance Male 

and Female Nurses.44 

Female Nurses Association .44 

General Nursing Association ....45 

Hospital for Sick Children.45: 

London Nurses’ Association.44' 


NURSES’ A8800. (Continue*). 
London Temperance Nurses Co¬ 
operation . 45 

Mental Nurses Association .44 

Mental Nnrses' Co-operation.45 

New Mental Nurses’ Co-operatton 45 

Nurses’ Association . 45 

Nurses’ Co-operation .45 

Registered Nurses’Society .45 

8 t. John's House . 44 

St. Luke’s Hospital. 44 

Temperance Association of Male 

Nurses, Ltd.44 

The Retreat, York .44 

OFFICIAL NOTICES :- 
City of London Lylngdn HcspltM 45 
Dr. Jessie Macgregor Prize for 

Medical Scienco . 43 

Guy’s Hospital. 43 

Incorporated Society of Trained 

Masseuses . 43 

London School of Tropical Med... 43 
Queen Charlotte’s Lvfng-ln Hosp. 43 
Royal College of Physicians of 

London . 43 

York-road General Lying in Hoe., 43 

PARTNERSHIPS ft PRACTICES. 51 

RAILWAY ft STEAMSHIP 00. 8. 

Royal Mail Steam Packet Co.44 

TUTORS ft LECTURERS :— 

Weymouth . 43 


TRADE AND MISCELLANEOUS ADVERTISEMENTS. 


AMBULANCES r— 

St. John Ambulance— 
Invalid Carriages. 

BOTTLE MERCHANTS r- 
Iaeaes.. 


CARRIAGES, MOTORS, fte. r- 

Armstrong—LI veriea. 

Beldam Tyre Co., Ltd.— 

Beldam Tyres. 

Offord ft Sons—Ford Cars ... 
Singer ft Co., Ltd.—Singer ’ 
Doctor's Car . 


- 6 

‘ 10 ” 


UHKHISTS ft DRUGGISTS t- 

Allen ft Hanbur> s— 

Azoule Pituitarin, ftc.20 

Bynogen.21 

Byno Chrismol, Ac.19 

Allenburys Castor Oil .. 38 

Anglo-French Drag Co.— 

RhdsntJne, Hemoplase, Ac.27 

Battler ft Watts— 

Battley’s Liquors. 32 

Boots Pure Drug Co.— 

Chloramlne-T.12 

British Organotherapy Co., Ltd.— 

Lymphoid Compound . 11 

British Oxygen Co.- Oxygen. 38 

Browning ft Co.— Semprolin Emul¬ 
sion with Iron. Cover iii 

Burroughs Wellcome ft Co.— 

Kharslvan. Ac. 25 

Christy A Co.—Ergoaplol. 40 

Clay, Paget ft Co.—Giyoolactoptaos 3k 
Duncan, Flockhart A Co.— 

Tuberculins, Vaccines . 15 

Evans Sons I.esclier ft Webb— 


CHEMISTS—(Continued). 

Hoffmann-La Roche Chemical | 

Works— dmnepon.. 2* , 

Hogg A Son— Protein Nerve Food 52 1 
Howards’ Pure Bicarbonate of 

Soda. Cover lv 

Hudson’s Eumenthol Chemical | 

Co.—Eumenthol Tooth Powder. 3P | 

Humphrey Taylor A Co.— 

Junora. Cover 111 

Maltlne Manufacturing Co.— I 

Maltine with Plios. Iron, I 

Quin la, and Strvehnia, Ac .. 25 
Martindale— Amyl Nitrite Cap¬ 
sules, Sterulos. Ac. 2? 1 

May A Raker—Novarsenoblllon ..11 

MonleyA .lames—Baetoroi .3' | 

Martens—Adrenaline Clin, Enosol ?f > 
Moore A Co.—LymnvPure-Salt ..37 
Parke, DavlB ft Co.— 

Pituitrin, Hyosclne, Ac.17 

Price’s Patent Candle Co., Ltd.— 

1 ^rice’s Night Lights.39 

Ratines A Co.—BUrigor's Nutriect 

Suppositories . 37 

Richards A Sons— 

Lactopeptlnc .30 

TLdman’s Sea Salt ..38 

Wilcox, Jozeaa A Co.— 

Nativelle’s Crystallised Dlgi- 

tallne. 40 

Riodino. 40 

DISINFECTANTS 

Condi’s Fluid... 8 

Evans Sons Lescher A Webb— 

Lysoi Evans.18 

Jeyes’ Sanitary Compounds Co — 

Jeyes’ Fluid, Ac.Cover ii 

Quibell Bros.- Kerol. 41 


fOODS— (Continued). 

Freemans Devonshire Custard..., 

Glaxo . 

Hommel’s Haematogen . 

Valentino's Meat-Juice . 

Van Houten’s Cocoa. 

Vitaiuogen Ltd.—Vltamogen .... 

FURNITURE, fto.r- 

Carters—Furniture for Invalids 
aud Hospital Supplies. 

HOSPITALS (ISOLATION) 

Humphreys. Limited- 
Mobile Hospital Buildings, Ac.. 

MED. ft BURG. APPLIANCES s- 

Bailey ft Son- 

Invalid Carriages and Chairs 

for Wounded Soldiers. 

Davis—Lukens Sterile Catgut 

with Dulox Needle. 

Davis ft Geek- 

Sutures fit for Surgery. 

Down Bros.—Ba»ett and Fuller¬ 
ton’s Apparatus .. 

Hoefftcke— 

Extension Appliances. 

Leslies, Ltd.— 

Leslies’ Zopla. Cover 

Mllilkln A Lawley— 

Osteology, ftc. 

, Murton—Drop Wrist Appliance.. 

! Kobtnson A Sons—uanigoe Tissue 
I Seabury A Johnson— 

Mead’s Rubber Adhesive Plaster 
Tlmpaon A Co.— 

Reliable Ligatures . 

Whlteluw — 

wrist Drop ApoP— 


hvra, Vaccines. Tuberculins, Ac. 18 , 

Fletcher, Fletcher A Co.- Vibrona 2 * j FWJDo: 

Ferber Ltd.— Blenoean Capsules.. 41 ] Aylesbury Dalr: - » — 

Uaie ft Co.— Sugonum, Ac.40 

Heppells— 

Orodonal, JuV'nL (ih- It 

Hewlett A bon- 

Llg. Hartal Flav. 0 . Burim et 
Cubtba . 38 


_ _ 37 

iv r’s Food .13 

Ilia onlay’- Dlaoettc Preparations 37 
Oar rick ft Co — 

iiicuid Peotonolds. 2S 

Dry Feptonoids.2i 


1 

MINERAL WATERS, fte. 

Vichy C&les tins . 54 

0PT10IANB !— 

Wat sou A Sc ns. Ltd.— Microscope s 42 


SANITARY APPLIAN0S8, fte. 

Slack ft Brownlow— 

Brownlow Filter . 33 

STATIONERY, fto.t- 

Anderson ft Son— 

Doctorw’ A7c Forms, ftc.62 

Mable, Todd ft Co.— 

Swan Fountpens . 8 

STOVES, fto.:— 

British Commercial Gas Associa¬ 
tion-Gas-firing .10 

TAILORS, BOOTMAKERS, fte. 

Dowle ft Marshall— 

Hygieoic Bootmakers .42 

Evans A Co.— 

Service Uniforms, ftc.42 

Harry Hall — Service Dress 

K.A.M.C. and Navy.62 

Hobson ft Sons—Officers’ Service 
Dress Outfits . 6 

VAOOINE LYMPH :- 

Chanmler’s Call Lymph. 6 

Kenner’s Calf Lymph Establish¬ 
ment . 8 

WINES, BEER, SPIRITS, fte* r— 

Humphrey Taylor ft Co.— 

” G. B.” DlabeteB Whisky Covor ill 

X-RAY, Ac., APPARATUS:— 

Medical Supply Association - 

Grovllle’** I --1 =• 1 -1 i iu 1 ■: r,> 


MISCELLANEOUS :— 

National Health 8orlety— Edu- 

c-aicd Women wauled .51 

No. is?. L.O., Strand- 

Lady Secretary or Cle.k . 51 

Nurse, Red Lion squato .51 

Kb herdaou — Casu of Surgical 
Instruments . 52 

























































































































































DK. D. £>, rAinoniLu. 

X 5 UNTOW IOW* 


THE LANC 


E^. 


r-^f 
# ' .> • 


IT' v/ 


No. 4895. 


LONDON, SATURDAY, JUNE 28,1917. 


=7*= 


VoL OXOIL 


CONTENTS. 

The whole of the literary matter in THE LANCET it copyright. 


A LECTURE on the Treatment 
of War Wounds. Supple* 
mooted by Additional Matter 
mating to Antiseptics and 
the Method of Carrel. By 
Colonel Sir Almboth B. 
Wright, M.D., O.B., F.B.S., 
A Consultant Physician to 
the British Army in France. 
—(IUmstrated).., .. 


OXKSXHAL ARTICLES. 

Masks for Faolal Wounds. By 
Francis Dkrwrbt Wood, 
AJLA., R.S.B.8., Lieutenant, 
G.8., attached 3rd London 
General Hospital, Hoy si Army 
Medical Corps (T.), Wands¬ 
worth, 8.W.— (Illustrated) . 

Albuminuria In the Trenches. 
By H. B. F. Dixon, M.B., 
B.Cb., B.A.O.Dub., Military 
Cross; Captain, Boyal Army 
Medieal Corps (T.F.)..__ 

A Universal Arm-splint. By 
Gbo. Bwabt Wilson, M.B. 
Tor., F.R.C.B.Hng., Captain, 
Canadian [Army Medical 
Corps.— (IUwtraUd) .. 

Temporary “ Pilons.” By Dr. 
A. H. Bizarro, Late Interne 
of the Lisbon Hospitals; 
Assistant Surgeon to Welsh 
Metropolitan War Hospital, 
Whitchurch, near Cardiff.— 
(Hhutrated) .. 

A Cam of Pharyngeal Diver¬ 
ticulum. By James McClure, 
MJLGlasg., F.B.C.3. Bng., 
Assistant Surgeon, London 

* Temperance Hospital.— 
(Illustrated) ................. 

The Development of Trained 
Hurting in France. By B. 
Montizambrrt.. 


MEDICAL SOCIETIES. 
Royal Sootere op Medicine : 
Bhotion op Ophthalmo¬ 
logy i — Discussion on the 
Btlology and Treatment of 
Iritis.............. 


RBY1BWB AMD NOTICES OF 
BOOKS. 

On Ohosatlon, with a Chapter 
on Belief. By Charles A. 
Merrier, M.D.. F.B.C.P., 

F.B.C.8.... 958 

Rotes on Military Orthopaedics- 
By Sir Robert Jones, O.B., 
F.B.C.S.Bdin., Ac., Colonel, 

, A.M.S.968 

Traltement et Restauratlon dee 
Ldsions dee Nerfs. By Mdme. 
Athanasalo-Beaiaty .. 958 


CORRESPONDENCE. 

War Bmergency Fund of the 
Boyal Medical Benevolent 
Fund <8ir Frederick Taylor, 
Bart., 81r W. Watson Oheyne, 
Bart., Surgeon-General W. H. 
Norman, R N., Director- 
General Sir Alfred H. Keogh, 
A.M.S., Sir William Osier. 
Bart., Sir Thomas Clifford 
Allbutt, Sir John Tweedy). .. 964 

Bdneation of the Left Hand 
of Disabled Sailors and 
Soldiers (Major HI win H. 
Nash, B.A.M.C.). — (/Bus- j 
traUd) .964 


949 


951 


963 


964 


956 


971 


TOO 


NEW INVEN T I ONS. 

The Luo Quartz Glass Syringe. 
’**(2UMtfQkd).tHina(M4<>iiM.N.t 968 

LEADING ARTICLES. 

The Treatment op Septic 
Wound* -.-.....-969 

Depopulation and the 
Endowment of Mother¬ 
hood 960 

ANNOTATIONS. 

The Oroonian Lectures.. 961 

Incidence of Infectious Disease 
in 1916 ....................... 961 

The Factors of Cardiac Irrita¬ 
bility . 962 

Public Health Work for 
Women. 962 

Neurasthenia in Soldiers ......... 982 

Industrial Accident Mortality 
in America..963 

The Work of Asylums in 
Egypt................ 963 

A Standard of Cleanliness .,.. m 965 

INDEX NOTICE. 

The Lanoet, Vol. I., 1917....... 970 

Thk Services ...970 

Urban Vital Statistics i 
English and Welsh Towns.... 973 

Bootch Towns.. 973 

Irish Towns........;. 973 


The Lumlelan Lectures and 
Medical Research (Sir John 
F. H. Broad bent, Bart.).965 

The Use of Polyvalent Vaccines 
in Dysentery (Mr. Philip H. 
Roes, Captain W. H. Kauntze. 
W.A.M 8.) .965 

The Population of Asylums for 
the Insane (Dr. B. H. 
Steen). 966 

Iij£rudlng Ante.977 


THE WAR. 

The OMoalty List. 966 

Casualties among the Sons of 

Medical Men.. 966 

The Remuneration of the Medi¬ 
cal Staffs of V.A.D. Hospitals 966 
Middlesex Hospital Mobilisa¬ 
tion Centre. 958 

Hospital Ships on the Tigris.— 

(IUurtrcUed) . 968 

Cerebro spinal Fever In con¬ 
nexion with the War.. 968 

The Honours List. 969 

Gifts of Ambulance Wagons...,. 970 


Obituary op the Wab t 


Percy Bast Lones, M.R.O S. 
Bng., Captain, Boyal Army 
Medical Corps. — (With 

Portrait ).967 

Frederick Hunton. M.D., 
B.S.Durb., Captain, Royal 
Army Medical Oorps.— 

( With Portrait) .967 

Percy Herbert Bnrton, 
M.R.OS. Bng., Captain, 
Royal Army Medical Corps. 

—< With Portrait ). 967 

Charles By ley, MB.C.S. 

Bng , B.P H. f Major, Royal 
Army Medical Oorps.— 

(With Portrait) .067 


FOB INDEX TO ADVERTISEMENTS SEE PAGE 


MEDICAL NEWS. 

Donation to Dundee Boyal 

Infirmary .. 967 

The late Dr. Winslow Ander¬ 
son.957 

The National Baby Week.960 

Irish Medical Association.. 966 


Boyal College of Surgeons of 
England: Diplomas and 
Licences conferred........... 972 

Boyal Medical Benevolent 

Fund. 973 

Conferenow on Tsnerssl; 
Diseasea................ . .... 973 

Society for the Study of 

Inebriety..........973 

Boyal Victoria Hospital, Bel¬ 
fast. 973 

Red Cross Gifts .. 973 

Boyal Medical Benevolent 

Fund of Ireland.. 973 

South London Hospital for 

Women.... 973 

Donation* and Bequest*........ 973 


PARLIAMENTARY INTELLI¬ 
GENCE. 

Notes on Current Topics: 
Report of Mesopotamia Com¬ 
mission.— Chemistry at Hdln- 
b-irgh University.... 974 

House of Commons: Treatment 
ox Shell Shock. — Repatria¬ 
tion of Incapacitated 
Prisoners.— Pensions for 
Officers and Nurses —Medical, 

Re-examinations. — Royal 
Army Medical Corps Officers. 
Training Centre. — Promo¬ 
tions of Royal Army Medieal 
Corps Officers. — Med ioal 
Students and Military Ser¬ 
vice. — The Case of Dr. J. C. 
M'Callum.—American Medi¬ 
cal Men. — Surgical Aid In 
Air Balds. — A Ministry of 
Health ... 974 


Appointments......-...... 975 

Vacancies 

•••SSStMSSMSSlMM . 975 

Births, Ma r riag es, and Deaths.. 976 
Books, Ac., received ........... 976 

Notes, Short Comments, 

Answers to Correspondents.. 976 

Medical Diary....9i7 

Editorial Notices.................. 977 

Manager’s Notices.. 978 

Meteorological Readings....... 978 

Acknowledgments of Commu¬ 
nications reoelved.. 973 

2 . 


JOHN BALE, SONS & DANIELSS0N, LTD., 

PRINTERS, PUBLISHERS, PROCESS ENGRAVERS, 

Have Always in Stock the following CHARTS, &c.:— 

Blood Pressure—Diet— Infant Weight—Perimeter—Temperature Case Record—Dysentery—Medical 
Officers of Health — Sanatorium — Tuberculin — Urine Analysis — Clinical Figures — Medical 
Certificates—First-Aid Anatomical Diag^ms—Manikins—Record Cards for Use in Welfare 
Centres —Medical and Dental Case and L Cards—School Dental Clinic Cards, Ao M &c* 

83-91, GT. TITOHFIELD STREET, OXFORD STREEtT LONDON, W. 

















































ADVERTISER 


[June 23,1917 


INDEX 


mi 

BAHUESX, TDfDALL ft OOX:— 

1 

Frojer^Surgi^i Diseases of the 

Urinary Omni. Cover 1 

Gardner—Manual of Surgical 

Anaesthesia.■••••• Cover 1 

Loekhart-Mummery—Direases of 

the Colon and their Surgical 
Treatment.Cover 1 

BAUr, BOVS ft DANULBSON t- 

Charts, Ac. ..... 1 

Worth—Squ Int: it* Causes, Patho- 
logy and Treatment.Cover i 

OHUKOHUL, J. ft A.! - 

Hare— Alcoholism: Its Clinical 
Aspects and Treatment.. Cover 
Hull- Surgerv In War .... Cover 
Ijolean—!Sanitation In War Cover I 


MEDICAL AND OTHER BOOKS AND PUBLICATIONS ^ 

VISBST A 00. t— 

Romer and Creasy—Bon^ettlng 
and the Treatment of Painful 


Nutrition 


DANIEL 

Babagllatl—Inltls or 
and Exercises . 

FROWDE awd 

HODDER A STOUGHTON s— 
Waring— Surgical Diseases of the 
Gall Bladder, Bile Ducts, and 

Liver... 

Waring- Manual of Operative 
Surgery... 

LEWIS A 00 r- 
Blnnle — Manual of Operative 

Surgery . ••over 

Dawson— The Causation of Sex In 

Mftn . Cover 

Elliot—Glaucoma. Cover 

Emery—Clinical Bacteriology and 

Haematologv. . 

Emery— Immunity and Specific 
Therapy.Cover 


mi 

LEWIE ft 00 .—<Continued). 
H'nahelwood—Congenital Word- 

Blindness .. Cove' 1 

Moullln—Enlargement of Pror 

tat« ... .• ••• cover 1 

Moullln—The Biology of Tumours 

Cover 1 

LONGMANS, GREEN ft 00. 

Kidd—Common Diseases of the 

Male Urethra.Cover 

Kidd— U rinary Surgery.. 1 

MACMILLAN ft 00.- 

New System of Gynaecology ...... 5 

Tnbby — Deformities, Including 
Diseases of the Bones and 
Joints . Cover 

medical PUBLISHING 00. :— 
i Lane, Sir A-Operative Ties* 

1 ment of Fractures . 


Jolnta 


, Cover I 


UNIVERSITY PRSS8, MAN- 

Smith A Pear—SheU Shock Cover 1 

WRIGHT ft SONS (Bristol):— 

The Medical Annual, 1917 .. I 


MEDICAL LIBRARIES, fte.r- 

Baker—Books. 8 

Behnke—Stammering, Lisping, A 

Cleft Palate 8 peech . * 

Ketley—Stammering. 4 

Matthews— Wood: Application of 
Trusses to Hernia. 8 


A 88 DBTAVCIES, MEDICAL .49 

ASYLUMS, HOMES, fte. i- 
Ashwoed House, Klngswlnfoid .. J? 

Kern wood House Hospital ...«5 

BlshopstoneHouse, Bedford...... « 

Brunson House. Lancaster.4€ 

Camberwell House, Peokham- 

road. 44 

Carew Bulldlrg, Bodmin.“ 

meadle Royal .43 

Clarence Lodge, ClaDham Park .. 42 
Colthurat House School, Alderloy ^ 

^5oe',’The,‘Nottingham!!!!!!!! 43 
^jdrymple House, Rickmans- 

worth ... •••• 46 

David Lewis Colony, Alderley ^ 

Doff Souse! Banff .4# 

Edwards. Leeds^. ••••••.• • J7 

General Manager. Craven-street.. 47 

AhyDwoodsSanatorium ..46 

Grove House, Church Stretton .. « 
Grove,The, Cation, Norwich .... 46 

Waalemere Nursing Home.47 

Havdook Lodge, Newton-le- 


OFFICIAL AND GENERAL ANNOUNCEMENTS 

urrivi«i- --_ NURSES’ ASSOCIATIONS r- 

Co-op«ration of Temperaaee Male 

and Female Nurses.41 

Female Nurses Association ...... 41 

General Nursing Association .... 4g 

Hospital for Sick Children.41 


ASYLUMS-^Continued). 

Nordrach-on-Dee. Banchory ...... 4fl 

Northumberland House, Finsbury 

Park . w 

North wood s House, Winterbourne 44 

No. 379, L.O., ..J" 

No. 391, L.O.. Rtrand ........JT 

Otto House, West Kensington.... J2 

Peckham House . w 

Pendyffryn Hall Sanatorium, Nor- 
draeh-in-Wales .46 


HOUSE ft ESTATE AGENTS r— 

Bedford A Co., Wigmoye-street .. 50 
Chesterton A Sons, Kensington 

High street. . jw 

Davis. Crutched Friars ... ....... 6 ° 

Ell loti. Son A Boyton, Vere* 

street .... 

Holmes, MortImor street . 

Ley Clark. Wlmpole-street .w 

No. 400, L.O.. Strand .. 

Verity, Strand . 


drach-m-waies ... jz\ *-- 

Plympton House, Plympton ,.. .45 r rrR & pjRE ASSURANCES, fte. s- 
Pqrtsmouth Corporation Mental National Provident InsUtutlon *7 


Heftffham Hall,Norwich . 43 

Homes for Inebriate Women « 

Tjtttleton Hall, Brentwood.47 

London Fever Hoapltal. w 

Mailing Place, Kent .43 

Melbourne House, Leicester.46 

Mendlp Hills Sanatorium .JR 

Moat House, Tamworfch .......... 46 

New ma ins Retreat. Lanarkshire.. 46 
Hew Sanghton Hall, Polton, Mid- 


R^nl P Eariswood ‘ institution for Prudential 

odrew^ Holpiui,' • North- * MWO41 AOOOUHTATO, 

St^Qeorge'. Retreat,Burges. Hill « , Affirm — 

Springfield House Private Asylum, | MEDICAL AGNHOT. 


S^lngfleld House Private Asyium, ^ j 

Stretton Homo, Churcli 8 trettonl 46 
The Grange, near Rotherham .... . 

Vale of Clwyd Sanatorium.46 

Warneford Asylum, Oxford .•* i 

Wye House, Buxton . 

FINANCIAL, ftc.r- 
Equitable Reversionary Interest ^ j 

HEALTH RESORTS, BATHS, fte.!- 

Alexandra Therapeutic Institute. 

Caterham Sanitarium ..Jo 

Droltwloh Brine Baths .JJ . 

Smedley's, Matlock.48 J 

HOSPITAL, INFIRMAR Y, SA NA- 
TORIUM, &o., VACANCIES-• 47-49 


Fteldhall,Limited ..•••81 

Manchester Clerical, Ac., Assocla- 

tion .I] 

Medical Agency.gj 

Needes, J. C. .. 

Peacock A Hadley .51 

Turner. 61 


MEDICAL SCH00181— 

(Lotoow.) 

Loudon (Royal Free Hospital) 
8 chool of Medicine for Women 40 
London School of Clinical Meal- ^ 

Bt !* 11 Vary’s’“Hospital Meidloai ^ 

W* 8 t°°London Post Graduate _ 


College 


London Nurses' Association.41 

London Temperance Nurses Co¬ 
operation . 41 

Male Nurses Temperance Co-ope¬ 
ration . 40 

Mental Nurses Association .41 

Mental Nurses' Co-OT>*ratl«D.41 

Misses Strongwlck'a Nursing 

Agency .41 

Nurses’ Association .49 

Nurses’ Co-operation ............ 42 

St. John's House .41. 

St. Luke’s Hospital.42 

Temperance Association of Male 

Nurses, Ltd.41 

The Retreat, York . 41 

OFFICIAL NOTICES t— 

City of London Lylng-ln Hos¬ 
pital .40 

London School of Tropioal Medi¬ 
cine . 40 

Medico Psychological Association 
of Great Britain and Ireland .. 40 
Queen Charlotte’s Lylng-ln Hos¬ 
pital .40 

PARTNERSHIPS ft PRACTICES. 49 

TUTORS ft LECTURERS r- 
Medtcal Correspondence College. 40 

Bchnelle—Stammering. 4 

Weymouth .. 40 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


AMBULANCES r 
Dalmler Company— 

Motor Ambulances for hire .... o 
Bt. John Ambulance— . 

Invalid Carriages. 4 

BOTTLE MERCHANTS:— 


■ 39 


CHEMISTS—(Continued). 


CARRIAGES, MOTORS, fte. I- 

Armsfcrong— 

Chauffeurs’, Coachmen’s, Foot- 

men’s Liveries .. 60 

Beldam TyTe Co., Ltd.— 

Bulldog Tyres .. 4 

ginger A Co, Ltd.-Slnger “10” 
Doctor's Car . 6 

OHKMIBTS ft DRUGGISTS:— 

Allen A Fanburys- 

Hyposol Ampoule-Syringe.24 

Hyposol Salvarsan, Ac. 

Byno Cascade .. 25 

Angler Chemical Co.— 

Angler’s Emulsion. 17 

Anglo-Frencb Drug Co.— 

Cuprase, Rlieantine, SupsalvB, ^ 

lodog’noY*..Cover II 

Antlphloglrtlne.25 

Battley A Watts— 

Liquor Opil Sedatlvus .10 

Rente Pure Drug Oo — 

Chloramine-T. 15 

Chloramlne-T Gauze. 16 

Bristol-Myers Co.— 

Sal Hepatica. 

British O^veD Co.—Oxygen.38 

Burroughs Wellcome A Co.— 

Tabloid Brand Aspirin.29 

Tabloid Brsnd Boxamino .29 

Carnrick (G. W.) Co.— 

Hormotone . 31 

Christy A Co.— „ 

Glyoo-Thymollne..« 

KnroADlot .. w 

Clement A Johnson—“YadU” 

A ntiseptic. 21 

Crookes’ Laboratories— 

Collosols.. ••....•••• Cover iv 

RtabMieements Poulenc Freree— 
Stovaine . 15 

2 


Fellows Medical Manfg. Co.— 

Fellows* Syrup . 11 

Ferber Ltd.— __ 

Blenov&n Capsules..... 

Gate A Co.—Sugonum, Ac. oo 

Genatosan. Ltd —Sanatogen.56 

HeDoells— Urodonal. 19 

Hewlett A Son— , 

Mist. HepaUcaConc. . .« 

Howards A Sons Ltd.—Aspirin .. 56 
Lambert Pharmacal Co.— 

Llsterine . 8 

Macfarlan A Co — 

Anwstbetlc Ether...* 

Maltlne Manufacturing Co.— 

Maltine with Phos. Iron, 

Qulnia, and Strychnia. 23 

Maltlne with Iron .Z7 

Mertens—Elect rargol 
Moore A Co.. Ltd — 

Lyram-Pure-Salt . 00 

Newbery A Sons— 

Pul vis Jacobi Ver...3® 

New York Pharmaceutical Co.— 
Hayden’s Viburnum Compound 10 
Parke, Davi« A Co.— 

Cholelith Pi LI. 88 

Ralraes A Co.—Bllngeris Nutrient 

Supposltorlee . 

Richards A Sons- 

a n tlkamnl a Tablets _ 

A Codeine Tablets. 62 

Alcresta Tablets of Ipecac.15 

Baccharin Corporation, Ltd.— 

Lipolodine-Ciba.. 

8 . P. Charges Co.— 

Sulphaqua .. 

Soap . * 7 

Wander, LtcL-Malt Extract with 

Paraffin. 14 

Wilcox, J oseau A Co.— 

A. rlifeol••• «»•••••••••»*•»••••••••• * 

Willows,* "Francis. Butler A 
Thompson — Physiologically 
‘ Drugs 


POODS — 

Banger’s Food . 

Bishop—Bovinine .. 

Blatchley’s Dlabettc Prepar*«ons 


. 36 


Tested Dregs : . - . - 

Zimmermann A Co.—Subitol 

DISINFECTANTS 

Goody’s Fluid.. 

Sanltas Co — 

Sanltas Fluid, Ac. 


Cover 111 

Brand A Co.— 

Meat Juice . 

Callard A Co.— 

Diabetic Foods.34 

Carnrick A Co.— „ 

Liquid Peptonolds.27 

Dry Peptonolds..-..— 

Freemans Real Turtle Extract .. 38 

Fry’s Malted Cocoa .Cover 111 

Psn Yan Pickle .. 

Southall Bros. A Barclay— 
vitsfer Chocolate . 

ThewvNooker A Gllbey, Ltil.— 

Malted Milk ..“J 

Valentine’s Meat-Juloo .« 

Vi-Cocoa .4® 

FURNITURE, fto.t- 

Ca j^mlture for Invalids and 
Hospital Supplies. 6 


ia 


HOSPITALS (ISOLATION) 

sc., h 

MED. ft BURG. APPLIANCES :— 

Bailey A Son— , . 

Operation Tables and Steri¬ 
lizers .••••••••!•••• 

Davis— Lukens Sterile Catgut 

with Dulox Needle,..... 4 

Davis A Geek— 

Sutures fit for Surgery.••••; M 

Holland A Son—Patent Foot 

Appliauces . 38 

MUlikin A Lawley— 

Osteology. Ac .. 

Norwich Crape Co.— 

Norwich CrPpe Bandage. 

Robinson A Sons— 

Gamgee Tissue. 

Timpson A Co.— 

Reliable Ligatures .38 

Zeal—Repello clinical Thermo¬ 
meter: ... 


MINERAL WATERS, fte.r- 

H ^ratJd n £ime-Water.38 

OPTICIANS ;- 

Watson A Sons, Ltd.— Mleroeoopes 8 
SANITARY APFLIANOXB, fte.r- 

Brown, Boveri A Co., Ltd.— 

A-S Refrigerating Machines 

Cover 11 

STATIONERY, fto.:- 
Anderson A Son- 
Doctors’ A7c Forms, Ac. .60 

TAILORS, BOOTMAKERS, fte.r- 

Burberrys— 

The Burberry. 9 

Burberry 8 ervice Drdks . 9 

Harry Hall — Service Dross 
R.A.M.C. and Navy .60 

TYPEWRITING, fte. r— 

Taylor’s Typewriters.. 6 

VACCINE LYMPH r- 
Chaumier’s Calf Lymph. 39 

WINES, BEER, SPIRITS, fte..— 

Wood, Campbell A Co.— 

Touraine and Anjou Wines 

Cover 111 

X-RAY, fto., APPARATUS.— 

Medical Supply Association— 
Grevllllte Improved Diathermy 

Apparatus . 6 

Sterling Corporation — Sterling 
High Frequency Generator .... B 


-Edu- 


MISOELLANEOUS .— 

National Health Society— 

cated Women wanted. vb 

Nurse. Forest Hill—Ce.tillcated 

Nurse and Dispenser.49 

Nurso, Red Lion square .48 

Richardson — Case of Surgical 

Instruments .60 

Verity, Strand—Lady Superinten¬ 
dent .48 








































































































































































DR. D. s. hAiKunuju 

THE 




No. 4896. LONDON, SATURDAY, JUNE 30, 1917. VoL OXOU. 


CONTENTS. 

The whole of the literary matter in THE LANCET ii copyright . 


THE CAVENDISH LECTURE 
on A Day* Work. Delivered 
before the West London 
Medloo-Ohirurglcal Society 
on June 22nd, 1917, by 
Andrew Maophael, B.A, 
M.D., M.R.C.S., Captain, 
C anadian Army Medical 
Oorpe; Frofessof of the 
History of Medicine, McGill 
University, Montreal ......... 

REFLECTIONS on the Limi¬ 
tations of Vaccine Treat¬ 
ment. By Robert J. 
Rowlkite, M D. Dub., 
F.R.C.F. Irel., Senior Phy¬ 
sician to Jervis-street Hos¬ 
pital, Dublin 

ORIGINAL ARTICLES. 

A Variety of War Heart which 
calls for Treatment by Com¬ 
plete Seet. By Archibald 
ST Gabrod, O.M.G., M.D. 
Oxon., F.R.8L, Colonel, 
Army Medical 8errio©...,..... 

An Analysis of Cases of Tetanus 
treated In Home Military 
Hospitals during August, 
September, and part of 
October, 1916. By Sir David 
Bbuof, , C.B., F.E.8., 

F.B.C.P., Surgeon-General, 
Army Medical Service. — 
(IUustrated) . 

The Detection of Entavrutba 
Histolytica and its Cysts: 
Notes on the Technique for 
Conducting Examinations 
of Human Faces. By A. O. 
Inman, M.A., M.B., B.Ch. 
Oxon., Temp. Honorary 
Captain, Royal Army Medi¬ 
cal Corps. 

The Treatment of “Trench 
Rheumatism M and Allied 
Conditions by Colloidal Sul¬ 
phur. By John D. Com rue, 
M.A., B.Sc., M.D., F.R.C.P. 
Bdln., Major, Royal Army 
Medical Corps, (f.). 

The Effect of Vaccinia on the 
Well being of Children as 
Judged by their Reaction to 
Subsequent Infections. By 
J. Parian e K inloch, M.D. 
Gl&sg-, Lecturer in Public 
Health, University of Aber- 


979 


964 


966 


986 


990 


Ultra-Violet Radiation : A 
Spectroscopic Investigation 
of Some Sources of Ultra- 
Violet Radiation in Relation 
to Treatment by Ultra- Violet 
Rays. By Charles A. 

SCHUNCK, F.C.3. 

Zinc Waters—Their Potability 
and Germicidal Bffeot. By 
H. H. Scott, M.D., 
M.R.O.P., D.P.H. Lond., and 
W. W. Jameson, M.D. 
Aberd., M.R.C.P., D.P.H. 
Lond., Captains, Royal Army 
Medical Corps.1006 

CLINICAL NOTES: 
Kmdkul, Surgical. Obstetrical, 
and Therapeutical. 

A Case of Acute Intestinal 
Obstruction by Meckel’s 
Diverticulum Successfully 
Treated by Laparotomy. 

By B. Mansel Sympson, 

M.D.Cantab., M.RO.S. S93 

A Case of Suprapubic Hernia. 

By William H. Fobs haw, 

F.R.O.S.Bng. S98 

A Case of Antral Abscess 
Treated with Salicylic Aoid. 

By Percy R. Wilde, M.D. 
Aberd. 998 

MEDICAL SOCIETIES. 
Royal Academy on Medicine 
dv Ireland: 

Section of Anatomy and 
Physiology t — Perfusion 
of the Frog’s Heart with 
Nicotine.—Modification of 
Fatty Compounds in In¬ 
testinal Epithelium. 

London Dermatological 
Society. 


NEW INVENTIONS. 

A Bed Carrier (Temp. Surgeon 
A Geoffrey Evans, RN.).— 

( Illustrated) . 1008 

Wrist- and Foot-drop Splints 
(Dr. A. F. Sinclair).— 
{lUuttrated) ...1002 

LEADING ARTICLES. 

Mesopotamia : Then and Now 1003 
The Day’s Work and the 

Cost. 1004 

Man Power and Medical 
Reexamination. 1C05 

ANNOTATIONS. 

Pertussis Vaccine. 1006 

Paralysis of the Recurrent 
Laryngeal Nerve by Ballet 

Wound. 1C06 

The Metropolitan Hospital 
Sunday Fund and Paroohial 

Organisation . 1006 

Silent Peritonitis” and 
Sudden Death. 1007 


On the Sole Use of Reverdln’s 
Needle. By Victor Bonney, 
. Mi., MJ>.. B Sc. Lond., 
F.R.C.S., Surgeon to the 
Chelsea Hospital for Women 
and to the Military Branch 
of the Middlesex Hospital at 
Clacton.— {Ittuatrated) . 


991 


993 


994 


REVIEWS 


999 

OF 


AND NOTICES 
BOOKS. 

Obstetrics: Normal and Opera¬ 
tive. By George Pear la 

Shears, B.8., M.D. 

Commentaires de la Faculty 
de MPdecina de l’Universite 

do Paris (1395-1516). 999 

Reports of Inquiries and 
■ Appeals under the National 
Health Insurance (Medical 
Benefit) Regulations 

(England), 1913. Vol. 1. 10C0 

La Chhrurgla degll Organ! di 

Movimento. 1C0O 

The Military Surgeon. 1C01 

Archives de Medecine et de 
Pharmacle Militaires. Tome 

LXVII., No. 1.... 1001 

Journal of the East Africa and 
Uganda Natural History 
Society. 1C02 


SPECIAL 

Paris.... 

The Services. 


ARTICLES. 


, 1007 
, 1017 


Urban Vital Statistics i 
English and Welsh Towns... 1010 

Sootch Towns. 1010 

Irish Towns. 1010 

Vital Statistics of London 

daring May, 1917. 1010 

Analysis of Sickness and Mor¬ 
tality Statistics In London 
during May, 1917. 1011 


CORRESPONDENCE. 

The Variation in the Specific 
Gravity of Urine and its 
Relation to Disease (Dr. 

William Bramwell). 1012 

The Lumleian Lectures and 
Medical Research (Dr. 

Thomas Lewis).-. 1012 

An Army Medical Reserve: A 
Prophetic Proposal (Major 
George Stoker, B.AM.C.).... 1013 
The Significance of Capillary 
Markings in Pulmonary 
Tuberculosis (Dr. R. Craw- 

shaw Holt) . 1014 

The Treatment of Tonsillar 
Infection (Dr. G. Hely- 

Hutchinson Almond). 1014 

Serous Irldo-Oyclltla (Dr. S. 

Johnson Taylor).. 1014 

Public Health Appointments:. 1015 
A Survival of Archaic Thera¬ 
peutics (Dr. H. Cameron 
Kidd). 1022 

INDEX NOTICE. 

The Lancet, Vol. I., 1917.1015 


THE WAR. 

The Casualty list 1015 

Casualties among the Sons of 

Medioal Men......... 1015 

Foreign Decorations -. 1015 

Another Red Cross Hospital 
In Dublin. 1017 

Obituary of the War : 

William Gordon Cummings, 

M.B., B.S.R.U.I., DP.H., 
Captain, B.A.M.O.—(HWA 

Portrait) .1016 

William Trengweath Harris, 
M.R.O.8. Eng.,Lieutenant, 
R.A.M.C .—{With Portrait) 1CI6 
Archibald McKerrow 
Russell, M.B.,Ch.B.Glasg., 
Surgeon, Royal Navy.— 

(With Portrait) . 1616 

Gurth Swinnerton Blandy, 

M.D., Ch.B. Bdin., Mili¬ 
tary Cro»s. Captain, 

R. A.M.O .—(With Portrait) 1016 

OBITUARY. 

Arthur Webb Jones, M.D., 
B.S.Lond., F.R.C.S Bng...... 1019 

Thomas Sheldon, M.D.Edln., 

M.R.C.S. Eng. 1019 

Walter James Hill, L.R.C.P. 
Lond., M.R.C.S.1018 

MEDICAL NEWS. 

Connty of Aberden : Report of 
Tuberculosis Medical Officer 

for 1916. 994 

Bristol Inaaranoe Committee.. 998 

Baby Week... 1011 

Society of Apothecaries of 

London: Pass-list. 1017 

Victoria University of Man¬ 
chester . 1017 

Central Midwives Board. 1017 

Royal Medical Benevolent 

Fund... 1018 

Order of St. John of Jerusalem 1018 

Centenarians. 1018 

Insanity and the War... 1018 

Oxford Ophthalmologioal Con¬ 
gress, 1917. 1018 

PARLIAMENTARY INTELLI¬ 
GENCE. 

Notes on OnrrentToptes........* 1019 

House of Commons. 1021 

Appointments.—Vacancies ... 1021 
Births, Marriages, and Deaths 1022 
Notes, Short Comments, and 
Answers to Correspondent*.. 1022 

Medical Diary.........1023 

Books, Ac., reoeived. 1023 

Editorial Notices................... 1023 

Manager’s Notices.. 1C24 

Acknowledgments of Comma* 
ideations reoeftved MM . MM .. M .. 1024 


FOB INDEX TO ADVERTISEMENTS SEE PAGE 2. 


JOHN BALE, SONS & DANIELSS0N, LTD., 

PRINTERS, PUBLISHERS, A PROCESS BLOCK MAKERS. 

NOW READY. SECOND ENGLISH EDITION. 

CLINICAL SURGICAL DIAGNOSIS 

FOR STUDENTS AND PRACTITIONERS. 

By Professor F. DE QUERVAJN, Direotor of the Surgical Clinic, University of Basle. Translated by J. SNOWMAN, M.D. 
862 pp., with 604 Illastratlons and 5 Oolourei Plates. Royal 8vo. Price 36a. net. Postage : Inland, 7d. ; Abroad, 2s. 

83, 88, 87, 89 & 91, GREAT TITCHFIELD STREET, OXFORD STREET, LONDON, W. 1. 
































































The Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Junb 30,1917 


I NDE X 

MEDICAL AND OTHER BOOKS AND PUBLICATIONS 


»AA1 

BAHUEBB, TINDALL ft OOX:- 
Gardner—Manual of Surgical 

4uHtbMa...r*over 1 

Morison—Disorders of the Heart 

Cover | 

Thorne—Nanhelm Treatment of 
Dlsrases of the Heart and Cir¬ 
culation in England.Cover i 

BALE.80NB ft DANIXUBONt- 
De Qnervain—Clinical Surgical 
Diagnosis for 8tudents and 

Practitioners. 1 

CA88ELL ft 00. t- 
Bland Sutton-^Tumours, Innocent 

and Malignant . 6 

Bosanquet and Eyre — Serums, 
Vaccines, and Toxins In Treat¬ 
ment and Diagnosis . 6 

Bruce A Dilllng—Materia Medlca 

and Thorapeutics. 6 

Gould, Sir A. P., and Gould, E. P.— 
Elements of Surgical Diagnosis 6 : 
Sutherland — Pulmonary Tuber- | 
culosis In General Practlco .... 6 


I MSI 

CASSELL ft 00.—(Continued.) 

Bvstem of Runrerv . 6 

Thomson, Sir Str'ialr—Diseases of 

the Nose and Throat. 6 

| Thomson, H C —Diseases of the 

Nervous 8ystem . 6 

Treves, Sir F., A Hutchinson— 
Student’s Handbook of Surgical 

Onerations . 6 

Walker—Surgical Diseases, Ac , of 
Genlto-U»inary Organs.. Cover 1 
Too, Ac.—A Manual of Medical 

Treatment . 5 

CHURCHILL, J. ft A. r- 
BaUnrd—An Epitome of Mental 
Disorders . Cover 1 

DANIEL :— 

Babagllati—Inltls or Nutrition 

and Exercises . 5 

FROWDE attd 

HOBDER ft STOUGHTON 
Bristow—Treatment of Joint and 
Muscle Injuries. 8 


VM1 

FROWDE, fto.-(Contlnued). 

Jones—Injuries of Joints ........ 3 

Mackenzie, 8ir J.—Principles of 
Diagnosis and Treatment in 

Heart AfToctlons . Cover I 

Mackenzie. Sir J.—Principles of 
Diagnosis and Treatment In 

Heart Affections . 3 

Ntcoll— Dream Psychology. 5 

Penhallow—Mil'tarv Surgery .... 3 

Porter—Elements of Hygiene and 

Public Health ... . 3 

Riviere — Pneumothorax Treat¬ 
ment of Pulmonary Tuberculosis 3 
Stewart. A Eysne—Nerve Injuries 
and their Treatment 3 

KI MPTON 

Both—Notes on Military Ortho- 
paedics. Cover 1 

MEDICAL PUBLISHING 00. t— 
Lane, Sir A.—Operative Treat- 
ment of Fractures ...... Cover 1 


PAM 

HIBBET ft 00. t- 

Romer and Creasy—Bonesettlug 
and the Treatment of Palnfnl 
Joints . Cover t 

SAUNDERS COMPANY*— 

DeLee—Principles and Praotloe 
of Obstetrics .Cover I 

UNIVE RSITY PRESS, MAN¬ 
CHESTER:- 

Smith A Pear—Shell Shook Cover 1 

WRIGHT ft SONS (BmwDs- 

An Index of Progno and End- 
Results ofTreatnu.fc ..Cover t 


MEDICAL LIBRARIES, fte.r- 

Baker—Books. 8 

Behnke—Stammering, Lisping, * 

Cleft-Palate Speech . 3 

Ketley—Stammering. 3 

Matthews— Wood: Application of 
Trusses to Hernia .. 8 


OFFICIAL AND GENERAL ANNOUNCEMENTS 


AS8I8TAHCIE8, MEDICAL .45 

ASYLUMS, HOMES, fte. r- 
Aahwood House, Klngswinford ..37 

Barawood House Hospital.38 

Bishop stone House, Bedford.41 

Branton House, Lancaster.37 

Camberwell House, Peck ham-road 39 

Carew Buildlog, Bodmin. 41 

Clarence Lodge, Clapham Park .. 37 
Ootfchunt House School, Alderley 

Edge.41 

Coppice, The, Nottingham.38 

Dalrymple House, Rickmans- 

worth.40 

Dartmoor Sanatorium .40 

David Lewie Colony, Alderley 

Edge .41 

Duff Rouse, Banff .40 

Edwards, Leeds.41 

General Manager, Craven-street.. 41 

Ghyllwoods Sanatorium .39 

Grove House, Church 8tretton .. 38 
Grove, The, Catton, N orwlch .... 38 

Haalemere Nursing Home.41 

Haydoek Lodge, Newton-le- 

Wulows.39 

Helgham Hall, Norwich .38 

Homee for Inebriate Women ....39 

Littleton HalLBrentwood.41 

London Fever Hospital.38 

Mailing Place, Kent .3fl 

Melbourne House, Leicester.99 

Mendlp Hills Sanatorium .40 

Moat House, Tamworth .3R 

Nowmalns Retreat. Lanarkshire.. 39 
Nordraoh-on-Dee, Banchory.40 


ASYLUMS—(Continued). 
Northumberland House, Finsbury 

Park.37 

Northwoods House, Winterbourne 38 

No. 391, L.O., Strand. 41 

Peckham House .59 

Pendyffryn Hall Sanatorium, Nor- 

drach-ln-Wales .40 

Plympton House, Plympton.38 

Portsmouth Corporation Mental 

Hospital.41 

St. Andrew’s Hob., Northampton. 38 
Shaftesbury House, Formby-by- 

the-Sea . 39 

Springfield House Private Asylum, 

Bedford .38 

8tretton House, Church Stretton. 38 
The Grange, near Rotherham .... 3 fi 

Vale of Clwyd Sanatorium.41 

Wameford Asylum, Oxford .37 

Wye House, Buxton .38 

FINANCIAL, &o.r- 
Equitable Reversionary Interest 
Society . 35 

HEALTH RESORTS, BATHS, fte. 

Caterham Sanitarium .41 

Droltwlch Brine Baths .41 

8raedley’s, Matlock.41 

HOSPITAL, INFIRMARY, SANA¬ 
TORIUM, fte., VACANCIES- - 41-43 

HOUSE ft ESTATE AGENTS r- 

Exors., Knightsbridge .4« 

No. 40C, L.O., Strand. 44 


LIFE ft FIRE ASSURANCES, fte.:- 

Medical Sickness and Aeoident 

Society . 

Prudential ...35 

MEDICAL ACCOUNTANTS, fte.r- 
Torner .. 44 

MEDICAL AGENTS :— 

Fleldhall, Limited ..*.45 

Manchester Clerical, Ac,, Assoeia- ^ 

tlon .48 

Medical Agency.48 

Needes, J. C .45 

Peacock A Hadley .45 

Tamer.45 

MEDICAL 8CH0018 :- 

(IiOimow.) 

London School of Cllnloal Modi* 

olne . 36 

St. Mary's Hospital Medical 

8oboo1. 35 

St. Thomas’s Hospital Medical 

School. 35 

West London Post Graduate 
College .35 

NURSES' ASSOCIATIONS 

Co-operation of Temperance Male 

and Female Nurses.38 

Female Nurses Association .38 

General Nursing Association .... 37 

Hospital for Sick Children.38 

London Nurses’ Association ...... 37 

London Temperanoe None* Co- 
operation . *» 


NURSES’ ABS00. (Continued). 

Mental Nurses Association . 

Mental Nurses’ Co-ooeratlon...... 

Misses Strongwlck’s Nurslag 

Agency .. 

New Mental Nurses’ Co-operattdU 

Nurses’ Association . 

Nurses’ Co-operation . 

8 t. John’s House . 

St. Luke’s Hospital... 

Temperanoe Association of Male 

Nurses, Ltd... 

The Retreat, York ... 

OFFICIAL NOTICES r- 
Clty of London Lying-In Hoe- 

i ncorporated* Society of Trained 

Masseuses . 

London School of Tropical Medi¬ 
cine . 

Medico-Psychological Association 
of Great Britain and Ireland .. 
Queen Charlotte’s Lylng-ln Hos¬ 
pital .. 

York-road General Lying In Hos¬ 
pital .. 

PARTNERSHIPS ft PRACTICES. 

BAILWAY ft BTEAMBHIP 00.1 

Royal Mall Steam Packet Co. 

TUTORS ft LECTURERS t— 
Medical Correspondence Collect. 
Weymouth .... 


TRADE AND MISCELLANEOUS ADVERTISEMENTS 


Awnurcxst- 

At. John Ambulance- 
Invalid Carrlagee. 8 

BOTTLE MERCHANTS:- 

Isaacs. 4 

CARRIAGES, MOTORS, fta. i- 

Armstrong— 

Chauffeurs’, Coachmen’s, Foot¬ 
men’s Liveries .44 

Beldam Tyre Co., Ltd.— 

Bulldog Tyres . 6 

Box 4872, Strand—Coup4 for sale, 

4cydr.,16 h.p.44 

Exors., Knightsbridge—Motor Car 

for sale .44 

Mason, Langham-street— Motor, 

12 h.p. Overland .44 

Oflord A Sons—Ford Cars . 6 

Singer A Co , Ltd.—Singer ** 10 ” 
Doctor’s Car . 6 

CHEMISTS ft DRUGGISTS 

Allen A Han bury a- 

Byno Hynophosphites.17 

Mercurial Cream, Ac.16 

Allcnburys Castor Oil .33 

Anglo-French Drag Co.— 

Galyl, Klnectine, Rh6antiue, 

Cuprase, Ac.24 

Boole Pure Drug Co.— 

Ohloramino-T.48 

Chloramlne-T Gauze. 48 

BrltlBh Oxygen Co.—Oxygon.33 

Browning A Co.—Somprolin Emul¬ 
sion with Iron .23 

Burroughs Wellcome A Co.- 

Tabloid Brand Halazone.21 

Christy A Co.— 

Krgoaplol. 32 

Clay, Paget A Co.— 

Glycolaotophoa. 32 

Ferbor Ltd.— 

Blenoean Capsules.30 

Gale A Co.—Sugonum, Entrapuro, 
^Syrag^GlycorophoBphatum ...% 23 

ifrodonal, Jubol, Globeol, Ac. ,, 18 


CHEMISTS— (Continued). 

Hewlett A Son- 

Mist. PepsinssCo. c. Bismutho.. 32 
H. K. Mulford Company- 
Influenza Sorobacterln .. Cover ill 
Hogg A 8on—Protein Nerve Food 33 
Hudson's Eumenthol Chemical 

Co.—Eumenthol Jujubes.30 

Humphrey Taylor A Co.— 

Junora .31 

Maltlne Manufacturing Co.— 

Malttne with Phos. Iron, 

Quiuia, and 8trychnla.19 

Maltlne with Iron . 19 

May A Baker—Novarsenoblllon .. 9 
Moore A Co., Ltd — 

Lymm-Pure-Salt . 32 

Parke. Davis A Co.- 

Bacterial Vaccines.13 

Ratines A Co.—Sllnger’s Nutrtect 

Suppositories .33 

Vlnolla Co. Ltd.— 

Vlnolia Baby Powder. 12 

Vi noli a Baby Soap . 12 

Royal Vlnolia Cream.12 

Wilcox, Joseau A Co.— 

KolaAstier.31 

DISINFECTANTS 

Condos Fluid. 4 

J eyes’ Sanitary Compounds Co.— 

.1eyes’ Fluid, Ac.Cover 1J 

Jeyes’ Parasitic Soap, Toilet 

Soap, Ac.. Cover 11 

Quibell Bros.—Kerol.31 

FOODS i- 

Allen A Hanburya— 

AllenburysDiet . 16 

Aylesbury Dairy Co.- 

Humanized Milk. 33 

Benger’s Food . 20 

Blatchley’s Diabetic Preparations 33 
British Milk Products Co.— 

Sanaphos. 14 

Cadbury's Cocoa .23 

Oarnrlck A Co.- 

Liquid Peptonoids. 19 

Chymol Company—Chymol .22 


FOODS—(Continued). 

Freemans Devonshire Custard.... 3 

Glaxo .1 

Rommel’s Hnmatogen . 

Keen, Robinson A Co . Ltd.— 
Robinson's Patent Barley ...... 

Southall Bros. A Barclay— 

Vita for .a. i 

Thew, Hooker A Gllbey, Ltd.- 

Malted Milk ...3 

Valentine's Meat-Tuloe.,.. Cover l 
Vitamogen Ltd.—Vltamogen .... i 
FURNITURE, fto.r- 
Carters— 

Furniture for Invalids and 
Hospital Supplies .2 

HOSPITALS (ISOLATION) .— 
Humphreys, Limited- 
Mobile Hospital Buildings, Ac.. S 
Sailors’ and Soldiers’ Mobile 
Panel Huts and Hospital 
Wards.i 

MED. ft BURG. APPLIANCES 

Bailey A Son— 

Burlington Belt, Ac. i 

Davis—Lukens Sterile Catgut 

with Dulox Needle.*.. 

Davis A Geek— 

Kalmerid Catgut.... 

Down Bros.—Spray for the Treat¬ 
ment of Burns . i 

Fassett & Johnson— 

Seabury’s Gold Cross Cotton .. S 
Leslies, Ltd.— 

Leslies’ Zopla.Cover 

Medical Supply Association— 
Bergonl6 System of Treating 

Obesity ... 

MlUIkin A Lawley— 

Osteology, Ac. I 

Robinson A Sons— 

Gamgee Tissue. i 

Tlmpsou A Co.- 

Reliable Ligatures.. 3 

Worraull—System of Aluminium 
Splinting . I 


MINERAL WATERS, fta, t- 

Davis A Davis—Natural Mineral 

Wators . 

Salutarls ... 

Viohy-C&eetlns... 

OPTICIANS 

Watson A Sons, Ltd.— 

Microscopes. 8 

SANITARY APPLIANCES, fte.t- 

Slack A Brownlow— 

Brownlow Filter . 8 

STATIONERY, fto.i- 

Anderson A Son- 
Doctors’ AJc Forms, Ac, ..44 

TAILORS, BOOTMAKERS, 

Dowie A Marshall- 
Hygienic Bootmakers Cover II 
Evans A Co.— 

Service Uniforms, Ac. 4 

VACCINE LYMPH :- 

Chaumler’s Calf Lymph. 4 

Renner’s Calf Lymph Establish¬ 
ment . 4 

WINES, BEER, SPIRITS, fte.r- 

Humphrey Taylor A Co.— 

" G. B. Diabetes Whisky.31 

X-RAY, ftOt, APPARATUS r- 

Wafcson A Sons— 

Sunlo X-Ray PJafces. T 


MISCELLANEOUS:— 

H. R .Twickenham—Rdntgen Ray 
and High Frequency Apparatus 

for sale ....... ^ 

National Health Soolety— Edu¬ 
cated Women wanted . . 44 

No. 402. L.O., Strand- 
Chauffeur to Country Doctor .. 44 
Richardson — Case of Surgical 
Instruments .... 44 


SS .ftfcStsSK SIS S S 8 8 S S 5 L« S8 SSt: 











































































































































































THE LANCET, April 7, 1917. 


ABSTRACT OF A 

Ijnnterian feciure 

05 

PAGET’S DISEASE OF THE NIPPLE.* 

Delivered before the Royal College of Surgeons of 
England on Feb. 16th , 1917 , 


By- W. SAMPSON HANDLEY, M.S. Lo.m', 
F.R.C.S Esq., 

HUNT KILLIN' PB0FE8S0B ; CAPTAIN, R. A.M.C.(T.) ; SURGEON TO THX 
MIDDLESEX HOSPITAL. 


(Z'Vom the Bland Sutton Institute of Pathology , the j. 
Middlesex Hospital.) 


Mb. President and Gentlemen,— It is impossible to 
lecture on Pact's Disease of the Nipple wibhoat quoting 
from his original paper, 1 not only as a token of respect to 


pioneer work, but also because little of importance has since 


been added to its discoverer's clinical description of the 


disease. Moreover, it is impossible to summarise the paper, 
for it possesses in the highest degree those virtues of com- 


pression and concentration which are sometimes lacking in 
the medical writing of to-day. Sir James Paget says :— 


1 believe it has not yet been published that certain chronic 
affections of the skin of the nipple and areola are very often 
succeeded by the formation of scirrhous cancer in the 
mammary gland. I have seen about 15 cases in which this 
has happened, and the events were in all of them so similar 
that one description may suffice. 

The patients were all women, various in age from 40 to 60 
or more years, having in common nothing remarkable but 
tbeir disease. In all of them the disease began as an eruption 
on the nipple and areola. In the majority it had the appear¬ 
ance of a florid, intensely red, raw surface, very finely 
granular, as if nearly the whole thickness of the epidermis 
were removed ; like the surface of very acute diffuse eczema 
or like that of an acute balanitis. From such a surface, on 
the whole or greater part of^he nipple and areola, there was 
always copious, clear, yellowish, viscid exudation. 

. it has happened that in every case whioh I have been 

able to watch, cancer of the mammary gland has followed 
within at the nlosfc two years, and usually within one year. 
The eruption has resisted all the treatment, both local and 
general, that has been used, and has continued even after 
the affected part of the skin has been involved in the 
oancerous disease. 

The formation of cancer has not in any case taken place 
first in the diseased part of the skin. It has always been in 
the substance in the mammary gland, beneath or not far 
from the diseased skin, and always with a clear interval of 
apparently healthy tissue. 


Subsequent Observations. 


Erich sen drew attention to the sharp definition of the 
eczematous patch, and made the important observation 
that the affected area is slightly indurated, a point of dis¬ 
tinction from ordinary chronic eczema. Wickham and 
Bowlby noted the flattening and disappearance of the nipple, 
sometimes passing into retraction, which is a constant 
feature of the disease. 

▲ specimen in the Museum of the Cancer Hospital, taken 
from a case under the care of Mr. Charles Byall, appears 
to indicate that Paget's disease may undergo complete 
spontaneous healing. In this case a carcinoma is present in 
the subjacent breast. Partial attempts at epitheliation are 
frequently seen in the diseased area. v 


Histology. 

Two years after Paget’s disease had been described the 
foundations of its histology were well and truly laid by 8ir 
H. T. Butlin. He found that the mucous layer of the 
epidermis of the eczematous skin underwent proliferation 
and increased in thickness. It was occasionally traversed 
by fine fibrous bands, flbrocells or spindle-cells. The 
corium and subcutaneous tissue were indurated and 
infiltrated with small round cells (leucocytes). The milk- 
ducts were widely open or distended. They were not lined 
as in the normal condition by cylindrical epithelium, but 
contained frequently large masses of epithelium of the 
squamous or gland alar form. Toe connective tissue round 


* This lecture will appe ir In full with Illustrations In an early number 
of the British Journal of Surger v. 

1 Sir James Paget, St. Bartholomew's Hospital Reports, 1874, x. 

No. 4884. 


the ducts was often infiltrated with small round oella. 
These changes in the ducts extended into the breast an inch 
or more beneath the nipple. In one of the two cases 
examined the acini showed a proliferation similar to that 
often objerved in the n3ighbourhood of carcinoma of the . 
breast. 9 

Butlin’s observations are a very accurate description of the 
histological appearances. He inferred from them, as Paget 
did also, and bjth, I think, erroneously, that the eczema 
was the p rimary condition, and that the deeper changes 
were the result of it. It is to be specially noticed that 
Batlin found no sign of malignancy in the surface epithelium, 
and he noted the interesting fact, to which I shall again 
refer, that it might be invaied by the connective tissue of 
the dermis. He noted the induration and infiltration of the 
corium, which I believe to be an important guide to the 
pathogenesis of the disease. 

Enumeration of Erroneous Pathological Views. 

Since 1876 the exact pathology of Paget’s disease has 
remained a perennial subject of doubt and debate. It may 
be well at the outset to clear the ground by enumerating 
those vie vs concerning it which are beyond donbt erroneous. 

Is Paget's disease an ordinary eczema * On the joint antho- 
Tity of Dr. Graham Little and of my colleague Dr. Pringle. I 
can tell you that the miorosoopio appearances of Paget’s. 
disease are quite udike those of an ordinary eczema. More¬ 
over, ordinary eczema of the nipple yields to treatment, and . 
induration is absent in chronic eczema. 

Parasitic theory of Darier.— In 1889 Darier found within the 
squamous epithelial cells of the diseased nipple certain 
peculiar appearances, now generally admitted to be the . 
result of cell-degeneration, which he believed to indicate 
the presence of intracellular parasites. His views gave rise 
to an extensive literature and to an admirable monograph by 
Wickham, but since he has had the courage and frankness . 
to abandon them they need not farther detain us. 

Distinction from squamous-celled carcinoma of the nipple 
It is necessary to distinguish sharply between squamous- 
celled carcinoma of the nipple and Paget’s disease. Dr. 
Browning has lent me a characteristic example of squamous 
carcinoma which I now show you. In sjuamous-ocHed ■ 
carcinoma of the nipple there is seen a hard, elevated 
tumour of greater area than the normal nipple, which it 
replaces, and bounded by an everted or rampart-like edge. 
The flattened top of the swelling is irregular from ulcera¬ 
tion, often sloughy, and it lacks the smoothness and brilliant 
colour which characterise Paget’s disease. Microscopically,, 
squamous carcinoma presents the usual blunt down-growing 
columns of prickle epithelium containing cell-nests, while 
in Paget’s disease, though the papillae are exaggerated and 
the thickened stratum muoosum may show a few rudi¬ 
mentary cel I-nests, there is no sign of invasion of the dermis 
by the overlying epidermis. 

Paget stated rightly that the formation of cancer never 
takes place first in the diseased portion of the skin, though 
the eczematous surface might later become involved in the 
cancerous tissues from whioh at first it was separated by aia 
interval. 

Several observers have found miorosoopio evidence in* 
Paget’s disease of epitheliomatous down-growth suoh as 
precedes or constitutes a squamous carcinoma of the skin; 
among them are to be reckoned Darier, Earg, Fisse, and 
Rolleston and Hunt. Butlin and Wiokham found appear¬ 
ances suggestive of squamous carcinoma. Bowlby, Unna, 
and G. T. Jackson reject the idea. What is the reason for 
this conflict of evidence ? It appears to depend first upon 
the fact that squamous carcinoma of the nipple is some¬ 
times erroneously diagnosed as Paget’s disease upon clinical 
examination. But it chiefly arises from this circumstance 
that in Paget’s disease there is elongation of the inters 
papillary columns of epithelium (Wiokham, Bowlby, 
Rolleston and Hunt), together with an invasion of thei 
epidermis by islets of fibrous tissue. It will be shown later, 
that this elongation is due to passive stretching, not to active, 
down-growth. 

We m ly, I think, dismiss the view that there is any real 
connexion between Pzget’s disease an I squamous carcinoma 
of the nipple, though it still holds a place in some current, 
text-books of pathology. But a word must be said about a 
curious German variant of this theory. 

Intra-epidermal carcinoma.—The degenerate deeper layerq 
of the epidermis whioh contain the large olear cells known 
as Paget’s cells, were taken by Schambacher to be a layer of 

* The Minute Anatomy of Two Breasts, the areola of wbfob had been 
the seat of long-standing eczema,by Henry Trentham Butlin. F.R.C.S., 
Surgical Registrar to St. Bartholomew’s Hospital, Medico-CairurglcaJ 
Transactions, 1876, lix., 108-9. 
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malignant epithelium thrusting itself between the dermis 
and the superfioi&l layers of the epidermis. He and 
Jaoobaeus thought they could sometimes trace a continuity 
between these cells ana the cells of a glandular carcinoma of 
the breast beneath. 

This is not the case in any specimen I have examined. 
In some exceptional cases the carcinoma beneath may 
infiltrate up to the epidermis, and its cells may abut on 
squamous epithelium. But the relation is one of contiguity 
or slight intermixture, for, as Fisse truly stated, the two 
varieties of cells remain easily distinguishable at a little 
distance from their point of contact. 3 

’* Changes in the Epidermis in Paget’s Disease. 

JYhat, then, in point of fact are the changes which are 
found in the epidermis in Paget's disease ? They may be 
divided into two stages, hypertrophic occurring at the peri¬ 
phery of the affected area, aud atrophic occurring at its 
centre. Over the whole area the horny epithelium has for 
the most exfoliated and disappeared. 

, . Hypertrophic Stage . 

Butiip, Thin, Duhring, and Wile drew attention to the 
proliferative thickening seen in the deeper layer, or stratum 
M$lpighii of the epidermis. This proliferation accounts for 
the slightly elevated, sharply defined border which clinically 
characterises the disease.(Thin, Duhring, Wickham). Wick¬ 
ham accurately pictures the epidermis as riddled with 
vacuoles aud presenting cellular disorganisation with con- 
secntive proliferation. The cells dissociate and lose their 
normal close cohesion. The individual cells display the 
polymorphic degeneration on which the parasitic theory 
wad founded. Rifts and clefts appear in the close structure 
of the epithelium, more especially in the interpapillary pro¬ 
cesses which often display a central cavity or vacuole-like 
space- (Duhring and Wile). Duhring, Wile, Rolleston, and 
Hunt agree in describing’ this process as an oedematous 
degeneration of the epidermis, a description clinically con¬ 
firmed by the thin alkaline idischarge characteristic of the 
disease. The length of the interpapillary columns -of 
epithelium is much increased, sometimes to four times the 
normal. But the naked eye, or a low power of the micro¬ 
scope, shows that the general boundary line between 
epidermis and dermis remains perfectly defined, without a 
suggestion of epitheliomatous downgrowth. 

Atrophic Stage. 

The gradual ruin of the epidermal architecture is hastened 
by intrusive bands of fibrous tissue or islets of round-celled 
infiltration which insinuate themselves into the clefts of the 
moribund epidermis like ivy -in an old wall. The over¬ 
grown stratum Malpighii no longer holds together, and is 
reduoed to a layer two or three cells thick, or is completely 
•castoff in the discharge,?exposing the tips of the papillte. 
The elongated interpapillary columns degenerate ana dis¬ 
appear. During this process islets of epithelium, which 
■simulate epithelial downgrowths, are often for a time left 
embedded in the fibrous tissue. But at a later stage the 
interpapillary columns have disappeared, and the papilke 
are in consequence laterally fused and unrecognisable. 
Finally, and this stage is not often reached, the surface of 
the nipple is bare of epithelium, and is formed by a layer of 
granulation tissue. 

From this account it is dbvious that the epidermis is the 
passive victim Of deeper changes, not the assailant of the 
tissues beneath. No analogy can be drawn between the 
flit fluid weeping surface of Paget's disease, persisting for 
long periods without ulceration or fungation, and any known 
form of malignant disease. Mere I may turn aside for a 
moment to cojsider other oases >in which degenerating or 
ill-nourished epithelium sdffers invasion by fibrous tissue. 

Invasion of the epithelial layer of the skin by fibrous tissue is 
a process which is very common though it is not recognised 
in works on pathology. It may he studied at the bottom of 
the tonsillar crypts whtre the squaoioas epithelium is seen 
iu the process ot destruction by intrusive bands of fibrous 
tissue. I have shown that de Morgan’s spots, whioh are 
such common manifestations of cutaneous senility, are due 
ttftelangiectases occurring in intrusive islets of fibrous tissue 
embedded in the thickness of the epithelial layer of the 
shin.* 

3 Nature of the carcinoma accompanying Paget's disease.— In th© 
microscopic examination of speounwus of breast carcinoma accompanied 
bj Paget’s (Unease, though most observe *s agree with Thin that the 
growth is usually a duct caroiuoma, d mbt may arise whether tiio 
growth is an ordinary spheroi ial-oelied oarcinoma. Sometimes the 
appearances of b >th forma of growth are present, aa In Jordan Lloyd’a 
rase an<i in pne of myowu. Thia difficulty has been cleared up by 
JjMithal Cheatle, who has proved that many s>-c*Iled aphcroidal- 
celled growths are really duct carcino uata iu which the epithelium 
has lost its original columnar character. 

* Handley •; Archives of the Middlesex Hospital, 


Our discussion so far has led ns to reject the parasitic 
theory of Paget’s disease, to distinguish the affection sharply 
from epithelioma and to conclude with certainty that the 
surface epithelium of the affected nipple is not the seat of 
any malignant change, but that the changes in it are 
inflammatory or. nutritional Only and dependent upon 
oedema. 

Changes in the Dermis. 

We have considered the changes in the epidermis, those in 
the dermis remain to be described. 

Broadly speaking they consist of oedematous swelling of 
the papill®, with consequent Btretching of the inter¬ 
papillary columns of epithelium. A band of round-oelled 
infiltration is seen in the papillary layer, separated at first 
by a narrow interval of intact dermis from the overlying 
epithelium. According to Unna, this band of infiltration is 
composed chiefly of plasma cells. It lies in the plane in 
which the cutaneous lymphatics originate, a point to be 
especially noted. In some specimens the band of infiltration 
is absent, the superficial layer of the dermis is fibrotic, and 
the papilla) have disappeared, appearances indicating the 
fibrosis which ultimately results from round-oelled infiltra¬ 
tion. The dermis is thickened, producing the superficial 
induration which is clinically evident. 

The deeper layers of the dermis, though they show thicken¬ 
ing, are otherwise little changed. They show perivascular 
collections of round cells, and in some specimens groups of 
epithelial cells lying in lymphatic spaces can be seen. This 
description, based upon my own observation, can be con¬ 
firmed in every particular upon a perusal of the literature 
of the subject. Broadly speaking, it shows a chronic oedema 
of the dermis with pachydermia. 

As the papillsB increase in size they stretch the inter¬ 
papillary columns of epithelium and produce the deceptive 
appearance of downgrowth in these columns whioh has been 
noted by so many observers. Later the mutual pressure of 
the swollen papillae leads to the atrophy and disappearance 
of the interpapillary columns. The fused papillae are then 
no longer recognisable, and they appear to undergo a process 
of fibrosis which flattens them out. The overlying epithelium, 
partly as the result of mechanical stretching and partly from 
oedema, suffers the changes already described. It is probable 
that in these changes superficial bacterial infection plays 
some secondary part, though an undetermined one. Of 
course, staphyiocooci are alwayd%> resent in the epidermis. 

Carcinoma the Precursor of Paget’s Disease. 

We must next oonsider a paper by Dr. George Thin, 
published in 1881. Thin put forward the view that the 
primary lesion is an ordinary carcinoma of the breast, 
originating in the duobs, and that the changes in the nipple 
are secondary both in time and in importance. As Thin 
truly says 8 

From what we know of the slow changes that frequently 
mark the earlier stages of cancer of the skin (in rodent 
cancer, for example), there can be little difficulty in accept¬ 
ing it as probable that cancerous changes are developing in 
the ducts long before they have given rise to sufficient 
induration, to produce a palpable tumour. 

His paper marks, in my opinion, a great advance. It 
has unfortunately been misunderstood owing to an unfortunate 
choice of title. In order to distinguish Paget’s eczema 
sharply from true eczema he suggested for the former condi¬ 
tion the name 11 malignant papillary dermatitis.” The word 
“ malignant ” is misleading, for it suggests what Dr. Thin 
did not believe—the malignancy of the surface epithelium 
in Paget’s disease. 

To prove in all oases the oorrectness of Thin’s view that 
carcinoma of the breast precedes eczema is impossible. But 
there is much evidence in its favour. 

Impalpable Carcinoma. 

A carcinoma of the breast may exist for years, may per¬ 
meate the breast-lymphatics, may disseminate, and may 
cause death without ever giving rise to a palpable tumour in 
the breast. Time forbids me to discuss this subject iu detail, 
and I have dealt with it fully elsewhere. This drawing which 
I show you is an impalpable carcinoma arising in a breast 
rather shrunken ana indurated by chronic mastitis. The 
.growth was not adherent to skin or fascia, and could not be 
distinguished by touch from the granular mastitic induration 
of the remaining part of the breast. But it had already 
given rise to infection of the axillary glands at the time when 
I removed the breast. 

You are familiar with cases where a mass of carcinomatous 
glands develops in the axilla, secondary to a carcinoma of the 

? Thin; Brit. Med. Jour., May 14th ani 21st, 1831. - 
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breast wbioh can only be deteoted by microscopic examina¬ 
tion. 

In Paget’s disease flattening or retraction of the nipple is 
an early sign, appearing long before a lamp is felt in the 
breast. It is recognised as peculiarly a sign of carcinoma. 
Yet even at the time when a lamp can be felt it is rare to 
find enlarged axillary glands (Wickham). The combination 
oi characters—early retraotion and long freedom of glands— 
indicates a chronic carcinoma of low virulence. 

There is, therefore, no improbability in the assumption 
that carcinoma precedes and causes Paget’s disease even 
when no lump can be felt in the breast. 

In this connexion Mr. Lenthal Cheatle’s case is of interest. 
By his method of large sections cut with a giant microtome 
he found a minute focus of carcinoma in a breast the seat of 
Paget’s disease, although clinically and macroscopically 
there was no sign of carcinoma in the breast. 

I may remind you that in not a single case of Paget’s series 
did a carcinoma fail to show itself sooner or later, and in no 
case did the carcinoma first show itself in the diseased area 
of skin. Jamieson, quoted by 8heild, relates a case in which 
Paget’s disease persisted for 20 years without the develop¬ 
ment of a cancer in the breast. Even in such a case the 
presence of a cancer during the whole period cannot be 
excluded, for the life of a.breast oaroinoma may exceed this 
duration, and it is even possible that the growth might 
undergo spontaneous cure, leaving Paget’s disease as a 
result. 

How dobs a Carcinoma op the Breast Cause Paget’s 
Disease? 

Accepting Thin's view that Paget’s disease results from a 
pre-existing carcinoma, we are arrested by the question. How 
doss carcinoma cause Paget’s disease ? 

Thin believed that the papillary dermatitis, or so-called 
Paget's eczema, resulted from the irritant action of an acrid 
cancerous discharge from the mouths of the milk ducts. The 
suggestion is unconvincing, for Paget’s disease may appear in 
cases where no moisture about the nipple has at any time 
been noticed. 

In approaching this question I will ask you to recall to 
your memory certain researches of mine on the dissemina¬ 
tion of carcinoma which date back to the year 1904. It may 
now be regarded as established that the main factor in the 
dissemination of carcinoma is the process of permeation, the 
growth of tendril-like cylinders of cancer cells along the easy 
routes provided by the lamina of the lymphatic vessels. This 
process must be sharply distinguished from infiltration of the 
tissue interspaces. 

Obviously one of the results of permeation is to block 
the lymphatic vessels. It was, therefore, net surprising to 
find that lymphatio oedema frequently follows in the tissues 
whose lymph should normally drain away along the 
obstructed lymphatic vessels. CEIema may sometimes 
come on before permeation has reached the lymphatic 
vessels of the oedematons part owing to a block lower down 
the oourse of the lymphatic stream. 

The commonest example of this condition is early cancer 
en cuirasu, which in its origin, and apart from the nodular 
invasion by canoer which acoompaniea its later stages, is a 
pure lymphatic oedema due to the blocking of the lymphatics 
of the subjaoent fascial plexus by permeation. I have sug¬ 
gested for it the name “oancerous pachydermia.” The 
affected skin becomes thick and leathery, and in one early 
example which I examined the thin skin of the breast had 
attained a thickness of 6 mm., though it showed no sign of 
cancerous infiltration. Sometimes, but not usually, the 
affected skin becomes red and discoloured or again covered 
by eczematous crusts. 

Histologically the epithelium is found thin and atrophic 
with its horny layer peeling off. Round-celled infiltration 
may be found in the superficial layers of the dermis, while 
in the deeper layers are perivascular collections of similar 
round cells, marking out the track of the obstructed 
lymphatics. The papillm of the dermis, at first swollen by 
oedema, are later flattened out and obliterated by a secondary 
fibrosis. 

Causation by (Edema due to Permeation 'of Ly mphatics . 

The similarity of these appearances with those seen in the 
skin of the nipple in Paget's disease was too strong to be 
overlooked, and I formed the definite opinion that Paget’s 
disease is due to lymphatic oedema of the nipple dependent 
on the blocking of the lymphatics by permeation extending 
fcooi a pre-existing carcinoma of the breast. The idea was 
confirmed'by the definite papyraceous induration which is 


fonnd in the affected area. It explained the persistence of 
the smooth, red, raw area over long periods of time without? 
marked tendency to ulcerate or fungate—facts impossible to 
associate with a surface composed of malignant tissue. The 
serous discharge was a lymphorrhoea from the blocked area 
of the skin. The association of chronic “eczema” with 
lymphatic oedema is a familiar one, often seen on the legs 
in cases of elephantiasis and in other milder grades • of. 
lymphatic obstruction. The peculiarities of Paget’s 11 eczema ” 
might be explained by the anatomical peculiarities of the 
nipple, its rich blood-supply, its thin skin. The lymphatics 
of the ducts converging to the subareolar plexus would 
naturally carry permeation with especial rapidity to this 
plexus in the form of growth—namely, duct cancer, which 
is particularly associated with Paget’s disease. Subsequent 
fibrosis of these lymphatics would naturally lead to flattening 
or retraction of the nipple. 

Bat upon consideration it appeared to me that the case 
thus made out was a prima facie one only. Since 1904 I 
have taken such opportunities of examining cases of Paget's 
disease as have presented themselves, hoping to find a case 
in which permeation could be demonstrated. Meantime in 
1912 I put my views briefly on record as a statement of 
opinion.* 

The difficulty to be overcome lay in the fugitive nature of 
the process of permeation. A permeated lymphatic becomes 
distended by the growth of the cancer cells within it, and 
an inflammatory reaction is thus excited. Round-celled 
infiltration is followed by fibrous tissue formation, and- the 
included cylinder of cancer cells is ultimately strangled by 
the contraction of this newly formed fibrous tissue. The 
original lymphatic is now represented by a solid fibrous 
thread, and all local traces of the carcinoma have disappeared 
leaving lymphatic obstruction as a legacy. 

It was not until after 12 years that by a fortunate chance 
I met with the very early example of Paget’s disease which I 
shall now describe. It showed a perfect and nearly 
complete permeation of' the lymphatio vessels of the 
“ eczematous ” area of skin. (Figs. 1 and 2.) In looking at 
the section I was able in some degree to share the sensations 
of the astronomer Adams when he first beheld the planet., 
of his calculations in its predieted position. 

A healthy looking and well-developed man of 49 was 
recently sent to me by Dr. J. W. F. Jewell. The patient 
noticed a button-like induration of the right nipple four 
months before he sought medical advice* There nad been 
no pain and no discharge from the nipple. The nipple was 
flattened, while the areola, slightly raised above the sur¬ 
rounding surface, presented a bright red, slightly granular, 
dry snrfaoe with a few epidermal scales adherent to it* 
Beneath the indurated nipple was a little hard growth 
adherent to the overlying skin, but.movable on the fascia 
beneath. The glands in the right axilla were hard and 
slightly enlarged. The growth.was removed, together with 
the pectorals and the axillary glands,, and the patient made a 
good recovery. 

Histologically, the axillary glands were free from growth. 
The primary growth was a very cellular carcinoma, sharply 
marked off from the surrounding tissues. Ite infiltrative 
powers were therefore rather, low. On its cutaneous surface, 
however, it had obtained access to the subareolar lymphatio 
plexus, and so to the cutaneous lymphatics. These vessels 
were completely and perfectly injected as by an artificial 
injection fluid. In the papillary processes of the dermisi. 
the blunt flnger-like dilated vessels forming the commence¬ 
ment of the lymphatic system were distended by cancer cells 
exactly like the cells of the growth. (Fig. 1.) The appearance 
presented is just that of a dilated lacteal in an intestinal 
villus. Running out of ampulloe.of origin are narrower 
vessels which can be seen in some seotions uniting in the 
superficial layers of the dermis to form vessels of capillary 
size, presenting the moniliform dilatations which cnarac- 
terise lymphatic vessels. These vessels take a course 
vertical or oblique to the skin surface, and in the sections 
are often cut longitudinally and present Y-shaped junctions. 
They run down to, and enter, the subareolar plexus, which 
is seen lying between the skin and the olosely subjacent 1 
breast tissue as a number of vessels of larger diameter out 
for the most part transversely, since the section is at right 
angles to the plane of the plexus. 

Serial sections afford clear proof that the longitudinally 
cut groups of cancer cells really lie in cylindrical vessels 
and not m chink-like spaces. The whole arrangement of 
the vessels stamps them as belonging to the lymphatio and 
not the blood vascular system. • 
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la horizontal sections the comparison of the cancer-filled 
sp&oes in the papill&e with the lacteal of an intestinal villas 
still holds good. In such sections passing just deep to the 
apices of the papillse a circular group of cancer cells 
occupies the middle of each papilla. This appearance could 
never be produced by fortuitous infiltration. It indicates 
With certainty that the cancer cells oocnpy pre formed 
anatomical spaoes—namely, the vessels of origin of the 
lymphatic system. (Fig. 2.) 

Evidence Afforded by Above Case* 

A superficial critic might assert that what I have taken to 
be lymphatic vessels are in truth excretory ducts, passing 
to open on the surface of the skin. A careful search through 
all my sections has shown that a zone of dermis iuvariably 
intervenes between the groups of cancer cells and the under 
surface of the epidermis. Moreover, it is obvious that the 
apices of the V-shaped unions of the vessels in question are 
directed away from the skin surface, not towards it, as 
would be the case if they belonged to the excretory 
apparatus of the skin. Moreover, in numerous sections 
of the normal nipple no similar appearance could be 
detected. 

To complete the proof that my section shows lymphatics 
infected by cancer I attempted artificial injection of the 
lymphatics of the nipple with soluble Prussian blue. My 
efforts in this direction have been limited by the preoccupa¬ 
tions of the war. Bat in one successful case the Prussian 
bine penetrated the papillse of the skin almost to their tips, 
occupying the same central position as the cancer-filled 
spaoes in my specimen. This specimen of injected skin 
must be allowed considerable anatomical value as demon¬ 
strating—so far as I know for the first time—the anatomy 
of the origins of the human cutaneous lymphatics. It seems 
possible that this knowledge may be the key to advances in 
our knowledge of the pathology of various diseases of the 
skin. 

In regarl to the actual measurements of my specimen of 
Paget's disease— 

Over an area of 2*5 mm. the epidermis is reduced to a layer 
consisting of a thin sheet of the rete Mai pig hi i with deeply 
extending interpapillary processesas much as *6 mm. in length 
—i.e., about four times the normal length. Beyond the 
periphery of this circle is an area of hypertrophied and 
thickened epidermis forming a circle with an outside 
diameter of 6 mm. Here also the interpapillary oolumns of 
epithelium are mnoh elongated. This is due, not to down- 

g rowth of the epithelium, but to oeiematous hypertrophy of 
he papillse of the corium, with consequent stretching of the 
interpapillary columns, for in the centre of the area the 
interpapillary columns are undergoing atrophy and some of 
them have disappeared altogether. 

Permeation of the skin lymphatics is recognisable over a 
oirole 6 5 mm. in diameter, ana extends therefore just a little 
beyond the point where marked changes in the epithelium 
oease. Permeation of the subareolar plexus extends over an 
area of 10 mm. 

These measurements show beneath the oircular red area 
of dermatitis a larger circular area of permeated lymphatics, 
and beneath this again a still larger circular area of per¬ 
meated deep lymphatics belonging to the subareolar 
plexus. 

Now the tendency of Paget's disease to spread centri- 
fugally from its point of origin is a commonplace. It may 
be inferred that that plane of the superficial tissues in which 
the affected circle is largest is the plane first affected. The 
relative size of the infection circles measures in terms of 
spaoe the lapse of time since each of the layers was invaded, 
and therefore the order of their invasion. That is to say, 
the growth at first extends from the breast to the sub¬ 
areolar plexus and blocks it by permeation. Next the 
process extends to the tributary lymphatics running from 
the skin to the subareolar plexus. Lastly, as a result of 
lymph stasis from permeation, oeiematous hypertrophy of 
the papillse is seen and nutrition fails in an area of the 
overlying epidermis. 

It is possible, of course, to conceive of the procers 
reversed, and to assume that it spreads more rapidly once 
it reaches the subareolar plexus. But the permeation of 
the lymphatics of the dermis cannot possibly be the result 
of the changes in the epidermis. For the cells contained in 
these permeated lymphatics are not cutaneous cells, but cells 
originating from the mammary epithelium. For this reason 
I am entitle^ to conclude that the changrs in the epidermis 
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are secondary to the permeation of the dermal lym¬ 
phatics, that the “ eczema ” is secondary to a pre-existing 
carcinoma. 

A third possibility remains, that the dermatitis and the 
permeation of the dermal lymphatics are independent events. 
If so, how comes it that the areas are concentric? At 
either edge of the circles permeation of the dermal lymphatics 
is seen extending under oederaatous skin just beyond the edge 
of the eczematous area. If this is chance, books of logic 
might as well be burnt. 

In this case the eczema had been present for four months 
only, whereas the average duration of the disease at the 
time of operation is something more like four years, ample 
time for the fibrotic processes to destroy the lymphatics and 
obliterate all evidence of pathogenesis. It is probably useless 
to look for permeation in the skin if the eczema is of long 
standing. Those who would ask for evidence of permeation 
in every case of Paget's disease—who demand it to be shown 
in every case of a large series—fail to appreciate that disease 
is a biograph film and not a static entity, and that only one 
picture on the film, one page torn from the novel, can be 
fixed and examined in any one case. In most cases the 
picture or the page is inconclusive or insignificant. Sometimes 
it reveals the essential secret. 

The evidence of this case does not stand alone. 

A figure of Wickham’s 7 (Plate ii., Fig. 2) almost duplicates 
the specimen I have just demonstrated. It shows per¬ 
meation extending under normal epithelium, while beneath 
the eczematous areas are permeated lymphatics distended 
by proliferated oancer cells, running vertically upwards into 
the papillary zone of the dermis. Wickham appears to have 
considered that the epithelial masses were down-growing 
processes of the epidermis. His figure proves the in¬ 
correctness of this view, for the largest of these masses, 
though it touches the under surface of the epidermis, is 
sharply defined from it. 

Duhring and Wile found in the middle and lower layers 
of the corium alveoli of varying size, some of them “ linear ’* 
containing typical carcinomatous epithelium. These were 
present in both the cases they examined; and their 
observation distinctly points to permeation of the dermal 
lymphatics. It is the more important in view of the general 
accuracy of their histological descriptions. 

I have also found evidence of persisting permeation in the 
deeper layers of the dermis in several cases of Paget’s 
disease. 

Pathological Picture of the Disease. 

If the early specimen I have submitted to you be taken &s 
the key and starting-point, the various isolated, otherwise 
unintelligible, phenomena of Paget's disease fall into their 
places like pieces in a jig-saw puzzle. Let me briefly 
picture the pathology of the disease in the light thus 
afforded. 

A carcinoma starts in the smaller ducts of the breast, 
perhaps exceptionally from the acini or the larger ducts. 
Usually, without producing a palpable tumour, it permeates 
the breast lymphatics widely. The rich plexus of lymphatic 
vessels around the ducts forms an especially easy ana con¬ 
venient channel for permeation, and the lymphatic block 
extends along them to the subareolar plexus beneath the 
nipple. 

The cutaneous lymphatics about the nipple are now 
dammed up so that lymph cannot return from them. Later 
they are tnemselves permeated, but possibly this is not 
always the case. At this stage, and before any lump has 
appeared in the breast, the skin of the nipple ana the 
mucosa of the ducts begin to show changes dependent upon 
lymphatic obstruction. The epithelium shows disintegration 
and degeneration of its superficial layers wth proliferation 
of the deeper layers. These changes are nutritional and 
non-malignant. The dermis becomes thickened by solid 
lymphatic oedema. The lymphatics of origin in the super¬ 
ficial layer of the dermis may be found filled with cancer 
cells, which are also to be seen in the lymphatics of the 
subareolar plexus. 

The permeated lymphatics now undergo the usual process 
of perilymphatio fibrosis ; they become surrounded by 
aggregations of inflammatory round ce Is, and later by 
young fibrous tissue, which contracts upon and destroys the 
included cancer cells. In most cases at the time the disease 
is removed the destruction of the cancer cells has been 
consummated, and there is seen merely a band of round- 
celled infiltration in the superficial dermis, while in the 
deeper dermis perivascular aggregations of round cells 
indicate the destruction of the lymphatios which are known 


7 Wickham, Louis: Maladlede Paget, Paris, Masson, 1890. 
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Fig. 1. 



Vertical section through the edge of the area of Paget’s disease showing the lymphatics of { 
the dermis permeated and distended by cancer cells derived from the subjacent 
carcinoma. (Magnification 63 times.) 


to accompany the blood vessels in this 
layer. In other and later cases organisa 
tion into fibrous tissue is complete, 
round cells have disappeared, the 
papillse have been destroyed by the 
fibrous contraction which has taken 
place in them, and nothing remains to 
show that the lymphatic vessels of the 
dermis have been obliterated and re 
placed by fibrous cords save and except 
the persistent changes in the epithelium 
and the cedematous thickening of the 
dermis. 

In regard to the changes in the large 
ducts, these are evidently similar in 
nature to those found on the surface of 
the nipple, and they depend upon the 
same cause—namely, lymphatic obstruc¬ 
tion from permeation and subsequent 
fibrosis. The only difference is that the 
shed epithelium cannot get away, and it 
remains in situ, plugging and distending 
the ducts with a degenerate mass of 
debris. 

Lastly, even in the rare cases where, 
though the Paget’s disease has lasted 
many years, yet no carcinoma has 
made its appearance, it is probable 
that an atrophic scirrhus, which may 
have undergone partial or complete 
cure, preceded the onset of the Paget’s 
disease. But the possibility that the 
lymphatic obstruction in such cases 
is of inflammatory origin, and due 
to a chronic lymphangitis, cannot be 
altogether excluded. 

Treatment. 

It is sometimes stated, and more often thought, that 
pathology is no occupation for a serious-minded surgeon. If 
this is true no sportsman should study the habits of his game. 
Disease is the surgeon’s quarry, but he should walk it up 
casually by clinical observation or get it driven by patho¬ 
logical beaters. The history of the treatment of Paget’s 
eczema supplies a criticism of this theory. Even so dis¬ 
tinguished a man as Sir James Paget, led astray by 
superficial appearances and confessedly ignorant of its 
pathology, advocated a radically unsound method of 
treating the disease which he desc«ibed so well. He 
advised free excision of the eczematous area of the 
nipple, a natural step to take if the eczema were in 
truth the precursor and cause of the cancer. He admitted 
his want of success in preventing the development of 
cancer. 

Though, as the result of Thin’s work, opinion has gradu¬ 
ally turned in favour of treating such cases as ordinary 


carcinomata, a remaining doubt has often led to a dangerous 
delay and to the adoption of half-hearted measures. If it is 
once generally admitted that Paget’s eczema is not the 
possible cause of a future carcinoma of the breast, but the 
result of an existing one—if, moreover, it is accepted 
as evidence that the growth has already widely per¬ 
meated the breast—even though no palpable lump can 
be felt in it—then there will be no excuse for dilatory 
methods. 

The right treatment for Paget’s disease is the usual com¬ 
plete operation for cancer of the breast. It is my impression 
that duct-carcinoma, the form of disease connected with 
Paget’s disease, has a rather more favourable prognosis 
than carcinoma of the breast in general, and that it 
affects the axillary glands rather late. Surgeon-General 
Lenthal Cheatle tells me that, in his opinion, the post¬ 
operative prognosis of Paget’s disease with carcinoma is 
a favourable one. The disease is so rare that statistics 
on the point are not available. 

Conclusion. 

It has been said that the ultimate 
test of a theory is its fruitfulness. I 
may be permitted a certain satisfaction 
if—as I believe this lecture shows—the 
permeation theory of dissemination has 
emerged successfully from this final 
test. 

I have to thank Dr. Browning, 
director of the Bland-Sutton Insti¬ 
tute of Pathology at the Middle¬ 
sex Hospital, for his kindness 
in placing the resources of the 
laboratories at my disposal for 
the purposes of this lecture, and 
for his suggestions as to methods 
of lymphatic injection. Surgeon- 
General Cheatle has kindly allowed 
me to use his histological speci¬ 
mens. 

In conclusion, Sir, may I take 
this opportunity of thanking you, 
as representing this College, for 
the unsought recognition of my 
work implied in the recent grant 
to me of the quinquennial Walker 
prize for cancer research, an en¬ 
couragement which has led me to 
present to you my views on Paget’s 
disease. 0 2 


Fig. 2. 



Horizontal section through the apices of the papilla* v in the area of Paget’s disease. 
Each papilla shows a central lymphatic permeated by cancer cells. (Magnification 
110 times.) 
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THE TREATMENT OF 

SEVERE INFECTED GUNSHOT INJURIES 
OF THE SHOULDER AND ELBOW 
JOINTS; 

EARLY EXCISION TO SECURE MOBILITY.* 

By R. H. JOCELYN SWAN, M.S. Lond., F.R.C.S. Eng., 

MAJOR. R.A.M.C. ; SECTOR SURGEON AND SURGICAL SPECIALIST, ROTAL 
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The treatment of gunshot injuries to important joints, 
complicated by extensive comminution of the articular 
surfaces and by septic infection, has received considerable 
attention, particularly in regard to the knee-joint, where the 
anatomical conformation of the synovial membrane offers 
such difficulty in securing adequate drainage. In a large 
number of severe injuries of the knee the best that can be 
hoped for, short of amputation, is an ankylosed joint, and 
the patient is left with a good prospect of earning his living. 
A fixed shoulder or elbow, however, causes much greater 
physical disability as far as the earning capacity of the 
individual is concerned, and it is with the object of obtain¬ 
ing a movable and useful joint that I have adopted a method 
of early excision of the joint with such satisfactory results 
that I am tempted to put them together, with the hope that 
they may prove of assistance to others. 

The ultimate results obtained in the earlier period of the 
war after extensive injuries of both the shoulder and elbow 
joints were by no means satisfactory, drainage of the joint 
resulting in fixation of the articular surfaces, whilst sinus 
formation from necrosing fragments of bone often necessi¬ 
tated further operative measures before healing was obtained. 
Fixation of the shoulder, with inability to abduct, flex, 
extend, or rotate the arm, is a serious disability, whilst in 
the elbow any fixation at an angle about 80° renders the 
arm useless for feeding, whereas an elbow fixed at this 
angle is of very limited use for mechanical purposes. In 
my earlier cases I considered it advisable to leave the joint 
alone after free drainage and removal of any obviously loose 
fragments of bone until firm healing was obtained and then 
proceeded to a formal excision of the joint, but I found so 
much matting and infiltration of the ligaments, muscles, and 
structures in immediate relation to the joint from the 
previous septic inflammation, that not only was the opera¬ 
tion rendered difficult, but the results obtained were not 
satisfactory. In addition, the time occupied in the healing 
of the original wounds, the liability to localised necrosis 
requiring local operations, and the pain experienced were 
a severe tax on the patient’s strength, and he was often 
inclined to refuse further operative procedure. 

In reviewing a large number of cases of gunshot wounds 
of the shoulder and elbow joints they may be roughly 
classified as : (1) Penetrating wounds without fracture or 
sepsis ; (2) penetrating wounds without fracture but with 
sepsis ; (3) fracture of the articular surfaces without sepsis ; 
and (4) fracture of the articular surfaces with sepsis. 

Each of these classes may be further complicated by the 
presence of a bullet or metal fragment, either embedded in 
the ends of the bone, in the joint, or in the tissue surround¬ 
ing the joint. In the majority of cases the bullet or frag¬ 
ment conveys infection with it from particles of earth or 
clothing accompanying it, and the question of removal must 
be decided upon in each individual case from the amount of 
trouble caused. 

The treatment of the joint depends as much upon the 
degree of sepsis arising as upon the anatomical injury pro¬ 
duced. Where no sepsis is present in the joint the wounds 
of entry and exit may be excised but not sutured, the joint 
fixed on some suitable splint and treated on general surgical 
lines. Personally I must say that I regard the excision of 
primary gunshot wounds of a limited or even doubtful advan¬ 
tage, and have seen many cases of bad results from this 
practice. Where septic infection has been conveyed to the 
interior of the joint more active measures must be adopted, 
and the joint cavity thoroughly irrigated. 

I would here note the difficulty in determining the pre¬ 
sence of septic infection within the joint. It has been 
frequently observed that the joint may be distended with 
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pus containing streptococci, ooliform organisms, and bacillus 
perfringens, but yet there is comparatively little pain, and 
the temperature and pulse-rate are only slightly raised—in 
fact, a very different clinical feature to the acute septic 
arthritis of civil practice. With a gunshot wound penetrat¬ 
ing a joint, oce may be tempted not to open the joint in the 
absence of constitutional disturbance, whereas delay where 
sepsis exists may make all the difference in the ultimate 
functional utility of the joint. An inflamed area around the 
entrance or exit wound, the discharge of thin mucoid fluid on 
pressure, commencing thickening of the tissues around the 
joint, a slight elevation of temperature and a commencing 
leucocytosis are indications of infection and of the necessity 
of exploration and irrigation. 

It is, however, to cases of extensive bony injury to the 
articular surfaces, associated with a virulent infection, that 
I desire to draw attention. These injuries aie so extensive 
and appear at first sight so hopeless that the limb may be 
amputated, whereas if saved at the expense of a prolonged 
convalescence after free drainage and the removal of necros¬ 
ing fragments of bone, the resulting fixation of the injured 
joint is a source of great physical disability to the patient. 
The septic infiltration of the tissues surrounding the joint, 
together with the filling up of the actual fossae in the bone 
around the joint by callus during the period in which the 
limb must be kept at rest, all tend to prevent mobility, whilst 
the erosion of the articular cartilage in the pathological 
processes leads to absolute bony fixation. 

I was faced with this difficulty in a case of a young soldier 
whose right arm had been amputated immediately below the 
shoulder-joint, and whose left elbow-joint was extensively 
smashed and septic. In this case fixation of the elbow at 
such an angle as to allow him to feed himself would have 
left him with an arm of little use for any other purposes, 
whilst fixation at 120°-150°, to give him the greatest 
mechanical advantage in the limb, would have rendered it 
useless for feeding. After much consideration I decided to 
freely excise the damaged elbow-joint, even in the presence 
of marked sepsis, leaving the cavity freely open, and after 
three months this patient could flex and extend his elbow to 
a range of nearly 90°, and had excellent muscular power in 
the arm—in fact, he surprised us by lifting and flexing the 
elbow whilst holding a heavy scuttle of coals. This case 
gave me much food for reflection, and 1 have since adopted 
the principle which I now advocate—namely, free and early 
excision in cases involving severe comminuted fracture of 
the articular surfaces of bone, complicated by septic 
infection with the direct object of obtaining a movable 
joint. 

The Treatment Adopted. 

Oases are received at Woolwich at varying periods from 
the date of injury, but it is no uncommon thing for them 
to arrive within three days of being wounded. In all septic 
eases I make a routine practice of giving an injection of a 
mixed polyvalent streptococcus and proteus vaccine, as I 
have described elsewhere, 1 and the wounded area is carefully 
skiagraphed to determine the nature and extent of any 
bony injury and the presence of metal fragments. I 
consider this preliminary injection of “ antisepsis ” vaccine 
of as much importance as the prophylactic injections of 
antitetanic serum, as by its means the spread of anaerobic 
infection is limited. 

If the ends of the bone entering into the formation of the 
shoulder or elbow joint are severely fractured and if there 
is evidence of septic infection in the joint, I do not 
hesitate to open the latter freely, remove all completely 
detached fragments, and saw off the ends of the bone ; the 
whole cavity is flushed with a forcible stream of hot 
sterile water, and after arresting the bleeding gauze 
is very lightly inserted into the cavity, into which are 
brought three or four small perforated tubes attached to a 
reservoir containing Dakin’s solution or hypertonic saline, 
by which the cavity is frequently flushed. The incision is 
left freely open, perhaps one suture being used at the upper 
end. In the case of the shoulder I make use of an oblique 
anterior incision between the deltoid and pectoralis major 
muscles, opening the joint at the side of the long tendon of 
the biceps. Frequently the actual damage to the bone is 
more severe than the radiograph would indicate, the head 
may be completely separated from the neck and displaced. 

1 The Lancet, 1916, ii., 859. 
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If possible, the tuberosities and rotator tendons are left 
intact, but if the fracture involves the tuberosities they are 
removed, the periosteum being stripped from the upper part 
of the shaft and the bone divided through the surgical neck. 

A stab incision is then made from the posterior aspect of the 
joint backwards to come out behind the shoulder, or the 
bullet track used if conveniently placed and a drainage-tube 
inserted, the flushing tubes being introduced by the anterior 
incision. The arm is then fixed in a fully abducted and 
slightly flexed position, and in my later cases I have made 
use of a special splint I have had made for me by Messrs. 
Allen and Hanbury for both these cases and for gunshot 
fractures of the upper third of the humerus, in the latter 
extension being maintained from the flexed elbow. The arm 
rests very comfortably in this splint, the wound can be easily 
dressed without removing it, and the patient is able to be up 
and walk about; the deltoid muscle is maintained relaxed 
and does not show the same degree of wasting as when the 
arm is fixed to the side. 

In the elbow I use a free, median, posterior incision, 
separating the tissues close to the bone and as far as 
possible preserving the triceps tendinous attachment, and. of 
course, the ulnar nerve. The lower end of the humerus is 
projected from the wound and removed as may be found 
necessary, usually above the epicondylar line. The olecranon 
is removed together with the upper cartilaginous surface of 
the coronoid process and the cupped disc ot the head of the 
radius. The cavity is then flushed with hot sterile water, 
lightly filled with gauze, and the irrigation-tubes intro¬ 
duced. The arm is put up, flexed, and supinated, the wound 
being left freely open. After a few days, when granulations 
appear on the surface, passive movements are commenced 
and the forearm put up in a different angle of extension 
each day. As the wound fills up voluntary actions are 
encouraged. 

In two cases of severe fracture into the elbow I have been 
content with the removal of the fractured humeral condyle, 
leaving the olecranon and radius untouched. In each case 
the internal condyle and trochlear surface was removed at an 
early stage and the joint treated as in a complete excision. 
At the operation cultures are taken from the interior of the 
joint and a full bacteriological examination made, from 
which specific autogenous vaccines are prepared and given 
at intervals of four or five days, under the direction of my 
colleague, Dr. Kenneth Goadby, who will detail the 
bacteriology of the cases. 

It might be noted here that the bacteriological findings in 
these cases show the presence of not only pyogenic cocci 
and bacilli of the coli group, but also bacillus perfringens of 
malignant oedema and Hibler IX. The operations in practi¬ 
cally all the cases were done in the presence of active and 
virulent sepsis, but by treatment with free drainage, irriga¬ 
tion, and vaccines the sepsis was at once controlled. There 
is usually a slight elevation of temperature for a few days 
after operation, but it soon settles down, and in only one 
case have I had to incise the limb after the operation for any 
spread of sepsis. 

Results. 

Bo far I have operated in an early stage upon six cases for 
excision of the shoulder-joint, and on eight for excision of the 
elbow-joint in cases of severe comminution of the articular 
surfaces associated with sepsis. 

Shoulder-joint oases .—One remains in hospital, but it is 
doing well; of the remaining five, in one a sinus remained 
after 17 weeks due to the necrosis of some small frag¬ 
ments which were removed. Of these five cases the ultimate 
result was good in two, free movement of flexion and exten¬ 
sion and abduction without scapular movement to an angle 
from 50° to 60° with the vertical being obtained. In two 
other cases the result was fair flexion and extension being 
good, but abduction was limited to 40° with the vertical, 
whilst in the remaining one there was evidence of circumflex 
nerve injury from the primary wound which persisted, so 
that abduction was impossible owing to the paralysis of the 
deltoid, and the patient refused further operative treatment 
to deal with the nerve lesion. It is interesting to note that 
in cases of excision of the shoulder where extensive removal 
of the bone through the surgical neck was performed by 
subperiosteal resection, subsequent radiographs demonstrated 
that there was considerable reformation of bone in the line 
of the shaft of the humerus towards the glenoid cavity. 


Elbow-joint oases .—Here the ultimate results have been 
even more satisfactory. Of the eight cases operated upon 
one is still in hospital from operation too recent to include as 
a result; of the remaining seven cases, one required further 
operation on the ninth day from spread of sepsis in the 
middle of the arm. Of these seven, in four the ultimate 
result exceeded all my expectations, flexion and extension 
being possible to almost full extent and supination and pro¬ 
nation being possible, but not perfect ; all show some degree 
of lateral mobility, but that does not interfere with the use¬ 
fulness of the limb and the muscular power in the arm and 
forearm is excellent. In each of these four cases, flexion of 
the elbow is so good that the patient can voluntarily touch 
the shoulder of the same side, can fix a collar-stud at the 
back of the neck, and can touch the angle of the scapula of 
the opposite side ; extension is in each possible to almost a 
straight line. Each one could lift and raise a fairly heavy 
ward chair with the elbow flexed and unaided. In two cases 
flexion and extension are possible in a smaller range, in one 
from 80° to 145°, and in the other from 80° to 120°, further 
movement being limited by masses of callus formed about 
the ends of the bone. In the latter case the operation for 
excision was performed at a later period after free drainage 
had proved ineffectual to arrest the infective processes. In 
the remaining case, in which the upper fourth of the radius 
had to be removed owing to excessive shattering, flexion and 
extension are possible in a range of 45°, but no movement of 
pronation or supination is allowed owing to the absolute fixa¬ 
tion of the upper end of the radius to the ulna by a large 
mass of callus joining the two bones. 

In addition to the above I have excised two hip-joints for 
extensive fracture of the head and neck of the femur with 
septic infection in the joint. One case did |well, and the 
patient walks with a limb shortened by 1^: inches, but with 
good movement at the hip. The other case was doing well, 
but died suddenly on the thirteenth day from a profuse 
haemorrhage from a chronic duodenal ulcer which opened 
the pancreatico duodenal artery. So far I have had no 
opportunity of excising a knee-joint in a recent case of 
gunshot injury, but in the light of other joint cases and 
with my experience of the difficulty of adequately draining a 
septic knee-joint, I would not hesitate to do so, but in this 
instance with the distinct object of obtaining a firmly 
ankylosed joint. 

I am of opinion that the earlier the operation of excision 
is performed the better is the chance of obtaining free 
mobility. In my cases the best results have followed 
operations performed soon after the injury. Naturally a 
very great deal of the success of the operation depends upon 
the assiduity of the after-treatment and the hearty coopera¬ 
tion of the patient in carrying, out early movements, and 
I would here like to express my sincere thanks to the various 
medical officers who have had charge of these cases and 
who have so faithfully carried out my instructions. 

Advantages of the Operation. 

1. All loose fragments of bone and the articular surfaces 
are removed, having a clean sawn surface rather than jagged 
ends of bone. 

2. Very free drainage is established, and the joint can be 
freely irrigated. 

3 The septic processes are at once controlled and pain is 
much diminished. The chance of having to amputate for 
advancing sepsis is much lessened. 

4. The time of convalescence is very much diminished and 
there is much less risk of localised necrosis of bone and 
sinus formation. 

5. A movable joint is obtained with good muscular powers. 

Objections to the Operation. 

1. Shook .—There is necessarily more shock in an excision 
of a joint than in making free incisions for drainage, but 
actually the shock is very slight. The operation can be 
easily performed in half an hour, bleeding is easily controlled, 
and no large nerves are divided as in amputation. I have 
seen no necessity of amputation having to follow in any case 
from failure to control the sepsis, but, should it become 
necessary, the previous excision of the joint would probably 
increase the risk. There has been no instance of secondary 
haemorrhage. 

2. The fact that freshly sawn surfaces of bone a/re exposed to 
septio infection might seem to be a disadvantage, but with 
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the free drainage, intermittent flashing of the cavity, and 
the use of vaccines the risk of septic osteomyelitis appears 
to be small. 

3. The risk of a flail joint resulting . This is a possibility 
which cannot be overlooked, especially in the elbow. I can 
only say that I have not seen it in my cases, and I have 
removed so much bone that three fingers could easily be 
placed between the sawn ends with the forearm extended, 
bat I have seen one case in which the joint was flail after an 
excision of the elbow performed at a later stage. 

4. The excessive formation of callus around the divided 
ends of the bone may limit free movement. In cases in 
which the comminution of bone is excessive, or where 
splinters or minute particles of bone are conveyed into the 
surrounding tissues, this formation seems to be more ex¬ 
cessive and may limit free movement; but where movement 
is commenced early, and the patient steadily perseveres with 
it, good range of movement is obtained. In some caseB it is 
surprising that such good movement is obtained where large 
masses of ossified callus surround the ends of the bone. 

It may be justly urged on theoretical grounds that it is 
unjustifiable to remove so much bone in the presence of 
active and virulent sepsis, or that I am urging a procedure 
which contravenes ordinary surgical principles, but I can 
only point out the success that has attended these opera¬ 
tions. I am conscious that the number of cases is small, 
but I have not included those in which the operation has 
been performed when the wounds were healed and the joint 
fixed or those in which the operation was done at a later 
stage when necrosis of the end of the bone had commenced. 
However, I feel most strongly that if in these cases of septic 
gunshot fractures involving the joint excision or partial 
excision were performed soon after the injury, we should be 
doing more for the wounded man in putting him into a 
better position to earn his future livelihood, would materially 
shorten his convalescence, and thus save the State not only 
much of the expenses during hospital treatment, but also 
the amounts paid in pensions. 

I must thank Colonel R. J. S. Simpson, A.D.M.S., 
Woolwich, for permission to make use of the cases forming 
the basis of this communication, and my colleague, Dr. 
Martin Berry, for the excellent series of radiographs used in 
illustrating it. 

Shoulder-joint Cases. 

Case 1.—Private B. Wounded Dec. 3rd, 1915. Bullet 
entered at back of left shoulder and passed out by a large 
wound in front. Operation in France; anterior wound 
incised and shoulder-joint opened. Jan. 3rd, 1916: Admitted 
to Woolwich. Free discharge from anterior wound, great 
pain on any movement of shoulder. Deltoid paralysed 
and circumflex anaesthesia. Skiagraph showed much 
comminution of head and neck of humerus; head of 
bone turned, so that articular surface faced outwards. 
Jan. 6th: Operation. Wound opened; upper end of humerus 
of dark-grey colour and articular cartilage removed. Peri¬ 
osteum separated and bone divided through surgical neck. 
Area flushed with hot saline and wound lightly packed with 
gauze with large drainage-tubes. Arm fixed abducted with 
extension from elbow. Jan. 19th: Wound granulating well. 
Temperature normal since operation. Arm fixed on Hey 
Groves crutch-Bplint. No pain in shoulder. Jan. 27th: 
General condition much improved. Feb. 14th: Wound healed. 
Passive movements are free, but patient will not make any 
attempt towards active movement. Deltoid paralysed. 
March 20th: Flexion and extension good. No abduction. 
Deltoid wasted. June 1st: Can flex and extend shoulder, 
but no abduction. Circumflex paralysis remains. Move¬ 
ments of elbow and hand good. Skiagraph showed large 
deposition of bone in line of shaft occupying position of 
piece removed. No necrosis or sequestrum seen. 

Case 2.—Private H. Wounded Dec. 12th, 1915, bullet 
entering at point of right shoulder and coming out in 
pectoral fold. Feb. 27th, 1916: Sinuses remain at each 
wound and dead bone easily felt by probe. Free discharge 
of thick pus. Skiagraph showed disorganisation of head of 
humerus; articular surface pointed upwards. Rarefied area 
in neck, probably necrotic. March 4th: Operation. Much 
disorganisation found in shoulder-joint, the head of 
humerus being blackened and soft necrotic area below it. 
Tuberosities not involved. Section made through anatomical 
neck and necrotic area thoroughly scraped. Cavity flashed 
out. Free drainage. Arm fixed in abducted position. 
March 24th: Slight pyrexia for first week. Wound closing 
rapidly. Passive movements commenced. April 20th : 
Wound healed. Moves shoulder a little. July 13th: Can 
flex and extend arm and abduct to 40°. Deltoid acts well. 
No rotation in shoulder, but movements are increasing. 


Case 3.— Corporal G. Wounded Jan. 24th, 1916, bullet 
passing through right shoulder. Two operations in France 
where shoulder-joint opened and drained. March 17th: 
Two healed wounds on outer aspect of shoulder and large 
open wounds both in front and behind, through which a 
drainage-tube passes. Great pain in any movement. No 
paralysis of arm. Skiagraph showed extensive comminu¬ 
tion of upper end of humerus, the bead being completely 
separated from the shaft, the drainage-tube passing in 
interval. Upper end of shaft necrotic. March 28th: 
Operation. Anterior opening enlarged and joint opened. 
Head of humerus very necrosed and devoid of articular 
cartilage. Upper end of shaft also necrosed. Periosteum 
separated and shaft divided through surgical neck, 1$ inches 
being removed. Granulations scraped away and bleed¬ 
ing arrested by hot saline. Cavity irrigated with hydrogen 
peroxide, large drainage-tube in posterior wound and 
small tubes for irrigation from front wound. Light 
pack of gauze in wound. April 2nd: Very little dis¬ 
charge and granulations appearing. April 17th : Wound 
healthy, passive movements commenced. May 10th: 
Not much active movement in arm yet. July 15th: Very 
fair movement in shoulder, flexion and extension goon, 
but abduction limited to 40°. Skiagraph showed a new 
formation of bone extending in line of shaft towards glenoid 
cavity. 

Case 4.—Private G. P. Wounded July 1st, bullet entering 
front of left shoulder 1} inches outside tip of coraooid process 
and emerging at slightly lower level behind. Admitted 
July 5th, when a radiograph showed fracture of the clavicle, 
of the acromion process, and of the anatomical neck of the 
humerus, the head of the latter being comminuted and 
displaced. July 6th: Wounds opened and free drainage 
established through joint. July 27th : Temperature raised 
for laBt three days and local swelling about shoulder. 
Wound opened and head of humerus found blackened 
and necrosed. Decided to excise head; periosteum peeled 
back and muscular attachments to tuberosities detaohed- 
Resection through upper part of surgical neck. Joint 
cavity flushed with hydrogen peroxide and saline and freely 
drained by posterior incision. Intermittent flashing with 
Dakin’s solution. Arm maintained abducted. Sept. 25th: 
Wounds all healed. Nov. 12tb : Can voluntarily abduct 
arm to 45° from body, and on fixing scapula passive 
movement can be made to 80° before scapula rotates. 
Flexion and extension of arm good. Skiagraph showed 
a fair growth of callus around upper end of shaft. 
Glenoid irregularly thickened. Jan. 4th, 1917: Movements 
at shoulder are more free. Can abduct easily to 60° without 
rotation of scapula. Flexion and extension are more free. 
Result excellent. (See Figs. 1 and 2.) 

Case 5.—Private H. Macl. Wounded July 1st, 1916, by rifle 
bullet entering in front of right shoulder just outside tip of 
coracoid process and emerging in posterior deltoid margin. 
Admitted July 4th. Anterior wound sloughing. Thin, serous 
bubbly pus draining. Great pain in shoulder. No nerve 
injury. Skiagraph showed very comminuted fracture of 
head of humerus. Articular surface rotated. July 6th : 
Operation. Incision in pectoro-deltoid interval, joint opened. 
Head of humerus much comminuted. Upper end of shaft 
black and necrotic. Periosteum stripped off tuberosities 
and detached bone and upper end of shaft removed. Area 
flushed with peroxide ana hot saline and cavity lightly 
packed with gauze. Large drainage-tube through posterior 
wound. Arm put up fully abducted and arranged for 
frequent flushing. July 9th: Temperature about 100° F. 
Wound clean and commencing granulation. July 20th: 
Wound excellent. Very little discharge. August 22nd : Ajrm 
removed from splint and passive movements commenced 
in shoulder. Wound almost healed. Nov. 11th: Small 
sinus remained in incision and skiagraph showed small 
sequestra at upper divided end of humerus. Can move 
shoulder surprisingly well. Can abduct to 45° without 
movement of scapula. Nov. 13th: Sequestra removed. 
Jan. 10th, 1917 : Wound healed. Movements of arm increased. 
Can abduct to 60° and flex and extend well. Can passively raise 
arm to almost vertical. Result is very good. (See Figs. 3, 4, 
and 5.) 

Case 6.—Corporal E. Wounded July 29th, 1916, by shell 
fragment entering posterior aspect of left shoulder and 
emerging at tip of coracoid process. Admitted August 3rd. 
Patient sallow and sweating. Temperature 98°F. Pulse 112. 
Wounds foul and fine crepitation felt around anterior aspect 
of shoulder. Skiagraph showed great comminution of head 
of humerus, which is separated frem shaft. Glenoid cavity 
and neck of scapula comminuted. Fracture of coracoid 
process and spine of scapula. Three fairly large metallic 
fragments present. Operation (on admission): Wound freely 
opened and direct communication made from front to back 
through joint. Bone very comminuted and very foul. Smear 
preparations showed numerous spore-forming bacilli. Area 
swabbed with peroxide and tubes an»np*d for continuous 
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PIGS. 1 and 2 (Case 4).—Fig. 1, radiograph taken 
three and a half months after excision of shoulder, 
shows the ossification of callus at the upper end 
of shaft of humerus. Fig. 2 shows the move¬ 
ments obtained; note that the figure showing 
elevation of the arm is a passive movement, the 
others active and voluntary. 

Figs. 3, 4, and 5 (Case 5).—Fig. 3 is a radiograph 
of the original injury to the head of the humerus 
with drainage-tube in situ (July 4th). Fig. 4, 
radiograph four months after excision. Fig. 5. 
the movements obtained; note that the elevation 
of the Rrm is a passive movement, the others 
active movements. 

Figs. 6, 7, and 8 (Case 6).—Fig. 6 shows the injury 
to humerus, scapula, and clavicle five days after 
tho receipt of wounds, the central clear area being 
a gaseous collection In anaerobic infection. Figs. 
7 and 8 are radiographs taken two months after 
excision showing the movement of the mass of 
callus with the humerus. 


Case 5. 



Case 6 

6 7 8 



irrigation. Saline infusion. August 6th: General condi¬ 
tion good. Temperature 98*6 9 F. Pulse 96. Tongue clean. 
August 14th : Condition unsatisfactory. Temperature up to 
102° in evenings, but tongue moist. Drainage not so free. 
August 15th: Operation. Wounds freely opened. Bone 
found blackened and very foul. Much comminution. 
Purulent granulations in medullary cavity of shaft. Latter 
sawn through surgical neck. Glenoid cavity only held by 
triceps attachment and was removed, and many rough pieces 
of bone removed with forceps. Area flushed with saline 
and hydrogen peroxide and freely drained. Arranged for 
continuous irrigation and arm put up abducted. August 21st: 
Temperature normal since operation. August 30th : Doing 
well. Arm maintained abducted to 60°. Sept. 20th: 
Anterior wound healing well. Oct. 20th : Skiagraph showed 
a lot of callus around upper end of humerus which moves 
with shaft. Sequestra present at glenoid and upper end of 
'•haft. Dec. 30th ; Sinuses remain at each end of incision. 


Jan. 9th, 1917: Sinuses opened and sequestra removed. There 
is a small amount of mobility at shoulder, and deltoid muscle 
acts. Patient remains under treatment. (See Figs. 6, 7, 
and 8.) 

Elbow-Joint Cases. 

Case A.—Private O. Wounded May 28th, 1915, by shell 
explosion in close proximity, causing extensive wounds in 
right arm and about left elbow. Was operated upon within 
two hours and right arm amputated immediately below 
shoulder-joint. Admitted June 5th. Amputation stumn 
very septic, wound extending into posterior axillary fola. 
Also septic wound of upper left forearm over olecranon. Skia 
graph : Complete shattering of upper 2 inches of both radius 
and ulna; very comminuted. No fracture of humerus. Large 
metallic fragment 3 inches above joint. June 8th : General 
condition bad. Pulse 120. Saline enemata. Wound of fore¬ 
arm opened for drainage and fragment removed. June 14tlj : 
Operation. Vertical median posterior incision and triceps 
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Case A. 


Figs. 9,10,11, and 12 (Case A).— 
Fig. 9 shows the great com¬ 
minution of upper ends of 
radius and ulna, with frag¬ 
ments of bone driven into 
tissues in front of joint. Figs. 
10 and 11 show' antero posterior 
and lateral views of the joint six 
months after operation (Fig. 11 
is upside down). Fig. 12, 
skiagraph after 18 months. The 
large mass of callus in front of 
joint limited range of move¬ 
ment to 00°, but flexion was 
allowed to a right angle. 

Figs. 13-17 (Case E).—Figs. 13 
and 14 are lateral and antero¬ 
posterior radiographs taken 
four days after injury. Figs. 
15 and 16 are taken ten weeks 



after excision of elbow’; note 


lateral formation of cal- 


CASE E. 


lus and slight internal 
displacement of fore¬ 
arm. Fig. 17 depicts 
the voluntary move¬ 
ment obtained. 

Figs. 18-22 (Case F).— 
Figs. 18 and 19 show the 
fracture five days after 
injury; note the com¬ 
minution of lower end 
of humerus. Fig. 20, six 
weeks after excision. 
Figs. 21 and 22, volun¬ 
tary movement six 
weeks after excision; 
these movements in¬ 
creased in range to those 
in Fig. 17 (Case E) after 
a further Interval of 
seven weeks. 




tendon detached. Detached fragments of bone removed and there was great pain in right elbow, tense swelling around 
upper ends of radius and ulna sawn off just above the level the joint, and a thick purulent discharge from the wounds, 
of tubercle of radius. Humerus not sawn off. Area flushed Temperature 103-4°F. Skiagraph showed shattering of lower 
with peroxide and cavity lightly packed. No sutures in wound, end of right humerus. No fracture of ulna or radius. 
June 20th: Wound clean and granulating. July 2nd: Passive Oct. 15th : Operation. Wounds of right elbow opened and 
movements commenced in elbow. Can move fingers and found to pass directly into elbow-joint, the inner part of 
hand well. August 2nd: Wound almost healed. Only a which was destroyed.* Completely detached fragments of 
small range of movements allowed without pain. Jan. 31st, bone were removed, including the whole of inner condyle 
1916: Can move elbow through a range of 80° and has very a nd supracondylar ridge and the trochlear surface of 
good muscular power. Can feed himself and touch back of humerus. Capitellar surface was intact. Rough bone edges 
occiput. There is a firm prominence in front of elbow, were rounded off and cavity flushed with hot saline and 
December : Elbow had improved until he was again injured w ith peroxide. Wound very lightly filled with gauze. Arm 
by bomb explosion. Still has a range of movement of 60° p U t up on right-angle anterior splint. The operation wound 
and power is very good. Skiagraph showed large formation very quickly cleaned up and granulated. Jan. 1st, 1916: 
of callus about upper end of radius and u»na which prevents Wound healed and movements of elbow are good. Jan. 27th: 
full flexion at elbow. (See Figs. 9,10,11, and 12.) Can voluntarily move elbow from S0° to 160°. The ulna has 

Case B.— Private E. M. Wounded Sept. 25th, 1915. Wound become slightly displaced inward as the result of the 
in upper left forearm, involving median nerve, and also in removal of the inner half of humeral articulation, but 
inner aspect of right elbow-joint. Admitted Oct. 14th, when movement and muscular power are quite good. 
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Case C.—Private M. Wounded Sept. 25th, 1915, in left 
forearm, fracturing radius in upper third and also on inner 
aspect of right elbow-joint. Arrived Oct. 15th. From the 
wound of right elbow there was a profuse purulent dis¬ 
charge ; it was much swollen, extremely painful, and tem¬ 
perature 103° F. Skiagraph showed an extensive comminu¬ 
tion of lower end of humerus into elbow-joint. Radius and 
ulna were intact. Oct. 16th: Operation. Wounds opened 
and passed directly into elbow-joint; the inner condyle of 
humerus was shattered. All loose bone removed, including 
the whole of trochlear surface of humerus, internal condyle, 
and part of the internal supracondylar ridge. The capitellar 
surface was left, together with the olecranon and head of 
the radius, which were not fraotured. All rough edges of 
bone chipped away, cavity flushed with hot sterilised water 
and hydrogen peroxide. Gauze lightly packed in and two 
ramll tubes passed in for intermittent flushing* Oct. 27th : 
Elbow maintained flexed. Wound clean and granulating. 
Nov. 23rd: Wound nearly healed. Passive movements in 
elbow good. Jan. 1st, 1916: Wound of elbow healed. Can 
flex, voluntarily to 75° and extend to about 150°. June 27th : 
Movements of elbow from 70° to 150°. Muscular power is 
very good. Ulna is slightly displaced inward. 

CASE D.—Sergeant 8. Wounded April 21st, 1916, shell 
fragment striking on tip of olecranon of right arm. Opera¬ 
tion in France, where large metal fragment and several 
pieces of bone removed. On admission on May 1st there 
was a rounded opening over point of olecranon where bare 
fragments were exposed. No exit wound. Elbow very 
painful, and there was undue mobility forward of joint. 
Temperature 99° F. Skiagraph showed whole of olecranon 
comminuted into small fragments. Fracture of lower end 
of humerus separating internal condyle and trochlear sur¬ 
face from rest of bone, extending into joint and displaced 
slightly forwards. May 6th : Operation. Vertical posterior 
incision through triceps. Many small fragments of oleoranon 
removed and pus found in joint. Base of olecranon sawn 
through. Humeral fracture was in good position and so a 
complete excision was not performed. Counter opening 
made on outer side and tubes arranged for continuous irriga¬ 
tion. June 8th: Temperature gradually settled down. 
Very little movement allowed in elbow. July 6th : Has had 
a lot df pain in elbow and oedema around it. Tempera¬ 
ture 99-100° F. July 8th : Operation. Incision reopened and 
lower end of humerus found to be necrotic. Further 
opening on inner side and joint irrigated. July 20th : 
Temperature 101 J and much purulent discharge. Opera¬ 
tion. Joint fully opened and cartilage found much eroded. 
Complete excision removing humerus above intercondylar 
line, base of olecranon, and head of radius. Light pack of 
gauze and small tubes for irrigation. August 1st: Doing 
well, wound clean. Temperature normal. August 30th: 
Wound healed. Can voluntarily flex elbow. Sept. 20th: 
Can flex and extend from 80° to 120°. Supination and 
pronation fair. Oct. 30th : Much improved. Can touch 
shoulder of same side. Supination and pronation improved. 
Muscular power good. 

Case E.—Private. F. Wounded July 1st, 1916, by bullet 
entering outer and anterior aspect of right arm 2& inches 
above elbow and out over external condyle. On admission, 
July 5th, both wounds were inflamed and surrounding tissues 
swollen. Great pain in moving elbow. Temperature 98*6° F. 
Skiagraph showed fracture of lower end of humerus, extend¬ 
ing into joint. Much comminution, especially of external 
condyle. Radius and ulna intact. Several small pieces of 
bone in tissues in front and behind joint. July 9th ; Elbow 
very painful. Temperature 99*6°. Leucocyte count 13,500. 
July llth : Operation. Median vertical incision and pieces 
of bone removed from triceps. Joint freely opened and 
fracture found much more extensive than radiograph 
suggested, the whole of external condyle and capitellar 
surface and outer half of trochlear surface being completely 
detached, comminuted, and rotated outwards. Section of 
humerus made 2 inch above upper limit of olecranon fossa 
and olecranon removed at base, leaving cartilage of coronoid 
process and head of radius intact, owing to the extent of 
removal necessary in humerus. Cavity flushed with hot 
water and upper part of incision and triceps sutured. Free 
opening left below and tubes put in for intermittent flushing. 
July 20th: Spread of sepsis in arm. Focus opened. 
July 24th : Temperature not raised since last opera¬ 
tion. Passive movements commenced. Wounds clean. 
August 23rd : Wound almost closed. Voluntary movements 
increasing. Sept. 8th: Wound healed. Can flex elbow 
enough to feed himself and to light a cigarette. Sept. 20th: 
Can voluntarily flex to 80° and extend almost fully. Supina¬ 
tion and pronation very good. December: Can flex to 75° 
and extend almost to straight line. Muscular power very 
good. Excellent result. (See Figs. 13,14,15,16, and 17.) 

Case F.—Private A. M. Wounded July 29th, 1916, bullet 
entering over tip of right olecranon and emerging at side of 
inner mid-line of elbow-joint. On admission, August 3rd, 


there was much ecchymosis of arm and forearm and swelling 
around the elbow-joint. Wounds small and clean. Tem¬ 
perature 98*4° F. Movements of elbow painful. Skiagraph 
showed very extensive damage to lower end of humerus, 
both condyles being fractured from shaft into joint and 
separated by lower end of shaft. Olecranon process also 
fractured. August 6th: Joint more swollen. Tempera¬ 
ture 99 8°. Leucocyte count 15,000. August 7th : Operation. 
Posterior wound excised. Vertical median posterior in¬ 
cision of joint opened. Olecranon found fractured, 
together with a large triangular piece of upper shaft of 
ulna, whioh was removed. Both humeral condyles 
detached and articular surface of humerus comminuted, the 
lower end of shaft impinging on ulna between the fractured 
condyles. The muscular attachments were separated from 
condyles and later removed and lower end of humerus sawn 
off. Olecranon and coronoid processes of ulna and head of 
radius removed. Area well flushed with hot water and 
bleeding arrested. Each end of wound sutured and large 
median opening left for irrigation tubes. August 14th: 
Temperature normal since operation. Very little discharge. 
Small drainage-tube only in cavity. August 21st: Wound 
granulating. Passive movements begun. Sept. 12th : Gan 
voluntarily flex elbow to 90°. Sept. 29th : Movements 
increasing, but muscular power poor. Nov. 20th: Move¬ 
ments very much improved. Can easily touch shoulder of 
same side, back of neck, and scapula of left side. Can extend 
to practically straight line. Can supinate but cannot com¬ 
pletely pronate. Some lateral movement in elbow. Musoular 
power good. An excellent result. (See Figs. 18, 19, 20, 21, 
and 22.) 

Case G.— Private E. A. Wounded Sept. 10th, 1916, bullet 
passing through upper and outer part of right forearm just 
below elbow-joint. Admitted Sept. 27th. Wounds dirty and 
swelling about upper arm. Great pain on any attempted 
movement of elbow. No nerve injury. Skiagraph showed a 
very comminuted fracture of head, neck, and upper shaft of 
radius. Many small pieces of bone driven into surrounding 
tissues. No fracture seen in ulna or humerus. With such a 
comminution of radius and with sepsis in the elbow-joint, I 
deemed it advisable to remove the upper end of radius and 
so ensure drainage and alBo to attempt to obtain mobility in 
the elbow. Sept. 29th: Operation. Vertioal incision through 
posterior wound. Radial head found loose and in small 
pieoes, the articular ligament being destroyed. Many com¬ 
pletely separated pieces of bone were-removed and the sharp 
upper end of shaft of radius cut off with forceps. The elbow 
ana superior radio-ulnar joints were fully exposed and 
flushed with hot saline and with hydrogen peroxide. Area 
lightly packed with gauze with tubes for drainage. Oct. 20th: 
Wounds granulating well. Temperature normal. Dec. 14th: 
Wounds healed. Can voluntarily move elbow from 75° to 
120°, and this will probably further improve. There is no 
movement of pronation or supination and a skiagraph shows 
a large mass of callus around the upper end of the radius, 
fixing it to ulna, which now shows a small linear fracture in 
same area. Probably the excessive formation of callus is due 
to the great comminution of bone forced into the tissues by 
the “explosive ’ force at the original injury. 

Case H.—Lieutenant P. P. Wounded Sept. 15th, 1916, by 
shell fragment on inner and posterior aspect of right elbow. 
Has had five operations in France, but does not know what 
was done. Admitted Nov. 14th, when arm and forearm fixed 
in a straight Thomas splint, with extension. There was a 
large granulating surface on inner and posterior aspeot of 
right elbow and much loss of tissue. Complete ulnar anaes¬ 
thesia and paralysis. Skiagraph showed internal condyle of 
humerus was missing and a fracture-line through humeral 
articular surface separating trochlear from capitellar surface. 
Oleoranon was fractured at base and displaced, and there was 
much bone debris in tissues. Nov. 20th : Temperature has 
been raised and more swelling around joint. Wounds opened 
and articular surface found devoid of cartilage, roughened 
and eroded. Counter openings made for free drainage. 
Dec. 12th: Skiagraph showed necrosis was extending. 
Dec. 15tb : Operation. Vertical median posterior in¬ 
cision. Olecranon removed. Humerus projected from 
wound and 1$ inches of lower end removed, but 
not up to limit of fracture-line on inner side. Upper 
end of ulna and radius was necrosed, and so removed 
bv saw through base of coronoid process and head 
of radius. Bleeding arrested and area well flushed 
with hot water, and tubes arranged for intermittent 
flushing with Dakin’s solution. There was 12 inches 
interval between sawn surfaces when forearm extended. 
Dec. 20th: Temperature normal since operation. Wound 
flushed very frequently with Dakin’s solution, alternating 
was hypertonic saline. Dec. 27th: Wound granulating 
rapidly. Temperature normal. Forearm fixed m different 
positions at daily dressing. Jan. 12th : Granulations flush 
with surface and‘much smaller. Can move elbow passively 
from 75° to 120° without pain. March 1st: Can voluntarily 
flex from 150° to 90°. Remains under treatment. 
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ON THE CULTIVATION OF THE MALARIAL 
PARASITE IN VITRO.* 

By LEONARD S. DUDGEON, F.R.C.P. Lond., 

LIEUTENANT-COLONEL, R.A.M.C. (TEMP.); CONSULTING PACTERIOLOG 1ST, 
SALONIKA ARMY; 

AND 

CECIL CLARKE, M.D. Lond., M.R.C.P. Loni>., 

TEMPORARY CAPTAIN. R.A.M.C. ; OFFICER CONDUCTING MOBILE 
LABORATORY, SALONIKA. 


In the course of an investigation during the months of 
.September and October, 1916, of cases of pyrexia admitted 
to a casualty clearing station as N.Y.D. (not yet diagnosed), 
malaria, or jaundice, the usual methods of haemoculture in 
bile-salt media and citrated broth were supplemented, in 
addition to the examination of blood films for malaria, by 
the employment of a medium consisting of citrated normal 
saline containing varying strengths of glucose. The object 
in view was the cultivation of the plasmodium in this 
medium. At first the strengths of glucose used were 2 and 
5 per cent., and later two other strengths, 7 5 and 10 per 
cent., were tried. The strength of the sodium citrate in the 
medium was 1 5 per cent. 

The cultivation of the parasite was attempted in every 
instance of 100 cases of pyrexia, comprising enteric group 
infections, 20 ; N.Y.D., 49 ; and malaria, 31. In this first 
series a marked increase in the number of parasites in the 
culture tubes was noted in 9 of the 31 oases of malaria. The 
present paper embodies the results obtained from 51 cases 
of clinical malaria examined by means of the following 
technique. 


Technique .—Blood from a vein at the bend of the elbow was 
obtained either by direct puncture or by an all-glass syringe 
with large-bore needle. About 1 to 2 c.c. of blood was 
inoculated into 10 o.c. of the glucose medium. After thorough 
mixing the tubes were incubated at 40°C. for 20 to 24 hours. 
Both aerobic and anaerobic methods were employed. Films 
were made from the uppermost layer of corpuscles, after the 
supernatant fluid had been pipetted off. Stained by the 
Giemsa method and examined by oil-immersion lens. The 
control Aims of 51 cases showed:— 


Malignant malaria (ring forma and crescents 

Benign tertian. 

Quartan . 

Milaria, type undetermined . 

No malarial parasites . 


or crescents only). 


18 

12 

1 

10 

10 


ilture. 


- 

Increase of parasites. 

Totals. 

Marked. 

Not 

marked. 

! Undeter¬ 
mined. 

Positive. 

Negative. 

Malignant malaria 

11 

1 

2 

14 

4 

Benign tertian ... 

0 

0 

1 

1 

12 

Malaria, ? type ... 

4 

0 

3 

7 

3 

Films negative ... 


2 

y 

5 

& 


17 

3 

7 

27 

24 


Evidence of increase of parasites .—Using this medium, a 
diluted plasma with the adjition of dextrose, the charac¬ 
teristic form which can be recognised as a plasmodium is 
what is termed here the “ dot ” form. In size it is smaller 
than the fine ring, the nucleus staining as a bright-red dot 
and the protoplasm an intense blue, semilunar in shape. 
The appearance suggests the merozoite. Typical ring forms 
were infrequent. Although the “dot ” form appears free in 
many of the films, yet in fortunate films they are seen to be 
intracorpuscalar, and it is probable that in the spreading of 
the films the fragile envelope of the incubated red corpuscle 
is damaged. No comparative enumerations of parasites were 
attempted. 

Remarks .—In 17 cases (all of which were undoubtedly 
malignant malaria) the terms “abundant,” “ very numerous,” 
are employed to indicate the number of “dot” forms 
present. The mere words do not adequately convey to the 
mind the relative ease with which parasites are to be found 
in the films as compared with the original control film. 
Of 18 cases of malignant malaria investigated only 4 gave a 
completely negative result in culture. On the other hand. 


* A paper read before the Salonika Medical Society on Feb. 14th, 1917 


no increase of parasites could be demonstrated in 12 cases 
of benign tertian and in 1 of quartan infection. Of 10 cases 
of malaria of undetermined type the culture was negative 
in 3. A reference to this point in connexion with diagnosis 
and the presence of quinine in the scrum will be made 
later. Of 10 cases, 9 of clinical malaria and 1 of jaundice, 
in which the control blood films after adequate examination 
were considered negative, “ dot ” forms were found in 5. 
In two instances they were abundant. 

Our statement that no parasites were found was the 
result of prolonged examination of blood films. The whole 
question, however, of the number of parasites present in 
blood is dealt with in detail by Sir Ronald Ross in his text¬ 
book on the “ Prevention of Malaria ” (1911), but one sentence 
can be quoted from this work, as follows : “But for a broad 
general rule we may, I think, accept the principle (pending 
more exact researches) that if we cannot find the parasites 
after careful search their number is not usually sufficient to 
produce fever.” 

Interpretation of results. —Two interpretations of this 
apparent increase of parasites seem possible : (1) an actual 
increase in the number of parasites, and (2) an apparent 
increase due to a concentration effect. To take the latter 
explanation. As is well known, if citrated whole blood be 
centrifugalised or allowed to settle the leucocytes are found 
to occupy mainly the intermediate layer between the red 
blood cells and the supernatant fluid. And yet it is in this 
intermediate layer that the malarial parasites are found. To 
quote Bass 1 : “The parasites live at the top of the column 
of the precipitated cells in a layer varying in thickness from 
one-fiftieth to one twentieth of an inch. All parasites 
beneath this layer die in from 2 to 20 hours; the time 
is dependent on factors which we have not determined.” 
The same author has shown that the consistency of the 
protoplasm of the malarial plasmodium is less yielding than 
that of the red blood corpuscle. “ Large aestivo-autumnal 
plasmodia are round or oval, the tertian variety are more or 
less.flattened. ” Such differences in the physical characters 
of the infected red corpuscles may determine in part the 
zone the living plasmodium occupies—namely, the inter¬ 
mediate layer. It may be, therefore, that this technique 
is of value in concentrating in this layer the infected 
corpuscles. 

The alternative explanation is that an actual increase in 
the number of parasites has occurred—that is, the parasites 
have multiplied. If increase in the number of parasites 
indicates actual development, then segmentation of a mature 
schizont must have taken place in the culture-tube during 
the 20 to 24 hours’ incubation. As only merozoite forms were 
found in the cultures, and, moreover, no further progress in 
the life-cycle followed a further incubation, it is manifest 
that this method allowed of the development for only a 
portion of the asexual cycle, in contradistinction to Bass’s 
method, which permits of the cultivation of the parasite 
throughout one, or more than one, generation. In oar 
experiments further incubation produced a gradual diminu¬ 
tion in the number of parasites seen in the films. It is 
admitted that the possibilities of this technique are confined 
to aiding clinical diagnosis. 

Blood incubated in citrated broth, but without the addition 
of dextrose, did not permit of the development of the “dot ” 
forms in the culture tubes. The citrated plasma medium 
with dextrose may be said to permit of concentration of, 
and life of, the plasmodium for a period of 24 hours or more, 
while with Bass’s medium the patient's serum with dextrose 
permits of concentration plus life plus development of the 
plasmodium. 

Whether the true explanation of the results is an apparent 
or a real increase of parasites in the intermediate layer or’ 
both the evidence permits of no dogmatic opinion. 

Conditions of growth. —The favourable conditions of growth 
are three:— 

1. The presence of dextrose in the medium, as already 
stated, is essential. Bass and Johns, 1 in October, 1912, 
published their discovery of this important factor. Further, 
they found that maltose alone of many carbohydrates tried 
—eg., saccharose, lactose, galactose, dextrine, mannite— 
could replace dextrose. 

The percentage of sugar in normal blood is about 0T per 
cent. It has been shown by Maclean 3 that when normal 
blood is incubated for four hours at 37° C. active glycolysis, 
occurs owing to the action of the leucocytes. Further. 
Maclean has shown that normal b^od is capable of glyoo- 
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lysis whether or not Sugar is added. He gives “0*4 per 
cent, or so ” as about the maximum of sugar met with in 
diabetic blood, and reoords an experiment with normal 
blood to which glucose had been added, so that the total 
amount was 0 358 per cent., while after three hours’ incuba¬ 
tion at 37° 0. the glucose was estimated at 0*281 per oent. 
This is a distinct reduction, but on the lines of our experi¬ 
ments with amounts such as 2 *5 and 10 per cent, of added 
glucose it indicates that much of the added glucose is 
unaffected. Accordingly, in our experiments dextrose was 
added to the medium in quantities sufficient to obviate 
this diminution in dextrose content by the leucocytes. 
Strengths of dextrose varying from 2 per cent, to 10 per 
cent, were tried and the best resells obtained in the 
5 and 7*5 per cent, solution. At variance with this conclu¬ 
sion is the recommendation of Bass, as to the strength of 
dextrose, in his second publication. Bass using undiluted 
human serum as the culture medium added dextrose in such 
quantity that the final mixture contained 0*5 per cent, 
dextrose. The successful results obtained by Bass and Johns 
have been confirmed. 

2. Bass in his original paper emphasised the importance 
of strict anaervbiosis, but in the seoond publication the 
technique recommended does not necessitate anaerobic 
cultivation. Whether the employment of glucose in the 
medium secures anaerobiosis or no, certain it is that, using 
both anaerobic and aerobic methods, we achieved precisely 
the same results. The red corpuscles by reason of* their 
avidity for oxygen seem to remove the oxygen from the 
fluid medium and so contribute to the • maintenance of an 
anaerobic state. 

3. The optimum temperature is given as 40° C. Bass 
noted the segmentation of mstivo-autumnal parasites from 
the smallest rings iu about 30 hours at 40° 0., and that the 
parasite will develop, but more slowly, at any temperature 
between 37° and 40° O. In this series all cultures were 
incubated at 40° O. 

Attempts to cultivate the benign tertian parasite, as 
already noted, have with this technique so far met with no 
success. How different is the case of the malignant parasite 
which can live and develop partially in an unfavourable 
culture medium! Now, as Bass has grown the three 
malarial parasites, a comparison of the two methods, based 
as yet on a small number of cases, is fitting. 

The literature of this subject, which was not even avail¬ 
able at the outset of these investigations, is limited to two 
,papers. Bass and Johns 1 have recorded that they success¬ 
fully cultivated the sestivo-autumnal parasite from each of 
29 different patients and the benign tertian parasite six 
times. One case of quartan was tested, but the parasites 
failed to grow. The lack of success was ascribed to certain 
errors of technique : “ It is to be remembered that one of us 
(Bass *) obtained growth of the quartan parasite in his earlier 
work. ” 

Thomson and McLellan, 4 employing Bass’s method but 
incubating at the lower temperature of 38° 0., were able to 
cultivate the malignant parasite from two patients. The 
development of the plasmodium through one generation was 
followed. Sir Ronald Ross was convinced, after examining 
the preparations of Bass and Thomson and McLellan, that 
the evidence of the successful cultivation of plasmodium 
falciparum up to the sporulating f »rms was indisputable. 

Bast's original technique. —One-tenth of a cubic centimetre 
of a 50 per oent. dextrose solution (Merck’s) for each 10 cubic 
centimetres of blood to be taken is placed in the defibrinat- 
ing tube before the blood is drawn. Defibrination is effected 
by gently stirring or whipping with the rod which extends 
through the wool plug. The whipping in of air, causing 
bubbles, must be avoided. The defibrinated dextrose blood, 
sufficient in amount to ensure of a depth of serum one-half 
to one inch above the red cells when the latter have settled, 
ia transferred to two culture tubes and incubated at 40° C. 
The parasites may be examined at any interval by drawing 
a small quantity of cells from the intermediate layer by 
means of a capillary tube. Fine capillary tubes should not 
be used as the infected red cells may be damaged. Great 
care must be taken in handling tubes to keep them in the 
upright position. To defibrinate the blood we used a bundle 
of stiff wire twigs attached to a glass rod extending through 
the wool plug. . 

Remarks. —The material at our disposal during the last six 
wtoeks has been principally the benign tertian parasite. 
Nine cases have been examined by Bass’s method, four of 


which have given a completely negative result. These latter 
cases had received doses of quinine in liquid fprm of 20, 40, 
20, 20 grains respectively. In two instances the control 
film at the time of haemoculture was negative. The five 
patients from whom positive cultures were obtained had 
received respectively the following amounts of quinine— 
0, 0, 5, 15, 10 grains. The parasite developed typically 
for 15, 45, 18, 17, 12 hours. Increase in the cumber of 
parasites, as judged by a comparison of the control film 
with the culture film, was noted in three instances. In the 
remaining two positive results the parasites were plentiful. 
Development up to segmentation was seen in two cultures. 

Employing the citrated plasma medium, negative results 
were obtained in six cases of benign tertian infection. One 
case of quartan malaria continued its development up to the 
forma'ion of merozoites. Increase of parasites was noted. 
Three other negative results were recorded. In two the 
control films showed a few crescents but no ring forms. In 
the third case there were a few fine ring forms. This patient 
had been given 40 grains of quinine during the preceding 
24 hours. The remaining positive result is of interest. The 
patient had been taking 10 grains of quinine daily in tabloid 
form since leaving hospital in September, 1916. The control 
film showed scanty fine ring parasites with nucleus and 
vacuole but no crescents. Development was followed for 38 
hours with the appearance of the malignant parasite in 
culture. The number of parasites was much increased, and 
there was a tendency, as noted by others, for the parasites to 
collect in groups. In the citrated plasma medium numerous 
“dot ” forms were found at 24 hours. Fine ring forms were 
also seen. 

The influence of quinine in culture .—It seems certain that 
the presence of quinine in the serum used in the culture 
medium influences the development of the plasmodium, the 
benign tertian parasite especially, in vitro. 

In the living body a marked diminution in the number of 
benign tertian parasites from the peripheral blood within 
12 to 24 hours of the giving of quinine in doses of 15 to 
20 grains is observed commonly. Qainine given in fluid 
form by the mouth can be demonstrated in the urine after 
half-an-hour’s interval, and by the end of 48 hours the 
greater part has been excreted chiefly by the urine and to a 
less extent by the sweat and bile. Clearly, then, the actual 
serum used for the culture medium will, if the drug has 
been administered recently, contain a certain amount of 
quinine. 

The exact manner in which quinine exerts its destructive 
influence is still largely a matter of speculation. Thomson 
and McLellan 4 noted incomplete segmentation of the aastivo- 
autumnal parasite obtained from a patient who had been 
taking 5 grains habitually- A parasite of the same species 
recovered from another patient who had not taken quinine 
grew abundantly. Bass does not mention the influence of 
quinine in his cultures. 

Summary. 

The material embodied in the first portion of this paper, 
based on 51 cases, is probably large enough to admit of 
certain statements. Ca«es of clinical malaria in which the 
blood films were negative have been confirmed by cultural 
methods. Of 10 patients whose control blood films after 
careful examination were considered as negative, “dot” 
forms were found in five cultures. The two tertian parasites 
behave differently in culture. Of 19 cases of malignant 
malaria, 4 only gave completely negative results in the 
citrate plasma medium, while 17 cases of the benign tertian 
parasite failed to grow under the same conditions. As a 
corollary of this, where film examinations are inconclusive 
as to the type of parasite, a positive culture in this medium 
points to malignant infection. The employment of this 
medium as a routine in haemoculture may prove to be of 
value in assisting and confirming a clinical diagnosis. 

If with improvement of techmque on the lines of Bass’s 
method the cultivation of all three varieties of the malarial 
parasite can be made certain and permit of exact study, 
a step will have been made towards solving some of the many 
problems of malaria awaiting solution. 

Reference*.— 1. Bans. 0. C., and Foster M. Johns: Jour, of Kxp.Med. 
October. 1912, xvi., 567. 2. Maclean. H. : Glycolysis In Diabetic Blood, 
with a Method tor the Ra'imatlon of Blood Sugar, Joum. Physiology, 
vol. !., No. 3. Feb. 29th. 1916; and further Dapers in the Journ. Biol. 
Chem. 3. Bass. O. O : Jour. Am. Med. Aasn , 1911, Ivii., 1534. 
4. Thomson, J. Q., and MoLellan, B. W : Asm. Trop. Med. andPsrasit.. 
Deoember, 1912, vt., 449. 
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TETANUS AND ITS ANTITOXIN. 

WITH AN ILLUSTRATIVE CASE. 

By WILLIAM TURNER, M.V.O., M.D. Edin., 

jAILTON HILT, MILITARY HOSPITAL (GENERAL H08PITAL NO. 3, SOUTHERN 
COMMAND), BERKSHIRE. 

When the medical history of the present war comes to be 
written one of its most interesting features will undoubtedly 
be that section relating to the incidence of tetanus amongst 
the wounded from the various fronts, and recording the success 
which has attended its preventive and curative treatment. 

From a comparatively early stage of hostilities in France 
antitetanic serum has been in use throughout the British 
Expeditionary Force for all wounds likely to have become 
contaminated, subcutaneous or intramuscular injections 
being given as early as possible and repeated as circum¬ 
stances seemed to indicate. How far this measure is to 
be regarded as having contributed to the saving of life and 
suffering will be definitely ascertained when full statistics 
have been tabulated. That a large amount of success is to be 
attributed to this prophylactic measure is already admitted 
by all who have had the opportunity of studying cases of the 
disease brought from the seat of war to the military hospitals 
in this country. To what extent tetanus antitoxin is to be 
recommended as a curative agent is a question which will 
also, doubtless, be largely elucidated by the teachings of the 
present war. 

The following case, which resulted in recovery, is typical 
of many met with in the home hospitals during the war, and 
also presents some interesting pathological features. 

On July 1st, 1916, in the attack on Montauban, Lance- 

Corporal'-was wounded on the right shoulder by two 

fragments of shrapnel. No dressing till next morning, when 
a piece of metal and piece of khaki were removed from the 
larger wound. Antitetanic injection given, and a second 
injection next day at Boulogne. 

On July 10th, on admission to Milton Hill Hospital, Berk¬ 
shire, the patient appeared in good health. Examination of 
shoulder showed two unhealthy-looking wounds on posterior 
aspect. The upper and larger one, just behind and below 
the acromion, was a superficial granulating area about an 
inch across. The lower wound, over posterior fold of axilla, 
penetrated deeper; X rays disclosed a piece of metal embedded 
in muscles at bottom of wound. Both wounds were decidedly 
septic and were treated by hot fomentations and rest to the 
arm. After 10 days the wounds showed little disposition to 
heal. 

On July 23rd patient complained of some stiffness in the 
shoulder. Next day the whole arm from shoulder to wrist 
was in a state of tonic rigidity, and aoutely flexed at elbow ; 
no actual pain when arm was kept at rest; no painful 
spasms as yet; uneasiness in throat and right side of neck, 
and difficulty in swallowing food; pulse and temperature 
normal. In the afternoon Sir William Osier saw him and 
made the following note : “ No fever; patient complains a 
little of pain in the epigastrium and back and right shoulder. 
The arm is flexed at the elbow; muscles stand out 
prominently and feel rigid. Patient can flex and extend 
the fingers, but cannot extend the arm ; forcible extension 
does not hurt him. Pectoral muscles are not involved; 
deltoid feels stiff. Patient cannot lift his head off the 
pillow. He has occasional spasms of back and neck and 
arm with great pain. He opens his mouth fairly well.” 

By evening the paroxysms had increased in frequency 
and severity, as also in area involved. The muscles 
of whole right side of body except those of the leg were 
in a state of tense rigidity; the abdominal rfall was retracted 
and hard as a board ; the left side of the body, except the left 
side of the abdominal wall, was unaffected. Jaw clenched ; 
head turned to right side. Painful paroxysms, affecting 
only the right side, were brought on by any attempt at 
movement. 

By lumbar puncture 6 drachms of cerebro spinal fluid 1 
were drawn off and 2000 U.S.A. units of tetanus antitoxin 
injected into spinal canal; 2000 units also given intra¬ 
muscularly ; chloretone gr. xxx. per rectum. 

July 25th : Patient slept at intervals during the night, but 
when awake suffered much from sickness and pain in head 
and legs; very profuse perspiration. Although the arm and 
right side of body generally remained rigid, the tetanic 
spasms did not increase in severity during the night. 
Another injection of chloretone, gr. xxx., per rectum and 
antitoxin, 2000 units, intramuscularly. 

* Cerebrospinal fluid examined was found to contain a iaint trace of 
albumin, no sugar, no cells, no deposit. 


On July 27th rigidity of right side and flexure of arm 
remained the same, the muscles of back of neck and 
posterior fold of axilla being specially hard; abdominal wall 
tensely contracted and very tender to touch. The jaw oould 
be opened but very slightly; “risus” well marked. The 
arm could be forcibly extended to a considerable extent 
without pain, but on relaxing it it returned to its flexed 
position, and this was immediately followed by a painful 
spasm involving the whole right side. Even the leg was then 
thrust out as in cramp, but the foot appeared unaffected. 
Patient complained of sore-throat and severe pain in epi¬ 
gastrium. Retention of urine had been experienced, but 
catheter not required. Antitoxin 2000 units intramuscularly. ' 
Chloretone gr. xxx. per rectum. 

On July 29th rigidity the same; several spasms noted 
daring the night, confined chiefly to right upper quadrant 
of body. Jaw immovably fixed'; feeding difficult. Only 
liquids could be taken, and the act of swallowing was very’ 
painful. Masses of tough (lark phlegm formed in the throat 
were got rid of with extreme difficulty. Nutrient enemata 
commenced. Patient still lay with head turned to right side ; 
mouth also drawn a little to the right, and eyes sometimes 
involuntarily rolled to that side ; tongue bitten during sleep. 

On July 3lst the general condition was much the same. 
A notable feature was that the hand and fingers had been 
quite freely movable all along. Neither were they affected 
during the paroxysms of spasm. 

On August 1st, except that abdominal muscles were still 
very hard and tender, the rigidity of the right side appeared 
to be relaxing. The head could be moved a little from side 
to side, but could not be raised. Teeth firmly clenched but 
separated a little during sleep. Painful spasms were still 
excited on small provocation. 

On August 5th the general rigidity of the arm and forearm, 
and the tendency to attacks of spasm, were gradually 
becoming less pronounced. The jaws could be opened about 
half an inch, but the idea of solid food was dreaded. The 
patient was seen by Sir David Ferrier, who observed: 
“ There is slight transitory ankle clonus in the right foot; 
no Babinski reaction; knee-jerk slightly exaggerated. The 
movements of the proximal muscles of the right limbs are 
involved in spasm, whilst the distal muscles (hand and foot 
muscles) are not affected. The abdominal muscles are very 
rigid. There is a certain amount of spasm of the thoracic 
muscles, but the expansion of the chest is found on measure- 
ment v to be about normal. The platysma, trapezius, and 
sternomastoid on right side are only slightly rigid. The 
deltoid and biceps are very hard. The arm is firmly flexed 
at the elbow. It lies acrosB the chest and cannot be 
voluntarily moved. Forced extension immediately produces 
spasm.” 

On August 6th there was severe abdominal pain, mostly 
on left side. On the 7th this pain extended down left leg, 
which was much swollen from the knee downwards. The 
internal saphenous vein was hard and very tender. An 
attack of acute phlebitis, depending on a thrombus, probably 
of the iliac vein, had thus supervened. For several days 
the swelling of the leg increased, and extended upwards to 
the groin, being accompanied by much pain, bat only slight 
rise of temperature. In a week the swelling began to 
subside, ana in another week the phlebitis had practically 
gone; slight swelling and discoloration of the leg persisted, 
however, for several weeks. 

On August 13th, except for the muscles of right arm and 
forearm, which were still rigid, preventing full extension, 
the muscles of the right side were no longer in spasm. 
They felt abnormally soft and flabby. Patient was 
beginning to take solid food, but had a sensation as if 
his tongue were tied. Painful spasms were still excited in 
the arm on attempts forcibly to extend it. 

From this time steady progress was made, but in spite of 
abundant nourishment and exercise the patient’s whole 
muscular Bystem was for months deficient in tone. He was 
easily fatigued, and complained of pains in the calves of the 
legs, and aching in the muscles generally, after even slight 
exertion. For a long time the arm movement was very 
imperfect, and the elbow could not be voluntarily, or even 
by force, brought into a straight position, or raised above 
the head. There remained a good deal of tenderness on 
pressure over the shoulder-joint and along the line of the 
cervical plexus. 

With regard to the prophylactic effect of tetanus anti¬ 
toxin it is rational to conclude that it will vary according 
to the amount of toxic material introduced into a wound, as 
well as to the dose of antitoxin given. It is also a well- 
established fact that the effect will be laigely influenced 
by the route of administration the intrathecal route having 
been found by far the most efficacious. Thus the result of 
an injection of the serum may be : (a) Complete neutralisa¬ 
tion of the poison and non-appearance of the disease; 
(jb) extension of the period of incubation and late appear¬ 
ance of the disease (delayed tetanus); (c) limitation of the 
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area affected by the disease (localised tetanus); (d) diminished 
severity in the manifestations of the disease (modified 
tetanus). 

Clinical and also experimental evidence support the con¬ 
tention that each and all of these results have been attained. 
During the later periods of the war, when prophylactic 
treatment has been almost universally resorted to amongst 
the wounded in the Western front, the fall in the incidence 
of tetanus has been very remarkable. There is also evidence 
to show that wounds, in the discharges of which bacilli 
resembling B. tetani were found, ana which were sub¬ 
sequently treated by anti tetanic serum, have not been 
followed by tetanus. 

The proportion of cases of tetanus with long inoubation 
stage has largely increased since this mode of prophylactic 
treatment has become general. The comparative increase in 
the number of cases of limited or localised tetanus is abund¬ 
antly shown by more recent reports. That the severity of 
the disease has been greatly mitigated by the prophylactic 
use of antitoxin is clearly shown by the marked decline in 
the mortality of the disease during recent years, both in this 
country and in America. 

From considerations such as these the conclusion seems 
warrantable that the preventive treatment of tetanus by 
means of its antitoxin is a sound and beneficent measure 
which ought to be followed up to the fullest limits which 
experience dictates to be safe. 

The curative treatment of tetanus by this same agent 
stands on a somewhat different footing, but the increasing 
number of recoveries recorded in cases where it has been 
energetically employed encourages the hope that here also 
we possess a remedy of unquestionable value. I can recall a 
case which I treated some four years ago by the combined 
intrathecal and intramuscular injection of antitoxin. This 
was a severe and rapidly developing form of the disease, 
exhibiting general tetanic convulsions with opisthotonos. No 
prophylactic had been employed in this case, yet, contrary to 
my expectation, recovery took place. In the case of Lance- 

Corporal -, above recorded, the disease had secured a firm 

hold, and was rapidly increasing in severity up to the time of 
the first intrathecal injection. From that time the virulence 
of the attack appeared to be arrested, and no extension of 
the area involved was afterwards noted. The frequency of 
the paroxysms also seemed to be diminished in consequence 
of tiie treatment. 

Referring further to the lance-corporal’s case, there are 
one or two points of pathological interest. The unhealthy 
appearance of the wounds on patient’s admission ten days 
after their inflction, and their resistance to careful treatment 
for a fortnight longer, suggested the presence in the tissues of 
something more than the mere fragment of metal. I have 
in several cases noted this unaccountable delay in healing in 
wounds subsequently followed by tetanus. It may be that 
tetanus spores lodged in a wound have the effect of main¬ 
taining an unhealthy septic condition; and this delay in 
healing, in the absence of any other obvious cause, may put 
the surgeon on his guard as to the possibility of impending 
tetanus in any case which obstinately resists ordinary 
methods of treatment. It may even lead to a diligent 
search being made in the discharges for the spores or 
bacilli of tetanus. A very notable circumstance in this 
case was the rapid improvement in the wounds which set in 
immediately after the first injection of antitoxin. The 
discharge ceased within two days and the wounds rapidly 
cicatrised. 

The localisation and limitation of the disease in the above 
case also deserve attention. From beginning to end the 
attack may be described as strictly unilateral. At no period 
was any portion of the left side involved in spasm, with the 
exception of the abdominal wall and other parts where the 
muscles of the two sides act in association. Even in these 
the contractions were more marked on the right side. The 
anatomical continuity of the muscles of the two sides of the 
abdomen would account for the apparent spasm of the whole 
abdominal wall. It was also observed that throughout the 
attack the right hand and foot were entirely unaffected by 
spasm, voluntary movement and sensibility also being normal 
in both. 

These observations are corroborative of the theories 
( a ) that the morbid condition in tetanus is primarily confined 
to the nerves, spinal cord, and subcortical centres in direct 
connexion with the seat of infection, but that it may sub¬ 


sequently, in consequence of the intensity of the infection 
or in the absence of any counteracting influence, such as 
antitoxin, extend to the nerve centres generally, and thence 
involve the entire muscular system; and ( b ) that the channel 
of transmission of the tetanus toxin is principally the nerves 
leading from the point of infection, and not the blood 
current or the general lymphatic system. 

With reference to the rigid condition of the arm and 
shoulder after the tetanic symptoms had passed off, the 
question arises, Was the stiffening, which persisted for many 
weeks, a result of (a) a fibrosis of the muscles mainly 
involved in the prolonged spasm, or (b) a periarthritis due to 
continued irritation of the metal which still was in dose 
relation to the shoulder-joint, or (e) a nerve implication due 
to proximity of the metal to the sheaths of the brachial 
plexus ? Probably all of these conditions participated in pre¬ 
venting for a long period the restoration of the arm to its full 
measure of utility. 

In contemplating the removal of the piece of metal still 
in situ it will have to be borne in mind that such an opera 
tion is fraught with considerable risk of re-exciting the 
disease, and that special precautions, including a pre¬ 
liminary injection of tetanus antitoxin, will have to be 
observed. 

Yet another remarkable feature of the case was the occur¬ 
rence of thrombosis with phlebitis of the iliao and femoral 
veins as a sequel to the tetanus attack. I can find no record 
that this association has ever hitherto been observed. 


A CONTRIBUTION TO THE STUDY OF 
DYSENTERY. 

By A. C. INMAN, M.A., M.B.Oxon., 

8UPERINT R KDKNT OF LABORATORIES, BROMPTON HOSPITAL, LONDON 
TEMPORARY HONORARY CAPTAIN, R.A.M.C. ; 

AMD 

D. G. LILLIE, M.A. Oantab., 

LATE BIOLOGIST TO THE BRITISH ANTARCTIC EXPEDITION, 1910. 

(An Interim Report to the Medical Research Committee from 
the Laboratory , Mont Dore Military Hospital , * 
Bournemouth .) 


Early in October, 1916, it was ascertained by one of us 
(D. G. L.) that carriers of Entamcba histolytica cysts were to 
be found among the dysentery convalescents invalided from 
France and Flanders. It was therefore decided to search 
each convoy arriving from France for amoebic carriers as 
thoroughly as time allowed. Between Nov. 3rd, 1916, and 
Jan. 4th, 1917, 159 dysentery convalescents were admitted 
to the hospital direct from France. The incidence of 
carriers of Entamoeba histolytica cysts among these 159 cases 
is indicated in Table I. 

Table I. 


Number of cases admitted. 

Number of amoebic carriers 
discovered. 

British. 

I Australian. 

Other 

Colonial 

troops. 

British. 

t 

Australian. | 

i 

Other 

Colonial 

troops. 

134 

* 21 

4 

13 

i 

5 i 

0 


So that nearly 10 per cent, of the British cases and 24 per 
cent, of the Australian cases were carrying Entamoeba 
histolytica cysts. 

Now examination of the blood of these amoebic carriers 
revealed the fact that in 7 out of the 18 cases the blood-serum 
agglutinated the B. dysenteric Flexner or the B. dysenteric 
Shiga in a dilution sufficiently high to warrant the diagnosis 
of a recent infection by one or other of these bacilli. 1 

This coincident finding of Entamoeba histolytica cysts in 
the stools and specific agglutinating substances in the blood 
seemed sufficiently suggestive to warrant further observations 


i The agglutination teat was carried out by Dreyer’s method with 
Standard Cultures prepared in the Department of Pathology, Cniver- 
sity of Oxford, on behalf of the Medical Research Committee. In this 
report the test will merely be referred to as being positive or negative 
for the test, and its diagnostic value will be fully dealt with in a separate 
report. 
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on the point. To date we have had access to 97 carriers of 
Entaonaba histolytica cysts invalided from France or Flanders 
as dysentery convalescents. The results obtained by exami¬ 
nation of the blood are shown in Table II : — 


TRAUMATIC DISLOCATION ,OF THE 
KNEE-JOINT: 

A REPORT OF TWO CASES. 


Table II .—Agglutination Test* in the Case of Anurhic Carriers 
from France. 

Number of cases ... 97 


Number of cases in which the blood agglutinated 

B. Flexner . 26 

Number of cases in which the blood agglutinated 

B. Shiga.- . 7 

Number of cases in which the blood failed to 
agglutinate eitner B. Flexner or B. Shiga. 64 


Of these 97 cases. 66 had never been with any other than 
the B.E.F., nor had they at any time previous to the war 
visited a country in which amoebic dysentery is known to be 
endemic. They must, then, have become carriers in France. 
In 38 of these 66 cases a history of contact with likely 
sources of infection was obtainable. 

For sake of comparison it was decided to examine in a 
similar manner carriers of Entamoeba histolytica cysts 
invalided from the Mediterranean area, with a few excep¬ 
tions from Salonika. The results obtained are set forth in 
Table III. 


Table III .—Agglutination Tests in the Case of Anuebic 
Carriers from the Mediterranean. 

Number of cases ... 98 


Number of cases in which the blood agglutinated 

B. Flexner . 5 

Number of cases in which the blood agglutinated 
B. Shiga. 28 

Number of cases in which the blood failed to agglu¬ 
tinate either B. Flexner or B. Shiga . ... 65 


It will be noticed that the percentage of positive and 
negative agglutination tests is identical with that obtained 
n the cases invalided from France. When, however, the 
cases with positive agglutination tests are considered it is 
found that some 78 per cent, of the French cases are 
accounted for by the B. Flexner, whilst conversely over 
80 per cent, of Mediterranean cases are accounted for by 
B. Shiga. Finally, amoebic carriers admitted to the hospital 
from the Forces in India, Mesopotamia, and Egypt have been 
similarly examined. The results are exposed in Table IV.: — 

Table IV. —Agglutination Tests in the Case of Amobic Carriers 
from India , Mesopotamia , or Egypt. 

Number of cases ... 35 

Number of cases in which the blood agglu¬ 
tinated B. Flexner *. 1 

Number of cases in which the blood agglu¬ 
tinated B. Shiga . ... 3 

Number of cases in which the blood failed 
to agglutinate either B. Flexner or B. Shiga... 31 (88*5%) 

The experiments referred to above are, in our opinion, 
suggestive from several points of view. For the reason, 
however, that they only form the beginning of a series of 
researches we do not propose, for the present, to go more 
deeply into matters than we have already done. 

One conclusion of practical import may, however, be 
emphasised. It is highly important that careful proto- 
zoological as well as bacteriological and serological exa¬ 
minations be made in every case of dysentery coming under 
invescigation. A positive bacteriological or serological 
finding, for example, does not preclude the necessity for a 
careful protozoological examination. 

In conclusion, it is a pleasant duty to acknowledge our 
indebtedness to Lieutenant-Colonel T. H. F. Clarkson, 
R. A.M.C., officer commanding Mont Dore Military Hospital, 
Bournemouth, for permission to publish this note and for 
whole-hearted support and encouragement. 


Literary Intelligence. —The fourth edition of 
Mr. Comyns Berkeley’s “Handbook of Midwifery” is 
announced for early publication by the house of Cassell. 
It has been considerably expanded to meet the additional 
requirements of the Central Mid wives Board and to render 
it suitable for obstetric dressers. 


By HARRY PLATT, M.S.Lond., F.R.C.S. Bng., 
honorary surgeon and surgeon in charge, orthopadic depart 

MKNT, ANCOA1S H«»S-*ITAL, MANCHESTER; CaPTaIN. 

R.A.M.C. (T.) t 2ND WESTERN GENERAL HOSPITAL. 

(From the Orthopadic Department. Anooats Hospital .) 


Complete traumatic dislocation of the knee-joint is a con¬ 
dition seen so infrequently that it is well worth while record¬ 
ing all cases of this type. During the last 18 months two 
individuals with this rare injury have been admitted to the 
Ancoats Hospital, Manchester, under my care and I have had 
an opportunity of controlling the treatment in both cases and 
of observing the functional result obtained. 

Case 1.—L. S., a female aged 20, whilst crossing a field in 
the dark, slipped, caught her left foot in a hole, and fell over 
backwards on to her left side. She was brought to hospital 
on Sept. 17th, 1915, within an hour of the accident, a 
tentative diagnosis of fractured femur having been made 
by an outside doctor. On examination the left knee-joint 
revealed an obvious complete dislocation, the femur 
being displaced backwards, the upper end of the tibia 
being abnormally prominent, with a deep hollow above. 
The amount of effusion in and around the joint was 
strikingly small, and there were no signs of any circulatory 
obstruction in the limb. A radiogram (Fig. 1) was taken 
before reduction was attempted, this latter manoeuvre being 
accomplished with ease by Dr. W. S. Booth, the senior house 
surgeon to the hospital. The limb wa9 then put up on a 
back-splint, and after ten days’ stay in hospital the patient 
was sent home to Wolverhampton, a plaster cast having been 
applied extending from the toes to the groin. Five months 
later the patient was readmitted to hospital and the cast 
removed. The 
injured joint 
was now abso¬ 
lutely stiff in 
the position of 
full extension ; 
no motion 
could be 
elicited even 
though con¬ 
siderable force 
was exerted. 

A radiogram 
showed atro¬ 
phy of the can¬ 
cellous tissue of 
the bone ends, 
but there was 
a clear carti¬ 
lage line on 
both bones. 

The girl began 
to walk on the 
limb, wearing a 
calliper splint 
for the first two 
months. Her 
present condi¬ 
tion (15 months 
after the acci¬ 
dent) is as 
follows: The 
knee-joint is L. 8., dislocation of knee-joint. Backwarddis- 
firmly anky- placement of femur; no lateral displacement. 

loBed, the 

patella being adherent to the anterior surface of the femur. 
The patient walks well without pain and is following her 
occupation. 


Fig. 1. 



Case 2.—J. E., a man aged 47, fell from the top of a ladder 
to the ground a distance of 12 feet, his left knee striking a 
plank, the point of impact being localised to the inner side 
of the joint. He was admitted to hospital on April 1st, 1916, 
some 20 minutes after the accident. The left knee showed all 
the signs of a complete dislocation, with the femur displaced 
backwards and slightly outwards. There was a moderate 
effusion into the joint* but no evidence of vascular obstruc¬ 
tion. A skiagram (Fig. 2) was taken before reduction by 
the senior house surgeon, Dr. H. M. vou Mengershausen. 
Reduction, as in the first case, presented no difficulties. At 
the end of a week the man left hospital with his leg in a 
plaster cast. This fixation was maintained for four months. 
On removal of the plaster the joint allowed five degrees of 







TBB Lancet,] MAJOR WHEELER: OPERATIVE TREATMENT OF ABDOMINAL ANEURYSM [April 7,1917 535 


active and passive flexion, and the patella was freely 
movable. On testing for abnormal mobility a slight 
“give” was experienced in both lateral directions. A 
calliper splint was provided and worn for six weeks. 
Seven months from the time of the injury the roan began 
light work. His present condition (11 months after 

the accident) 

Fig. 2. is as follows: 

Th e knee- 
joint is pain- 
less, and 
shows a range 
of 20 degrees 
of flexion; 
there is de¬ 
finite abnor¬ 
mal lateral 
m obi lity of 
the tibia on 
tbo femur; 
this can be 
elicited by 
lirm manipu¬ 
lation, but is 
not evident to 
the man 
during ordi¬ 
nary use of 
the limb. The 
man is now 
workingathis 
old employ¬ 
ment as a 
labourer and 
is carrying 
out full duties 
with the ex¬ 
ception of 
climbing 
ladders. 

In the two cases described above, as in all complete dis¬ 
locations of the knee-joint, total rupture of both crucial 
ligaments with extensive tearing of the capsule, must have 
occurred. Under conservative treatment, prolonged over a 
sufficient period, there is every chance of spontaneous repair 
of these tom structures. This fact has been repeatedly 
emphasised by Robert Jones, who has seen some extra¬ 
ordinarily good functional results in this type of injury, when 
continued fixation has been employed. In several of the 
cases described by this author considerable degrees of 
motion have been preserved, enabling the individuals to 
return to full work involving kneeling or to indulge in 
active sports. The results in my two cases have fallen short 
of this ideal. 

In the case of the young woman I am inclined to regard the 
period of fixation as too long ; as she had gone home to the 
Midlands there was great delay and trouble in having her 
readmitted to the hospital ; thus we lost valuable time. It 
is possible that in the course of time there may be a certain 
degree of stretching of the fibrous mass which fills up the 
position formerly occupied by the crucial ligaments, with a 
consequent development of motion in the joint. I have not 
considered it justifiable to attempt to gain mobility by the 
use of forcible passive movement, so in this case I look 
upon the result—viz., firm fibrous ankylosis—as likely to be 
permanent. 

In the second case, after four months’ work, there has 
been a definite increase in the mobility of the injured knee, 
but I do not anticipate further appreciable increase, as there 
is very stout resistance to flexion beyond 20 degrees. The 
man is doing heavy work with comfort, and expresses himself 
as very satisfied with the result. The accompanying radio¬ 
grams are probably unique. For their existence and for the 
notes of the cases on admission to the hospital I am 
indebted to my former house surgeons, Dr. Booth and Dr. 
von Mengershausen. 

References.— Jones, R.: Injuries to Joints, 1916; Notes on Military 
Orthopaedics, part vi.; Brit. Med. Jour.. August 5th, 1916. Jones and 
Alwyn ■'mith: On Rupture of the Crucial Ligaments of the Knee, and 
on Fractures of the Spine of the Tibia, Brit. Jour. Surgery, July, 1913. 


Our contemporary Knowledge (83, Avenue 
Chambers, W.C.l), which was founded by the late Richard A. 
Proctor in 1881 and has for many years disseminated accurate 
scientific knowledge in a popular form, is to be a quarterly 
magazine during the war. 


THE OPERATIVE TREATMENT OF 
ABDOMINAL ANEURYSM. 

By W. I. de C. WHEELER, F.R.C.S. Irel., 

HON. MAJOR, R.A.M.C. ; HON. SURGEON TO THE^KORCES IN IRELAND. 


Five years ago, at the annual meeting of the British 
Medical Association held in Birmingham, 1 I brought before 
the Association the details of two cases of abdominal 
aneurysm treated by operation. A year later a third case 
came under my care, and, like the others, was treated by 
the introduction of wire into the sac. I am now in a 
position to record the results of operation in the three 
cases, and in so doing hope to add some information to a 
subject which has engaged surgical attention for many years. 

It is noteworthy that every reported series of cases treated 
by operation contains a percentage of cures, but the earlier 
cases dating from the year 1865 showed a discouraging 
mortality. Osier states that Na f ure occasionally cures a 
case. Now and again the physician is able to effect a cure, 
but he had never seen such a case, aDd in a few instances 
he thinks that the surgeon prolongs life or even effects a 
complete cure. Most of the cases mentioned by Osier lived 
from a few hours to six months after operation, one surviving 
three and a half years. 

The recognition of the fact that the introduction of a 
foreign body into an unhealthy area, such as wire into an 
aneurysm, requires an aseptic technique of a very special 
kind, has rendered the results of recent operations more 

Fig. 1. 



Side view of aneurysm. The line marks the point of rupture. 

(One-balf natural size.) 

favourable. In a case of fracture treated by the application 
of screws and plates accidental sepsis may be retrieved by 
the removal of the screws and plate, but once the wire ie 
introduced into the sac of an abdominal aneurysm it is past 
recall and the surgeon is unable to retrace his steps. 

The use of Colt’s apparatus 2 removes the danger caused by 
the advance of wire from the sac of the aneurysm into the 
aorta beyood. At least six cases succumbed to this cause in 
the old days. Rupture of the aorta or of a secondary 
aneurysmal sac may to some extent be obviated by the rigid 
application of antispecific treatment, as it is now under¬ 
stood. There is also the possibility of emboli beiDg carried 

1 Brit. Med. Jour., 1911; The Lancet. 1911, ii., 507. 

- The Lancet, 1903, 808. 
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from the sac during, or after, the introduction of the wire ; 
death from this cause, however, has been extremely rare. 

The results of my three cases are as follows :— 

In the first case of aneurysm of the aorta in the region of 
the coeliac axis, operated upon in August, 1910, a cage of 
150 inches of Colt’s wire was introduced. At the time of 
operation the aneurysm was thin-walled and seemed ready 
to burst. The patient is still alive and well, at daily work in 
a brewery. The aneurysm has consolidated and a loud 
systolic murmur present before operation has disappeared. 

The second case, also reported upon in 1910, died in March, 
1916, from rupture of the aneurysm, when acting as a stoker 
in the R.N.R.on board a patrol trawler. A wisp of 105 inches 
of wire was introduced in this case. A complete post-mortem 
examination was obtained, the details of which are given 
below. 

The third case was operated upon in 1912 and died about a 
week after the introduction of the wire from rupture of the 
aneurysm following intestinal obstruction. A gastro¬ 
enterostomy was performed m this case as the aneurysm 
was obstructing the pylorus. The loop of jejunum fixed to 
the stomach became strangulated by pressure between the 
abdominal wall and the aneurysm; the consequent vomiting 
led to rupture of the sac. 

In analysing these three cases the first man may be fairly 
said to be cured. The operation was performed six years 
ago, at a time when the sac was large and thin-walled. At 
present the only remaining sign of an aneurysm is a hard 
mass which transmits the pulsation of the aorta to the abdo¬ 
minal wall. The patient is in good health and performs a 
full day’s work. 

The second case lived over five years, and died, while 
acting as a stoker on board a trawler, from rupture of the 
sac. From the post-mortem examination it may be fairly 
claimed that this case was practically cured, and but for the 

Fig. 2. 


freely and in a state of collapse. There was a large pul¬ 
sating tumour which practically occupied the whole of his 
epigastric region, apparently an aneurysm of the abdominal 
aorta. His temperature was 97° F.; pulse 120, full and 
regular; systolic pressure 280 mm., diastolic pressure 120 mm. 
His urine showed a heavy deposit of urates and a trace of 
albumin. There was an excellent scar to the left of the 
mid-line 3 inches long, the result of operation five vears 
ago. A systolic bruit could be heard over the swelling, 
propagated all .over the abdomen and down both femoral 
arteries. There was a marked diastolic sound in the mitral 
area and a very accentuated second sound in the aorta. 
Seven days after admission he died. The swelling continued 
to pulsate long after respirations had ceased. 

At the autopsy it was found that there was a small leak, 
the haemorrhage penetrated between the layers of the 
mesentery, separated them widely apart, and surrounded a 
large portion of the small intestine. The right kidney was 
pushed forward. Both kidneys and spleen were normal in 
size, the right kidney having small granular patches on the 
surface. The heart was much enlarged. “Now for the 
aneurysm, I am not exaggerating when I say that the clot 
formed in it is as hard as a rock, the aneurysm itself is 
about the size of a full term foetus’ head. It appears to me 
as if there is a secondary dilatation of the aorta below the 
main swelling and that is where the trouble arose.” 

I am also indebted to Surgeon King Fretz for the specimen 
which is faithfully illustrated in Fig. 1, and for the X ray 
photograph showing the wire in situ (Fig. 2). 

It is noteworthy that all three cases presented themselves 
at hospital complaining of severe pain in the back, and 
that in none was there any erosion of the vertebrae. It is 
possible that the intense pain in the back, common to cases 
of abdominal aneurysm may be due to the stretching of 
the highly sensitive posterior parietal peritoneum, which 
is also in these cases subject to a pull at every pulsation 
of the tumour. 

Dublin. _ 
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SECTION OF MEDICINE. 

Exhibition of Autochromes. 

A meeting of this section was held on March 27th, Dr. 
T. D. Acland being in the chair. 

Dr. C. R. Box and Mr. Walter Edmunds exhibited a 
series of autochromes illustrating the rashes of rubella, 
measles, scarlet fever, typhoid, cerebro-spinal fever, and 
pellagra in cases treated at the London Fever Hospital. 
The autochromes were the products of a three-colour process, 
the rays of light being transmitted through starch granules, 
coloured respectively green, orange, and violet, before coming 
into contact with the customary photographic emulsion. This 
permitted a very faithful portrayal of the characteristic 
rashes. The chief drawbacks to the method were the 
length of exposure necessary with daylight, the intensity of 
the arc light required when daylight was not used, the 
impossibility of reproduction, and, for demonstration pur¬ 
poses, the short distance from the screen at which the images 
must be viewed to appreciate their details. 


X ray photograph showing Colt's wire within the Bac. 

fact that the man was occupied in one of the most strenuous 
occupations the greatly consolidated aneurysm might never 
have ruptured. 

No conclusions can be drawn from the result of Case 3, 
the rupture of 'the aneurysm after the introduction of the 
wire being obviously due to the vomiting of acute intestinal 
obstruction. 

I am indebted to Surgeon H. E. King Fretz, R.N., for 
the following post-mortem examination and other notes on 
Case 2. 

The patient, aged 37, a stoker, R.N.R., on one of 
the patrol trawlers, was admitted into the Naval Hospital 
on March 12th, 1916. He complained of vomiting and 
severe shooting pain in the right lumbar region simulating 
renal colic. There was tenderness in the region of the 
appendix and pain on deep inspiration. He was sweating 


SECTION OF SURGERY. 

Treatment of Severe Infected (t unshot Injuries of the 
Shoulder and Elbow Joints. 

A meeting of this section was held on March 14th, 
Colonel H. J. Waring being in the chair. 

Major R. H. Jocelyn Swan read a paper on the above 
subject, in which he advocated early excision of the joints with 
the object of obtaining mobility. The paper is published in 
full in our present issue. 

Mr. Kenneth Goadby, who had been collaborating with 
Major Swan, spoke from the bacteriological standpoint. 
He showed by lantern slides of the pus the high 
degree of septicity of such wounds. Besides ordinary 
pyogenic organisms, anaerobes ( B . perfrinqen *, fhe bacillus 
of malignant oedema, B. Hibner IX.) were com¬ 
monly present. The streptococci did not seem to be as 
virulent as those found in civilian practice, such as in post- 
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mortem wounds, for the percentage of oases in which septi¬ 
cemia resulted was very small. The anaerobic organisms 
were found in great numbers in the damaged bone tissue, 
especially in sequestra and in fragments of detached 
bone ; this lent support to the method of treatment adopted 
by Major Swan, especially in view of the fact that the 
organisms persisted for many months in their comparatively 
secluded positions. He attached some importance to the 
preparatory course of mixed vaccines which had been 
employed. Since early treatment was desirable he advocated 
the use of heterogeneous vaccines prepared from cultures 
grown on the blood of patients who had got well and 
sensitised with the corresponding antitoxins until an 
autogenous vaccine had been prepared. 

Colonel Waring agreed in the main with the con¬ 
tentions of Major Swan. His experience had led him to 
prefer early excision and free drainage, with efficient flush¬ 
ing, to primary incision and excision at a later date. Speak¬ 
ing of the muscular power which might follow excision of 
joints, he recalled a case of a man whose elbow-joint had 
been excised in pre-aseptic days, but who had subsequently 
been able to carry on his work as a blacksmith. 

Mr. Raymond Johnson spoke of the unsatisfactory results 
from treatment by incision, drainage, and flushing alone in 
the early stages, and thought that Major Swan had made 
out a case for his method which demanded for it a satis¬ 
factory trial. It was desirable, he thought Major Swan 
would admit, to excise the ends of all the bones entering 
into the joint, whether all were damaged or not. In two 
cases under his observation where this had not been done 
the results had not been good. 

Dr. Helen Chambers said that observations which she 
had made at the Women’s Military Hospital, Endell-street, 
had shown that irrigation by solutions into septic wounds 
only rendered the surface sterile when one of two solutions 
was used—eusol or Dakin’s solution. Even then the result 
was only temporary. What was needed was some application 
the effect of which was continuous. Such could only be 
applied in the form of a paste. The bismuth-iodoform 
paste satisfied the condition and had proved very useful. 

Major Swan, in his reply, agreed that excision of all the 
ends of bones was desirable provided that the gap pro¬ 
duced was not unduly wide (wider than two fingers’ 
breadth). He had not found any one solution of greatest 
, value, but favoured a change from one solution to another. 
He was not convinced of the usefulness of bismuth-iodoform 
paste, having met with failures where he had to remove it, and 
had found the surrounding tissues contained many organisms. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section op Obstetrics. 

Pneumonia in the Puerperium.—Backward Displacement of 
the Uterus. 

A meeting of this section was held on March 2nd, Dr. 
Gibbon FitzGibbon, the President, being in the chair. 

Mr. Spencer Shrill read a paper on a case of Pneumonia 
in the Puerperium. The patient developed a mammary 
abscess, which was opened on the eleventh day. Up to the 
ninth day her temperature was normal. After the operation 
double septic pneumonia set in, from which she died six 
days later. There was no evidence of Beptic infection else¬ 
where than the breast. The principal point of interest was 
the origin of the pneumonia. 

Dr. R. D. Purefoy said it appeared to him that the 
breast condition was a local evidence of a general septic 
condition, which developed with accelerated speed after the 
abscess was treated. Rokitansky and McOlintock had 
recorded cases of puerperal sepsis, attended with suppuration 
in the breast. 

Dr. Bethel Solomons considered that the case was prob¬ 
ably one of embolic pneumonia, secondary to the mastitis. 
He regretted that Mr. Sheill had not attempted to obtain a 
culture from the mammary pus or from the uterus, as an 
autogenous vaccine might have helped in treatment. 

Dr. H. C. Drury showed charts of i^atients who had 
developed pneumonia during pregnancy. The prognosis was, 
he said, favourable for the mother and bad for the child, as 
premature labour often occurred. Labour had a beneficial 
effect on the disease. 


Mr. Sheill, in reply, stated his belief that septic emboli 
from the breast caused the trouble, and that these were 
admitted to the circulation by the use of Bier’s apparatus, 
which created such powerful suction as to rupture some small 
veins, and that when the pressure was released septic matter 
was drawn into these veins. He suggested that suction 
treatment was fraught with danger in cases where the abscess 
did not freely communicate with the surface. 

Dr. Alfred Smith read a paper on the Operative Treat¬ 
ment of fixed Backward Displacement of the Uterus. 
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Glaucoma: A Handbook for the General Practitioner. 
By Robert Henry Elliot, M.D.Lond., F.R.C.S.Eng., 
Lieutenant-Colonel I.M S. (retired). London : H. K. Lewis 
and Co., Limited. 1917. Pp. 60. Price 3s. 3d. net.— 
Lieutenant-Colonel Elliot has written a short but clear 
account of glaucoma, excellently illustrated. He deals 
successively with the anatomy of the parts concerned in 
glaucoma, the intraocular pressure, the pathological anatomy, 
causes, diagnosis, signs and symptoms, and treatment of the 
disease. He has addressed the general practitioners, but 
whether these readers will find the help they require is in our 
opinion doubtful. The book is written from the specialist’s 
point of view, and insufficient guidance is given as to dia¬ 
gnosis, which is, after all, what the general practitioner wants. 
For example, he should be instructed minutely as to the dis¬ 
tinction between iritis and glaucoma, yet the only reference 
to iritis in the whole book occupies less than three lines. 
In spite of the usual warnings as to the use of mydriatics 
the author says, on p. 51, “there are cases in which the bold 
use of atropine or of eserine, selected according to the 
exigencies of the individual case, may prove invaluable.” 
The exigencies which demand the use of atropine are by no 
means precisely stated, and the general practitioner will 
gain little help from such statements. Neither will he 
be much the wiser for brief accounts of all the modern 
operations for glaucoma, several of which have been prac¬ 
tically abandoned in England. We agree with nearly all 
that Lieutenent-Colonel Elliot says in his book, which none 
the less appears to us to fail somewhat in the object for which 
it was written. 

Collected Papers on Circulation and Respiration. Second 
Series. Clinical and Experimental. By Sir T. Lauder 
Brunton, Bart. London: Macmillan and Co. 1916. 
Pp. 719. Price 5s. net.—Brunton did not live to see the 
completed publication of his collected papers on Circulation 
and Respiration. This second volume is a large one, con¬ 
taining 68 articles with 256 illustrations covering a period 
from 1883 to 1915. The last article on Functional Diseases 
of the Arteries was published in our columns in July, 1915. 
Some of the articles, such as that “ On Posture and its 
Indications, ” are almost classical in their familiarity ; all give 
evidence of Brunton’s chiefest aim in life to leave thera¬ 
peutics as a science, instead of merely an art as he found it. 
This volume is not merely a monument of hard thinking, but 
also a token of the success of his aim. 

Minor Surgery a/nd Bandaging (Heath and Pollard). For the 
Use of House Surgeons, Dressers, and Junior Practitioners. By 
H Morriston Davies. M.D., M. C. Cantab. Sixteenth edition. 
London : J. and A Churchill. 1917. Pp. 476. Price 8s. 6 d .— 
Three years ago this *55-year old manual was successfully 
remodelled with a view to modern requirements. A chapter 
has now been added on the general principles of treatment of 
gunshot wounds of the limbs. The author states in his 
preface that it would be impossible to deal generally with the 
whole subject of military surgery without materially altering 
the scope and character of the book. We think that in the 
next edition this will have to be done, as the surgical lessons 
of the war are not long to be kept in a water-tight compart¬ 
ment, but will have their influence on every department of 
peaceful surgery. 

The Microscopy of Vegetable Foods. By ANDREW L. 
Winton, Ph.D., with the collaboration of Dr. Josef 
Moeller and Kate Barber Winton, Ph.D Second 
edition. With 635 illustrations London: Chapman and 
Hall, Limited ; New York: John Wiley and Sons, Inc. 
1916. Pp. 701. Price 27s. 6 d. net.—The increasing number 
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of publications on the microscopy of vegetable foods may be 
welcomed as likely to be helpful in the detection of fraud. The 
pioneer work in this direction was largely done in The Lancet 
Analytical Commission, which in the “ seventies ” exposed, 
by means oftentimes of the microscope alone, the extent to 
which the adulteration of foods was then practised. This 
exposure subsequently led to legislative steps being taken 
which are now embodied in the present Sale of Food and 
Drugs Acts in this country. The authors of this large volume 
have taken considerable pains to produce a work of value, and 
its text and the illustrations will give assistance to analysts 
and others in this country as well as in the United States. The 
chapters on histology and morphology are the best features 
of the book, but now and again the illustrations are not as 
well drawn as they might be, and the context here and there 
is meagre and scrappy. A good deal of ground is, however, 
covered, and the copious references to literature serve a useful 
purpose. 

A Rays. By G. W. C. Kaye, M.A., D.Sc. Second 
edition. London : Longmans, Green, and Co. 1917. 
Pp. 285. Price 9s. —We welcomed the appearance of this 
authoritative book when it first appeared three years ago. 
The present edition has been revised by the author, as far as 
his military duties permit, up to the middle of 1916. A 
chapter on X ray equipment and technique has been added 
by Mr. W. F. Higgins. Accurate in presentation and 
attractive in style the book will continue to achieve its 
purpose. 

Sewerage : The Designing , Construction , and Maintenance of 
Sewerage Systems. By A. Prescott Folwell. Seventh 
edition, revised and enlarged. London : Chapman and Hall, 
Limited ; New York : John Wiley and Sons, Inc. 1916. 
Pp. 540. Price 12*. 6r/. net.—This book illustrates with a 
wealth of detail the way in which the problems of sewage 
engineering and disposal are being attacked in the United 
States. It deals fully with the important question 
of practical sewer construction, and is divided into 
four parts, the first devoted to designing, the second 
to construction, the third to maintenance, and the 
fourth to disposal. The question of utilisation does not 
appear to have come any nearer a practical issue in the 
United States than it has done in this country. In fact, the 
writer says, speaking of chemical treatment and precipita¬ 
tion methods, “ no method has yet been found by which the 
fertilising values of sludge can be made use of to sufficient 
advantage to induce farmers to use it even when it is given 
them tree of cost, except in a few cases.” The author then 
refers to the sludge ships which convey the sludge from the 
London sewage works 50 miles out to sea and dump it there. 
The book will be valued by engineers engaged in this impor¬ 
tant branch of sanitary science and to some extent by 
chemists, the appendix containing a useful account of the 
analytical methods employed in testing sewage, and a short 
bacteriological section on the examination of effluents in 
regard to bacterial reduction. 

Essentials of Physiology. By F. A. Bainbridge and J. 
Acworth Menzies. Second edition. With 173 illustrations. 
London: Longmans, Green, and Co. 1916. Pp. 478. 
Price 12*. 6 d. net.—This is the second edition of a com¬ 
panion volume to the “ Essentials of Histology” (Schafer), 
of “Morbid Histology” (Grunbaura), and of “Chemical 
Physiology” (Halliburton), and maintains the high standard 
of the series. Although avowedly written with the primary 
object of meeting the requirements of the medical student 
preparing for a pass examination, it is in no sense a cram- 
book, and no one can read it carefully without gaining a 
useful insight into the whole field of modern physiology. 
The book is indeed remarkable for its even and adequate 
treatment of all parts of the subject, and for the average 
high standard of the illustrations which are drawn from 
many sources. The text is clear and interesting to read. 

Some Modern Methods of Ventilation , with Special Refer¬ 
ence to Public Buildings. By R Grierson. With illus¬ 
trations, charts, and tables. London : Constable and Co., 
Limited. 1916. Pp. 187. Price 8*. 6d. net.—While the 
author’s point of view is largely the engineering one, it is 
clear that he keeps in mind the physiological considera¬ 
tions on which methods of ventilation must be based 
if they are to give satisfactory results. Thus he 
speaks of the “conditioning” of the air which is the 


most important factor in the situation, and he accepts 
the dictum of Dr. Leonard Hill that the physical effect 
upon the skin is the supremely important thing, not 
its chemical effect. This view has now received general 
acceptance, and so the conditioning of the air as regards its 
physical state—e,g., humidity, movement, equable tempera¬ 
ture, freedom from dust, and so forth—is much more to the 
point than keeping down a carbonic acid gas contamination. 
As the author observes, “ Even more disconcerting to the old 
school of hygienists must be the growing practice of American 
engineers to arrange for recirculation of the air many times 
in succession,” and the washiqg plant is left to maintain the 
air of the ventilated space in a pure condition. This system, 
it is added, effects considerable economy in the fuel bill in 
cold weather, and we may take it that the authorities are 
satisfied that the air so treated is wholesome. The book 
contains much useful information on standards of ventila¬ 
tion, design of ducts, selection of fans, washers and heaters, 
specifications, test-forms, and specimen schedules for 
designers, which will be consulted with advantage by those 
approaching these questions from a practical and rational 
point of view. 

A llama Botanical Vocabulary. By John M. Dalziel, M.D., 
B.Sc. Edin., D.T.M. London: T. Fisher Unwin, Limited. 
1917. Pp. 119. Price 6*. 6 d. net.—The author of this useful 
compilation is a member of the West African Medical Staff, 
and has carefully utilised his opportunities. The book is more 
than a vocabulary, and many descriptions of plants are 
given under their native names. Under dama , Guinea-corn 
or great millet, are described some two dozen varieties of a 
food which the Hausa eats in the form of porridge, and to 
which he attributes special strength-giving properties. The 
medicinal plants include a small field herb of the order 
Polygalacere % sa hank iki dako , which is used in syphilis on 
the ground of its local reputation. At the end of the book is 
given an index of genera and of popular names. 
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AN IMPROVED CRUTCH. 

Any improvement in the construction of crutches will no 
doubt be welcomed at the present time. A crutch made 
of the ordinary ash sticks is shown in the diagram fixed 
at the lower end into a piece of hard wood 
curved at the base and shod with rubber 
T { (which I shall call the roller), and screwed 

i ] to a block fixed below the handle. The 

handle is fixed by a bolt and fly-nut and can 
be adjusted to suit any length of arm. The 
head is of the bridge type, the webbing 
stretched across being tubular and stuffed 
with horse hair. Attention may be drawn to 
the use of the roller at the foot, by which 
the rate of progression is materially in¬ 
creased and the pressure on the axilla is 
reduced. As compared with the ordinary 
type of crutch the pace is increased, at each 
step, by the length of the arc of the circle 
taken by the roller. This arc has been fixed 
at about 11 inches or less as being easily 
accommodated in railway trains, omnibuses, 
and other places where space is important. 
The most serviceable curve is the arc of a 
circle having a radius of 2 or 3 ft. An im¬ 
portant feature is the reduction in the 
tendency to skid on slippery surfaces. 

The new crutch has its defects : it cannot 
be shortened so easily for use by a smaller 
man, it is heavier than the ordinary form 
of crutch, and it is a little more costly to 
, produce. The extra weight is probably the 
only defect which will not in time be 
remedied and even this is largely compensated by the improve¬ 
ment in the balance which renders it more easily controlled. 

Mr. George E Healing, 3, Wi'ton Crescent-mews, Belgravia, 
is the inventor, and the makers are Messrs. Allen and 
Uanburys, Wigmore-street, W. 

Wimpole-street. W. C. A. JOLL, F.R.C.S. Eng. 
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Radiation in Malignant Disease. 

As old diseases are abolished or brought under 
control, new ones arise or new aspects of disease 
which were previously overlooked. But cancer 
remains with us in spite of half a century of 
special hospitals and many years of intensive 
research, and the new Ministry of Public Health 
when instituted will find no task of greater difficulty 
or importance than to deal with malignant disease 
in all its forms. Recent work with radium 
and the X rays in cases of malignant growth 
has begun to raise some hopes of a possible 
solution in this direction. That we have in these 
sources of radiation a powerful ally in the war 
against malignant disease is now very generally 
admitted, but it cannot be said that it is being 
employed as yet to an extent justified by our 
present knowledge. The reports and the paper 
by Captain A. A. Russell Green published else¬ 
where in this issue will serve to call attention to 
what is now actually being achieved, and a careful 
examination of the results attained by the workers 
in Edinburgh, Manchester, and Birmingham must, 
we think, go far to convince even the most sceptical 
of the value of the methods employed. 

The site of the growth naturally has a material 
influence on the treatment. It is more or less 
an axiom among radiologists that the more super¬ 
ficial the lesion the more likely is it to be benefited 
by any form of radiation, and the high percentage 
of successful results in the treatment of rodent 
ulcer illustrates this clearly. Difficulties increase 
in direct proportion to the depth to which the 
disease has invaded, the deeper structures, and modi¬ 
fications in technique are required on this account. 
A study of the cases given in the reports from 
Edinburgh and Manchester especially shows that 
some measure of success has attended the efforts to 
overcome these difficulties. The burying within 
the growth of tubes containing either radium or 
its emanation has produced excellent results, 
and this method holds out possibilities of 
permanence, since the base of the growth, from 
which metastasis arises, is attacked concurrently 
with its more superficial parts. A further and a 
logical application of the principle here involved 
would indicate the removal of the more superficial 
parts of a malignant growth in order that the base 
may be more efficiently attacked. The remarkable 
control of the X rays and radium over fungation 
removes the surgeon’s most serious objection to 
operating under these circumstances, and is a 
further argument for a still closer cooperation 
between the surgeon and the radiologist than exists 
at present. 

The choice between radium and the X rays in 
dealing with cases of malignant disease is still in 


the stage of discussion, and it is doubtful if 
any good purpose could be served by advocat¬ 
ing one at the expense of the other. Each has 
its advantages as well as its disadvantages, 
and they have much in common. The difficulty of 
obtaining radium in any quantity makes it rare, 
but its scarcity is compensated for largely by 
the constancy of its output—a condition that 
has greatly facilitated the development of radium 
therapy. In contrast with the irregularity of the 
output from the X ray tube radium itself gives us 
a profuse supply of radiation easily and cheaply 
obtained. This drawback to the use of X rays is, 
however, materially reduced in the latest form of 
tube construction. Indeed, as a result of the intro¬ 
duction of the Goolidge tube it is not impossible 
that X ray therapeutics will undergo very con¬ 
siderable modifications. Whichever method, how¬ 
ever, is being practised, certain points have 
already emerged with more or less certainty, and 
the most important of these is the danger 
of delay. Every day’s delay diminishes the 
patient’s chances of complete recovery, and this 
principle applies particularly to operable cases. 
However favourable a case may appear, no surgeon 
can be sure that he has removed every trace of 
malignancy, or, indeed, that he himself has not 
scattered malignant cells over the field of opera¬ 
tion. Nothing should be left to chance, and as pro¬ 
phylactic radiation involves no necessity for dis¬ 
turbing the dressings or the patient, it should be 
commenced the day after operation. Another im¬ 
portant matter of general agreement is that within 
reasonable limits long applications are preferable 
to short ones. Perseverance, too, is a scarcely 
less powerful factor for success. Many patients 
needlessly throw away months or years of useful 
and comfortable existence through failure to follow 
the advice that is given them. In the light of the 
experience hitherto gained it is not too much to 
say that a good case has been made out for the 
use of some form of radiation in the great majority 
of malignant cases, and that its more general 
employment will have a favourable influence on 
their prognosis. 


The Departmental Committee on 
Approved Societies and 
National Insurance. 

The Departmental Committee which has had 
the finance of Approved Societies under its con¬ 
sideration in connexion with the part played by 
them in National Insurance issued an Interim 
Report in May and a Further Report in October, 
1916, bringing its labours to a conclusion with a 
Final Report in February of the present year. 
The Committee was asked by the terms of its 
reference, it will be remembered, to report upon 
any amendments in the financial scheme of the 
National Insurance Acts which experience of 
the administration of sickness, disablement, and 
maternity benefits might suggest to be desirable. 
The amendments to be considered would, it was 
thought, necessarily be within the limits of contribu¬ 
tions and benefits as they now stand and apart from 





540 The Lanobt,] 


APPROVED SOCIETIES AND NATIONAL INSURANCE. 


[April 7,1917 


further grants by the Exchequer, although last 
week’s resolution proposed by Mr. Kingsley Wood, 
a member of the National Insurance Advisory 
Committee, at a conference of Approved Societies, 
foreshadowed a substantial increase in maternity 
benefit as part of the expected infant welfare 
legislation. Further, the Committee was asked 
to make recommendations as to how far amend¬ 
ment of the National Insurance Acts and of 
the regulations made under them might simplify 
the work of the Societies and reduce its cost 
without detriment to the interest of the insured. 
The subject of the inquiry was therefore strictly 
limited to criticism, and to proposals having for 
their object the effecting of improvement under 
existing conditions or under conditions not 
radically altered, in matters connected with the 
finance and administration of Approved Societies. 

In the two reports issued last year the Committee 
dealt with a variety of subjects intimately affecting 
Approved Societies and their finances, and suggested 
means whqreby it seemed that a substantial 
measure of simplification in the machinery of the 
Acts and regulations might be secured. It was of 
the opinion, as stated in the report issued in 
October, 1916, that in the circumstances in which 
the Approved Societies were called upon to take 
part in National Insurance it would be neither fair 
nor reasonable to expect in the earliest youth of a 
newly devised system a simplicity and smoothness 
of working equal to that already established by the 
Friendly Societies after long experience in the 
conduct of their usual affairs, and it was pre¬ 
dicted that whatever changes might be brought 
about as the result of experience, compulsory 
insurance upon the lines with which we 
are now becoming familiar must necessarily 
remain a highly complicated and intricate part of 
our social machinery. The report neither supported 
the views of those who complain that the Acts are 
too cumbrous and complex in character, nor did it 
express any expectation that its own deliberations 
would have as a result the cessation of complaints 
along the familiar and often reasonable lines. 
Those interested in the aspects of State insurance 
which present themselves to, and concern the 
Societies will, of course, study the reports as 
published. If they are technical they are carefully 
confined to elucidating the essential features of 
the matters dealt with, which are not always 
those which concern the medical profession 
as a whole, closely associated as that profession 
is with the working of National Insurance. 
The question of paying sickness and disablement 
benefit in respect of illness due to venereal 
diseases is, however, one matter in which the 
medical profession is deeply interested, as the 
stewards of the public health of the country 
rather than in the r61e of pathologists. The Com¬ 
mittee recommends in its Final Report that, 
having regard to the danger to the community in 
the case of the person affected by venereal disease, 
Societies ought so to alter their rules as to enable 
benefits to be paid to a class of sick and dis¬ 
abled persons who hitherto have been excluded 
from them. The suggestion has everything to 


commend it, as is reflected in the opinion 
of all intelligent laymen. The sick person 
of the class which depends upon a Friendly 
Society for maintenance when wages cease on 
account of inability to work has a better 
chance of recovery when he is able to draw 
a weekly sum for his sustenance than he has if 
cessation of work means complete loss of income. 
He is also more likely, if he can draw sickness 
benefit without hindrance or comment and as a 
matter of right, to take effective steps towards 
regaining health in the early stages of illness. His 
recovery will remove a source of danger to other 
members of the community, and the prevention, or, 
failing this, the prompt treatment of his disease, is 
a matter now rightly recognised as one of national 
importance. At the same time, the alteration of 
the rules of a body of contributors to a common 
fund, in order to allow payments to be made to a 
class which was expressly excluded from partici¬ 
pation in that fund when those contributors agreed 
to subscribe to it, presents some difficulty. The 
objections of those who will oppose any such change 
as that indicated will not necessarily depend upon 
sentiment or prejudice due to the association of 
venereal diseases with avoidable acts of immorality. 
They will be founded upon the entry of subscribers 
into a contract under conditions which it is 
proposed to alter to their detriment, a possible 
compensation being offered to them dependent 
upon the acquisition of a disease from which they 
may see no prospect of suffering. How far the 
opportunity to benefit the community by helping 
to diminish the prevalence of venereal, diseases may 
appeal to persons thus situated will be tested if the 
recommendation of the Departmental Committee is 
sought to be adopted in any particular society, but 
the objectors will certainly occupy a strong position. 
Another question of equal or greater importance, 
financially and otherwise, to the Societies and 
their members is that of the payment of sickness 
and disablement benefit in the case of tuberculous 
disease during the period of after-care. As to- 
this, the Committee refers to the. existence of a 
national scheme, liberally assisted out of public 
funds, for the treatment of the whole community, 
including the uninsured and the insured. In view of 
this, the Committee did not feel justified in ask¬ 
ing that the Societies should undertake a fresh 
burden. They had it in their power to render 
material assistance and to develop their policy 
so as to facilitate the promotion of useful experi¬ 
ments in “ the wider field of public health," and 
beyond this they should not be asked to go. A 
third question, connected with the public health 
side of National Insurance, relates to inquiries into 
the causes of excessive sickness. As to this, the 
Committee pointed to the examples before it of 
the segregation of insured persons into societies 
of distinctive occupational hazard, and advised 
that the Insurance Commissioners, before any 
inquiry of the kind referred to was held, should 
satisfy themselves that a prima facie case for 
holding it had been made out. 

With reference to the Further Report of the 
Committee made last October, we are reminded. 
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while dealing with the Final Report, that the 
former oontained a useful recommendation 
affecting hospitals and the duties of Approved 
Societies towards them in respect of payments. 
The bulk of the Further Report, as we have 
said, was concerned with finance, and was of in¬ 
terest mainly to the Societies themselves, but the 
recommendation referred to dealt with contributors 
who are hospital in-patients, and to the inability 
of Approved Societies to pay benefit to any member 
for his own direot personal benefit while an inmate 
of an institution. 'The Further Report of the 
Committee advised that payment should be made 
to the dependents, if any, of a patient in a hospital 
or institution if he should so desire, and that in 
the case of a patient without dependents money 
otherwise due to him should, on his authorisation 
and at the discretion of his society, 

(a) Be utilised, in whole or in part, to defray any expenses 
otherwise than in respect of treatment or maintenance, for 
which he may be, or become, liable while he is in the 
institution; or so far as not so utilised, (6) be paid over to 
the authorities of the institution (not being a Poor-law 
institution, or other institution maintained out of public 
funds) under an agreement entered into by his society, 
either generally or in the particular case. 

This would appear to render the contribution of 
an Approved Society to a hospital in respect of a 
particular patient dependent upon a combination of 
circumstances which would limit such payment to 
comparatively few occasions. Contributions to 
Insurance Committees in respect of tuberculous 
patients treated in sanatoriums, also dealt with in 
the Further Report, are on a somewhat different 
basis. The Committee here took the view, laid 
before it by some of the witnesses, that money 
so paid would better be devoted to helping the 
patient to recover complete health after discharge 
from the sanatorium. The three reports taken 
together constitute an interesting document, the 
very limitations of which, due to restrictions of the 
reference made to it, serve to remind us of the 
impossibility of dealing effectively and upon a large 
scale with many of the problems of National 
Insurance before war is ovea. Sir E. Cornwall 
doubtless had this difficulty in mind when he 
stated in the House of Commons last Monday his 
intention of making the Advisory Committee to the 
Insurance Commissioners a more workmanlike 
body by reducing its numbers from 168 to 30; and 
his proposal to appoint a small separate medical 
advisory committee is also a step in the right 
direction. 

Donations and Bequests.—B y the will of the 
late Mr. Francis Reckitt, of Beaconsfleld, Bucks, the testator 
bequeathed £5000 each to the Great Northern Central 
Hospital, for their Convalescent Home, and Dr. Barnardo’s 
Homes; £2000 to the King Edward’s Hospital Fund ; 
£1000 each to the Rojal Hospital for incurables, Putney, the 
Mount Vernon Hospital for Consumption and Diseases of the 
Chest, Hampstead, the Hull Royal infirmary, and the Hull 
and East Riding Convalescent Home; £500each to the Hull 
Children's Hospital aDd the Cancer Hospital, Brompton.— 
The late Miss Caroline Emma Chretien has left by will the 

g roceeds of the sale of Nelson House, Bexley Heath, to 
lexley Cottage Hospital for an enlargement of the hospital 
to be known as “ the Chretien Wing or Ward,” and from the 
proceeds of sale of her other real estate legacies to the Royal 
Blind Pension 8ociety and Poplar Hospital for Accidents. 
Under the same will the London Hospital will receive Consols 
and stock of the value of nearly £5000. 


^nnoiaibns. 
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MODERN CARDIOLOGY. 

It is probable that the treatment of heart dis¬ 
orders can show a more substantial advance during 
the last 20 years than has been witnessed in any 
branch of our science since Laennec revolutionised 
our knowledge of thoracic disease a hundred years 
ago. The contributing factors to this chapter in 
clinical medicine, which has been ably reviewed 
by Dr. G. A. Sutherland in the Lumleian lectures 
this year, are to be traced, not only to the improved 
instrumental methods of examination of the heart, 
but particularly to the newer conceptions and clinical 
ideas which these methods have engendered. For 
a long time it happened that our knowledge of the 
physiology of the circulation advanced in the 
laboratory, while the practical application of that 
knowledge remained very limited. Even the intro¬ 
duction of the earlier graphic methods failed to 
realise the hopes which were founded on them. A 
certain scepticism was aroused as to their value at 
the bedside, and this attitude extended at first to 
the later polygraphic methods of Sir James 
Mackenzie. But the conditions were entirely 
different when Sir James Mackenzie’s work 
began to attract the thoughtful attention of 
clinicians. Gaskell had by this time estab¬ 
lished the coordinating factors of auricular 
and ventrioular action. Mackenzie perfected the 
means of clinically studying their respective 
actions, and, advancing along these lines, recog¬ 
nised that irregularity of the heart’s action may 
not only be a matter of academic interest but 
might offer the key to the whole clinical course 
and character of many cardiac conditions. There 
had been evolved, in fact, a living pathology of 
the heart. Discovery followed discovery in quick 
succession, culminating in the final recognition of 
that most important condition, auricular fibrilla¬ 
tion. The story of that condition—how it came to 
be identified and how its practical significance, 
and, above all, its response to treatment were 
verified—forms one of the most satisfactory 
chapters in olinical medicine, and was effectively 
detailed in our columns by Dr. Sutherland. 
Criticism will naturally not be wanting when 
some of these newer conceptions run counter to 
the teachings of the past, and Dr. F. J. Smith 
finds that Dr. Sutherland’s exposition of modern 
cardiology defaults in not doing proper justice to 
the teachings, and especially the therapeutic 
successes, of such leaders of medicine as Gawen 
Sutton and Andrew Clark. We think Dr. Smith, 
while rightly standing out against what he con- 
| eiders slight of the labours of past teachers, has 
1 not appreciated the real situation. There need 
I be no quarrel with the older school, no 
| lack of reverence and respect for those past 
masters to whom we owe so much. It is the 
manner in which their views have been dis¬ 
torted by subsequent teachers which, we imagine, 
falls mainly under Dr. Sutherland's condemnation. 
Newer methods have certainly widened our views 
of heart disease, but in doing so they have also 
induced an even greater sense of our ignorance 
than was perhaps felt by some of the earlier 
teachers to whom cardiac pathology must have 
seemed a simpler affair than it is to-day. More- 
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over, if the upshot of modern learning is to confirm 
previous routine a great advance has been made— 
the advance from empiric routine, with its risks of 
misapprehension, to scientific procedure with its 
sure basis for application and modification. We do 
not find, therefore, Dr. Sutherland’s lectures lacking 
in respect for anything that is vital in the teachings 
of his predecessors, and while mere theory finds 
small space in his lectures, cardiac therapeutics, 
as far as they are represented in the employ¬ 
ment of digitalis, receives the careful attention 
which it merits, and we think that many of the 
older clinicians, had they been present at the 
lectures, would have been gratified to find their 
intuitions confirmed by later physiological research. 
Heart-block is now found to be a far from rare 
clinical condition, and other arrhythmias have their 
true place and significance in pathology. All this 
work has come to stay. But if one thing stands out 
more particularly revealed by these new methods it 
is this: the essential importance of clinical sub¬ 
jective symptoms. This later work has only 
heightened the significance of the patient’s own 
feelings, his ‘ field of cardiac response.” Instru¬ 
mental methods can never replace clinical bedside 
observation, and it is to this latter field that these 
Lumleian lectures are so fittingly devoted. And 
while we respect and have every sympathy with 
Dr. Smith’s attitude in championing the memory of 
the great men gone from us, we do not think that 
the neglect of which he complains has occurred 
widely or is in evidence in the last Lumleian 
lectures. _ 


MIGRATION OF SHELL FRAGMENT FROM THE 

FEMORAL VEIN TO THE RIGHT VENTRICLE. 

In the Journal of the American Medical Associa¬ 
tion of Feb. 7th Professor. H. M. Lyle, of Columbia 
University, has reported a remarkable case observed 
by him when in France acting as chief surgeon of 
the Ambulance d’Annel, Oise. A Zouave, aged 31, 
was brought to the ambulance. Fours hours pre¬ 
viously he had received a perforating shell wound 
of the left thigh, 4 cm. above the knee, and a pene¬ 
trating shell wound of the right thigh. Radioscopy 
of the thigh and lower abdomen failed to reveal 
any foreign body. Unfortunately the upper abdo¬ 
men and thorax were not examined. The failure 
to find the shell fragment was puzzling, as the 
depth and direction of the wound seemed to 
preclude the possibility of the particle having 
fallen out. The patient was in a condition of mild 
shock. The temperature was 97*2°F.,the pulse 126, 
and the respiration 28. Physical examination of 
the chest and abdomen was negative. Contused 
skin was cut away, the wound was laid open, and 
the projectile track lightly but methodically 
excised. No foreign bodies were discovered. At 
the bottom of the wound of the right thigh 
the femoral vessels were found embedded in a 
clot; the femoral vein was bruised, but apparently 
intact. Two Carrel instillation tubes were inserted 
and 20 c.c. of Dakin’s hypochlorite solution were 
delivered to the wound every two hours. The 
patient appeared drowsy and slept the greater part 
of the first two days. On the third day the abdomen 
became greatly distended, and he complained of 
pain and tenderness over the spleen and right 
kidney. The distension was partially relieved by 
lavage and enemas. Jaundice appeared on the 
morning of the fourth day, and was accompanied 
by pain and tenderness over the liver. The tem¬ 


perature rose to 102*2°, the pulse to 132, and the 
respirations to 32. Fine moist r&les were heard at 
the left base. The area of cardiac dullness in¬ 
creased, a pericardial rub was heard, and the cardiac 
sounds were indistinct. A provisional diagnosis of 
general gas bacillus infection with pericarditis and 
pneumonia was made. In the afternoon there was 
a temporary improvement, followed by sudden death 
a little later. Throughout the wound remained 
sterile. At the necropsy the wound of the right 
thigh was found to be 10 cm. below and 5 cm. pos¬ 
terior to the anterior superior spine of the ilium. 
The track led forward, downward, and inward to the 
femoral vein. In the external wall of the vein 
there was a small valve-like wound sealed by an 
organised clot. There was no local evidence of gas 
infection. Both the lungs were oedematous; there 
was fibro-purulent pericarditis with free gas in the 
pericardial cavity. The heart was enlarged, and its 
external surfaoe was covered with a fibro-purulent 
exudate. On section the heart showed gaseous 
crepitation. A rough shell fragment was found 
free in the cavity of the right ventricle, measuring 
1*5 cm. by 0*9 cm. by 0*5 cm., and weighing 1*81 gm. 
Fibres of clothing were adherent to the irregular 
surface of the fragment. The liver, spleen, and 
kidneys were enlarged. On section all yielded gaseous 
crepitation. There was no obstruction to the gall¬ 
bladder or gall-ducts. Evidently the fragment of shell 
entered the femoral vein and thence migrated to 
the heart. A radioscopic examination of the chest 
might have revealed the presence of the shell frag¬ 
ment, which could have been dealt with by opera¬ 
tion. Bullets in the cavity of the heart have already 
been extracted with success in the present war. 


THE CLEARING OF THE PAVEMENT. 

The sanitary state of our streets is important, 
and considerable inconvenience is sometimes caused 
by the present shortage in the regular service for 
ensuring it. It ought not to be too much to ask 
householders, shopkeepers, and others to keep the 
pavement in front of their holdings swept. The 
work for each individual would entail neither 
much time nor energy. If such individual civic 
responsibility had been insisted upon last Monday 
in the metropolis After the heavy fall of snow 
the appalling state of slush on the pavements 
would have been prevented. As it was, the 
pedestrian found walking to be both dangerous 
and uncomfortable, and we have little doubt that a 
crop of minor accidents occurred through a slip 
on the pavement. Apart from these, the constant 
wading through the slush was a real ordeal for 
the feet, few boots appearing to be proof against 
its penetrative powers. The pedestrian whom the 
state of the pavement has cost an illness or an 
accident may well ask why the obvious remedy is 
not enforced. _ 


ANTIMENINGITIS INOCULATION. 

In the summer of 1916 a mild epidemic of 
cerebro-spinal fever occurred in an infantry 
regiment of over 1200 men at Fredriksstad in 
Norway. Eight cases occurred, and as isolation of 
the patients and their contacts seemed ineffective 
in preventing the spread of the disease Dr. E. 
Aaser was detailed in August to make a bacterio¬ 
logical investigation of the epidemic. This he did 
by the microscopical examination of smears, stained 
by Gram’s method, of the naso pharyngeal mucus 
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of every man in the regiment. Time and the neces¬ 
sary facilities for any more accurate method of 
examination were lacking; Dr. Aaser says 1 that 
he isolated as meningococcus carriers all the 
men whose naso-pharyngeal mucus contained a 
large majority of Gram-negative diplococci, and 
regarded as “ doubtful ” cases those whose mucus 
contained a few such diplococci. He found 
87 carriers and 70 doubtful cases among the men 
of the three regimental companies in which cases 
of cerebrospinal fever had occurred; no such 
cases had occurred among the 280 men of the 
fourth company or among the 100 regimental 
cyclists, and Dr. Aaser discovered 40 doubtful 
cases among these, but no meningococcus carriers. 
To stop the spread of the epidemic it was decided 
to offer to inoculate every man in the regiment 
with a meningococcal vaccine. It so chanced that 
one of the meningococcus carriers, isolated by Dr. 
Aaser, developed meningitis next day and died. 
This fact, coupled with fear of the meningococcus 
carriers, induced all but two or three of the men 
to be inoculated. The vaccine used was a 
sterilised emulsion of cultures of eight or ten 
strains of meningococcus, containing 300 million 
cocci per c.c.: the dose was 1 c.c. The inocu¬ 
lations were carried through in ten hours. A 
few of the men had slight chills and head¬ 
ache during the night following the inocula¬ 
tion, but none were seriously incommoded; most 
had a redness and swelling measuring 3x5 cm. 
at the site of inoculation. Dr. Aaser injected 
himself with 3 c.c. of the vaccine without any 
ill-result, and a few days later took a second 
injection of 4 c.c. equally without any general 
reaction. The plan had been to give all the men 
a second inoculation four or five days after the 
first. There was some unwillingness at this point; 
but it happened that a general order was issued 
just then stopping all leave for the rest of the 
training in the case of those not vaccinated. So all 
the men received a second inoculation, the dose 
being 1 c.c. In general this produced more local 
redness but less local swelling, and a weaker 
general reaction than the first inoculation. No 
further case of cerebro*spinal fever occurred 
in the regiment after this vaccination, during the 
general autumn manoeuvres; but whether propter 
or merely post hoc Dr. Aaser does not attempt to 
decide. He notes that a similar prophylactic anti¬ 
meningitis vaccination was carried out in the 
winter at Tonsberg, 250 men receiving three 
successive inoculations with 1, 2, and 3 c.c. of 
meningococcal emulsion, without any harmful 
result. _ . 


THE CONSERVATION OF MILK. 

The prevention of waste would go far to solve 
the food problem at the present time, and one of 
the most promising ways of doing this is by pre¬ 
serving perishable foods. Liquid foods are specially 
liable to loss and contamination, and should there¬ 
fore be desiccated. Methods which in the past 
have been found wasteful may well now prove to 
be economical in view of shortage and advanced 
prices. Wq shall soon arrive at the period of the 
year when the maximum output of milk is 
reached, and the waste of this valuable fluid 
food material is notorious. Its preservation 
by concentration with the addition of sugar is 
already severely handicapped by the shortage of 

1 Tidaakrift f. d. Norsk© Laegeforeniog, Christiania, 1917, xxxri!., 174. 


the preservative itself, besides which the milk- 
syrup so produced is not ideal for general food 
purposes. Milk, of course, can be concentrated 
without the addition of sugar, but the product cannot 
be said to be satisfactory, as it is very liable to 
chemical changes, involving, for example, the 
precipitation of its milk-sugar and of calcium 
salts, chiefly in the form of citrate. The desicca¬ 
tion needs to be carried a step further and the 
whole of the water removed. But there are two 
difficulties about the complete drying of milk. 
The first is that if too high a temperature is 
employed the constitution of the milk is seriously 
disturbed: the albumins are coagulated, enzymes 
are destroyed, the fat is separated, and the 
resulting powder does not re form an emulsion 
with anything like the appearance and character of 
milk. Nevertheless, the product thus obtained 
possesses a high nutritive value and would 
save much waste of useful food, particularly in 
the summer. The water can, however, be easily 
withdrawn from milk by another process, which 
consists first in concentrating the fluid at a low 
temperature in a vacuum pan and then forcing 
the concentrated milk through a spray producer 
into a capacious chamber through which flows 
a current *of warmed air. The moisture is 
thus carried away and a fine dry powder 
falls, which may be swept out. This pro¬ 
duct amalgamates perfectly with water, the fluid 
tasting like fresh milk and having exactly the 
appearance of the natural emulsion. Moreover, it 
still shows enzymic activity, the albumins are 
uncoagulated, the fat is not separated, and 
caseinogen is still present in unaltered form. 
But by whatever process dried milk powders 
are made one great trouble arises : sooner 
or later the fat deteriorates, becoming partially 
rancid, and giving the product a repulsive 
flavour and smell. Even skim milk, retaining 
as it invariably does a small proportion of 
fat, deteriorates in the same way sufficiently 
to make it distasteful after a time. If this 
problem could be solved there would be no 
longer any reason for employing fluid milk at 
all and an enormous economy of valuable food 
material would be gained. We could then, so to 
speak, keep the cow in the larder to be drawn 
upon exactly as domestic necessity arises. The 
resulting revolution in the supply and distribution 
of milk would bring substantial gain to the com¬ 
munity on many counts. 


Dr. Frederick Taylor was re-elected President of 
the Royal College of Physicians of London on 
Monday last. _ 

At the Harveian Society of London, Stafford 
Rooms, Titchboume-street, Edgware-road, W. 2, 
on April 19th, at 8.30 p.m., Dr. P. J. Cammidge will 
read a paper on the Treatment of Diabetes by 
Alimentary Rest. 


Leicester Royal Infirmary. —The 144th annual 
report states that during the year 1916 the number of 
adult in-patients admitted to the civil wards was 2888, as 
compared with 3082 in the previous year, and of children 545 
compared with 616. To the military wards 571 patients were 
admitted during the year compared with 692 in 1915. The 
average number of beds occupied was: 190 (civil) and 85 
(military). Although the expenditure for the year was heavy— 
namely, £31,856—it had been met by a generous increase in 
the ordinary income, the year closing with a small credit 
balance. The report urges the need for a new pathological 
department at an estimated oost of £5000 or £6000. 
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A RECORD OF 

61 CASES OF NEOPLASMATA OF THE SKIN 
TREATED BY X RAYS OR RADIUM. 1 

By A. A. Russell Green, M.B., B.S.Lond., M.R.C.S., 

CAPTAIK, R.A.M.C. (T.); RADIOGRAPHER TO THE FIRST SOUTHERN 
GENERAL HOSPITAL AND TO THE BIRMINGHAM AND 
MIDLAND SKIN’ HOSPITAL. 


The neoplasmata of the skin here reported are all of a 
malignant character. The writer caused to be circularised 
every case of this nature which had attended the Electrical 
Department of the Birmingham Skin Hospital during the 
last four years, and in the results here set down there has 
been no selection of cases, some indeed coming for treatment 
with the knowledge that no permanent benefit could be 
expected. To 61 inquiries, 41 replies were received, the 
majority reporting in person. 

Table 1 —This group of cases, 27 in number out of the 41 
whose final history I have traced, represents the cases that 
have completely healed, two only haviLg relapsed at a 
later period. Nos. 1 to 20 have been treated with radium. 
Nos. 21 to 23 have been treated with X rays, and Nos. 24 
to 27 have been treated with X rays and radium. With the 
exception of No. 17, which is Paget’s disease of the nipple, 
and No. 27, which is epithelioma, they are all cases of rodent 
ulcers. It is a notable feature iu this group that in only 
three instances has any method of filtration been employed. 
No. 16 was filtered through 0 25 mm. of aluminium and 
Nos. 21 and 23 through 0 a 75 mm. of aluminium. It was 
also noticeable that while in some cases reaction was 
brought about by the treatment, in others it was absent, 
and in No. 26, which had several marked reactions under 
X rays, no improvement took place until radium was 
applied, and I consider reaction as an incidental rather than 
an essential part of the curative process. 

The view once held that X rays act purely through their 
destructive effect on the tissues is untenable, as anyone who 
has seen treatment of ringworm by this means will realise. 

One of the points upon which I desired to get evidence 
was as to whether in oases treated with radium small 
frequent doses or larger doses at longer intervals were more 
efficient. An examination of Table I. shows that where 
the initial exposure was over half an hour, the average 
duration of treatment was 5£ months, while in those 
in which it was half an hour or less, the average was 
10 mouths. Of the nine cases treated with small doses 
six refused to heal until applications varying from three- 
quarters of an hoar to six hours were given ; the other three 
healed under the smaller doses, two have remained healed, 
the third has relapsed. These three cases healed within 
three months. 

The other case in this group (No. 18) which relapsed was 
treated by hourly applications of radium, increased later to 
six hours, and healed in six months. After the relaose the 
patient was placed under radium treatment again, and while 
being so treated was painted with liquor hydrarg. nitrat. 
acid, (not by me), a proceeding which I feel prejudiced his 
recovery. He is now attending the Radium Institute, and 
writes to say that his case is considered to be hopeful. 

Caxes treated by X rays. —The following three cases were 
treated by X rays:— 

No. 21 h%1 pastille doses until she reacted, five such doses 
in six weeks. 

No. 22 had small doses of X rays. 

No. 23 had half-pastille doses thrice weekly, 30 applica¬ 
tions in all, and in the latter stages of her treatment 
filtered through 0*75 mm. of aluminium. 

Cases trcited by radium and X rays .—In all these four 
cases the essential curative agent has been radium. 

No. 24 was treated with small doses of radium 12 minutes 
thrice weekly, healed in five mouths, and was given a 
prophylactic dose of X rays. 

No. 25 was treated with X rays for four months without 
improvement. She was then put on 1-hour doses of radium, 
and after 16 applications the ulcer healed. 

No. 26 was treated with pastille doses weekly, several 
marked reactions taking place, but no healing resulting. The 
case ultimately cleared up after the application of radium in 
i to l-hour doses. 

No. 27 was a case of epithelioma of the hand in a man 
aged 76. Tnis case attended for two and a half years, and 

1 A repjrt to the Midland Medical Society. 


the lengthy period of attendance was due to the difficulty 
experienced in healing the simple ulcer left after the treat¬ 
ment; healing was finally brought about by the application 
of silver nitrate. 

Table TL—Traced unhealed oases.— Of the eight cases 
treated by radium, three have ceased attendance. 

No. 31 by order of the honorary surgeon ander whom he 
first attended. 

No. 32 was very irregular, but in any case I should write 
him down a failure, as he attended for more than six months 
without any improvement. 

No. 35 was healed by X rays eight years ago but relapsed, 
and while being treated by radium became the subject 


Table I.~Traced Healed Table II.—Traced Unhealed 
Cases. Cases. 


Note.— In the columns headed “Treatment,” where the sign — 
separates the figures, the first figure Indicates the number of applica¬ 
tions, and the second figure the duration of such application. 
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* The remaining 8 of this group have no note as to final condition. 


Table IV. 

Of all cases that can be traced 66 per cent, are healed, and 
have remained healed for the following period :— 

Between 3-4 years ... 7 j Under 1 year ... ... 4 

Between 2-3 years ... 4 I Relapsed ... ... 2 

Between 1-2 years ... 9 
Of those treated by 

Radium . 70% healed. 

X rays . 43% 

Radium and x rays . ... 66% ,, 

No. 17 was diagnosed as Paget’s disease of the nipple; No. 27 as epi¬ 
thelioma of the wrist. All other cates in this table were diagnosed as 
rodent ulcer. 
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Method of dosage .—The radium in use is pure 
radium bromide, and is certified as such by the Curie 
Laboratory. It is spread on metal plates in the pro¬ 
portion of 5 milligrammes to each square centimetre 
of surface. The X rays were employed as full or frac¬ 
tional Sabouraud doses, this being the quantity of X rays 
required to bring about the fall of the hair of the 
scalp without visible reaction, or permanent injury to 
the hair follicles, and is a sharply defined dose. 

Supplementary 

ge JO) treatment. — I 

^--—- have found 

- . 3 H* two methods of 

supplemen tary 
treatment use¬ 
ful. ( a ) Elec¬ 

trolysis for the 
small nodules 
that are some- 
tiroes left at the 
periphery of the 
scar, and which 
liable to 


radiologists. 8he is 58 years of age, and has had lupus as 
long as she can remember. Thirty-five years ago she was 
treated at the Queen’s Hospital, Birmingham, by scraping 
and caustics, but has had no treatment since. Three months 
ago she came to my department with an epithelioma arising 
within the lupus 
area. Had this 
case been treated 
by X rays or 
radium it would 
have been cited 
by the critics of 
these methods as 
being due to the 
treatment. The 
prognosis is bad 
in cases of epithe¬ 
lioma arising in 
lupus, very rapid 
growth resulting, 
doubtless due to 
the high vascu¬ 
larity of the parts. 

No. 53 is pro¬ 
gressing satisfac¬ 
torily, and No. 34 
is a case too deeply 
involved to ex¬ 
pect any result in 
treatment. 

Of the four cases 
treated by X rays, 

No. 36 is im¬ 
proving. 

No. 37 is attend 
ing the General 
Hospital, Bir¬ 
mingham, and 
writes that he is 
getting much 
benefit from 
radium treat¬ 
ment. 

No. 38 died from 
apoplexy during 
treatment. 

No. 39 is a 
chronic alcoholic 
andeeasedat tend¬ 
ance after twoand 
a half months. 

Of the two cases 


are 

become centres 
of subsequent re¬ 
lapse, has proved 
much more use¬ 
ful to me than 
the application of 
carbonic acid 
snow; in case 
No. 27, concur¬ 
rently with the 
first exhibition of 
radium, I trans¬ 
fixed the base of 
the epithelioma 
with an electric 
needle in some 
half dozen places, 
(b) Autogenous 
vaccines, in cases 
that have been 
obstinately sep¬ 
tic, I have found 
of great value. 

Table IV. shows 
the periods 
for which the 
patients have re¬ 
mained healed. 


Six months later. 


Before treatment. 


Nine months later. 


Before treatment, 




* i 


treated by X rays 0 n 

and radium, No.40 Fig. 3 (Ca. e 40), 

shows that im- 1 — 

provement is pos¬ 
sible even with 
such extensive in¬ 
volvement of the 
deeper tissues. 

No. 41, a very 
extensive case 
with cicatrisation 
round the edges, 

complained of r ^ 

such intense pain fHIRj 

after treatment 
that, having 
regard to the bad 

E rognosis, I told ^ 

im to cease to 
attend. 

Table III. — Un- / f - . ml"A 

traced cases. — I Before treatment. 

have not dis¬ 
carded the 20 untraced cases, but by examining the out¬ 
patient records (facilities for which were courteously 
placed in my way by the honorary surgeons) I was 
enabled to arrive at some conclusions concerning them, 

60 per cent, being healed. This corresponds pretty 
nearly with the figure obtained in the traced healed 
cases which is 66 per cent. Of the unhealed group, 
four were in an advanced stage of epithelioma when 
they first attended, the other cases on the table being 
rodent ulcers. 


Before treatment. 


se 40). Conclusions. 

To draw con¬ 
clusions from so 
limited a number 
of cases is, I 
know, liable to 
mislead, but so 
far as these cases 
go they appear 
1 to demonstrate 
I or illustrate 
thati— 

1. The adminis¬ 
tration of radium 

/k in le ® 8 ‘j 1 ®" 

one hour doses 
* m of the strength 

• • .1 > ’ specified is likely 

Ten months later. to prove unsatis¬ 

factory, although 

small doses of X rays and radium will sometimes bring 
about healiDg. 

2. Radium will heal when X rays have failed. 

3. In most superficial cases screening is not necessary. 

4. Cases that are going to do well will do so within six 
months, and if they have not done so within that period a 
drastic revision of the treatment is imperative. 

5. Electrolysis and autogenous vaccines are useful as 
supplementary methods of treatment. 

6. Caustics are contra-indicated. 



546 Thb Lancet,] 


RADIUM TREATMENT IN EDINBURGH AND MANCHESTER. 


[April 7,1917 


RADIUM TREATMENT 

IN EDINBURGH AND MANCHESTER. 

With a Description of 

A TROCAR FOR THE INTRODUCTION OF RADIUM TUBES. 


Royal Infirmary, Edinburgh. 

The following abstract of the report to the managers on 
radium treatment at the Royal Infirmary, Edinburgh, during 
the year 1916 has been sent to us for publication by Dr. 
Dawson Turner, who is in charge of the radium treatment 
at the infirmary. 

Sixty-six patients attended for radium treatment during 
the past year, whereas 64 attended during the previous year. 
The total attendances during the year were 520. Of the 
66 patients half were in-patients from other departments of 
the infirmary. Twenty-eight suffered from rodent ulcers, 
25 from inoperable malignant disease, 7 of these affecting 
the vagina or cervix uteri. There were 7 cases of ex¬ 
ophthalmic goitre and 4 of naevi. Amongst the malignant 
cases there were 8 sarcomas and 17 carcinomas. The 
former are more amenable to radium than the latter, and 
sometimes disappear in a remarkably short time. They are, 
in the writer’s experience, invariably benefited by radium 
treatment, and if accessible and localised can be entirely 
removed. Rapidity of growth is no contraindication to the 
use of radium, for rapidly proliferating cells are very vulner¬ 
able to its radiation ; there is, in fact, reason for believing 
that they are more vulnerable than cells which in morphology 
and growth more nearly resemble the normal. This has been 
brought to the writer’s notice on certain occasions. This 
leads to the important question, 41 Are all sarcomas equally 
amenable to radium treatment? *’ If a negative answer must 
be given to this—then what conditions determine a tumour’s 
sensitiveness ! Gaarenstroom, of the Amsterdam Cancer 
Institute, 1 is of the opinion that 
the histological structure is the 
chief criterion and that round- 
celled sarcomas generally react 
favourably, spindle-celled less 
so, and polymorphous-celled 
least so. He bases this opinion 
upon an experience of 23 cases 
treated by the Roentgen rays. 

He made no use of radium and 
the effect of radium rays may 
not be quite the same as the 
effect of Roentgen rays. At 
any rate, the writer has fre¬ 
quently had rodent ulcers sent 
to him for radium treatment 
which have been treated unavail- 
ingly by Roentgen rays, and 
these rodents radium has cured. 

This may have been due, it 
must be admitted, to a more 
appropriate dosage and closer 
apposition. Myelosarcomas, 
lymphosarcomas, large spindle- 
celled sarcomas, and parotid 
mixed-celled tumours are ex¬ 
tremely sensitive, in the writer’s 
experience, to radium rays. 

( Vide Cases 1, 3, and 10.) 

Malignant disease of the 
vagina and cervix is favourably 
affected by radium treatment, 
and epitheliomas, if localised, 
can confidently be expected to disappear. Owing, however, 
to the difficulty of efficiently raying the more inaccessible 
portion of the growth, recurrence in these positions after a 
longer or shorter period of time is common. This can be 
again subjected to treatment, but, as a rule, less success¬ 
fully than the primary growth, and this for two reasons : 
the one that the recurrence is probably situated in a less 
accessible position, as in an extension to the broad 
ligaments ; the other that after a course of raying only 
those cells survive which are refractory to the rays and a 
recurrence consisting of such cells or daughter cells is less sus¬ 


ceptible to attack. There is a tendency by natural selection 
to breed cells which are immune. The same phenomenon can 
sometimes, though rarely, be observed in rodent ulcers ; an 
extended ulcer attacking perhaps bone or mucous membrane 
after repeated raying does not respond at all. In these 
cervical cases, even though there should be recurrence, the 
patient has greatly benefited in the meantime by the 
removal of pain, the cessation of discharges, and the general 
gain in health and strength. This gain in general health 
may be striking and equivalent, as some of the continental 
authorities have termed it, to a virtual resurrection. (Cases 
6, 7, and 8.) 

As observed in last year’s report, rodent ulcers require no 
detailed notice, for the beneficial action of radium is gene¬ 
rally admitted. Uncomplicated cases situated on the skin 
and not too extensive for the amount of available radium 
invariably do well. If they recur, which may be due to an 
insufficient primary treatment, they easily yield to a second 
course and remain cured. The cosmetic result leaves 
nothing to be desired, and there is scarcely any subse¬ 
quent contraction of the skin. The case figured is a 
good illustration of this. They are less amenable when 
situated on mucous membrane. Though a single strong 
application may suffice to remove the rodent, the writer 
prefers, when it is possible, to divide the necessary dose 
into two or three administered at three or four days’ interval. 
It is important, in order to prevent a recurrence, that the 
deeper parts as well as the superficial should receive adequate 
treatment. 

Seven cases of exophthalmic goitre, five females and two 
males, received radium treatment. All benefited save one, 
an acute case, who died, in less than a month after the treat¬ 
ment, of hyperthyroidism. As mentioned in last year’s 
report, indisputable benefit is occasioned without any 
necessary obvious change in the organ, though generally it 
is diminished in size. I would again draw attention to 


Rave’s experiments 3 on cats and rabbits. He administered 
large doses of X rays to the thyroids of these animals, and 
found from subsequent histological examination that no 
recognisable changes had been produced. Confirmatory 
results have been obtained by others. It appears, then, that 
in the thyroid gland we have a structure which, so far as 
histological examination can carry us, is refractory to X rays. 
Yet there is ample clinical evidence of the beneficial effects 
of irradiation in exophthalmic goitre. 

The following are brief notes of the more important 
cases treated except rodent ulcers, which have been purposely 



A case of extcnsivo rodent ulcer In a man 60 years of age treated with radium. On the 
left, the condition in January, 1916, before treatment; on the right, the same case in 
January, 1917, after treatment. 


t Archives of Radiology, December. 1916. 


a Vide Colwell and Russ, Radium and the X Rays, p. 212. 
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excluded. Reference has also been made to one or two old 
raneB whose progress it has been possible to follow. 

Case 1.—Myelosarcoma of temporal region involving orbital cavity 
In a male aged 23, recommended by Professor Gulland. Admitted 
Oct. 17th, 1916. Duration three yean. Began by headaches and 
swelling of jaw. ▲ small operation was performed to remove the 
■welling. Later a tumour appeared on the right temporal region. On 
Joly 7th, 1916, Professor Caird excised a fragment which was found by 
tJhe pathologist to be a myelosarcoma. Professor Caird refused to 
operate. On admission there was a prominent swelling over the right 
temporal region accompanied bv shooting pain, difficulty In opening 
the mouth, and strabismus. An X ray showed that the frontal bone and 
upper jaw were Involved. On Nov. 1st two radium tubes were inserted in 
Mr. Dowden's absence by Dr.White into the growth, and external radium 
treatment was also begun. A total dose of 4920 mgh. was administered. 
In a week’s time the growth had diminished in size, the headache was 
better, and the jaw freer. On Nov. 28th. 1916, there was no squint and 
tio pain. Professor Gulland examined him and wrote: “ I was delighted to 
see the patient to-dayand to find that he had improved so very greatly. 
He looks Immensely better, and I see no reason why he should not 
■tart work." On Jan. 23rd, 1917, he continued quite well. 

Cask 2.—Sclrrhus in a female aged 59, recommended by Dr. David 
H nakfa. Admitted Nov. 28th, 1916. A year ago Professor Caird 
removed patient’s left breast for sclrrhus. In the line of the scar 
there is an ulceration with bard borders. It has been burned by 
Dr. Huskle three times. This ulcer was given a dose of 206 mgh. 
during a fortnight. A week later Mr. Jardine examined her and wrote. 
** Result very successful, no more need for treatment.” The ulcer and 
hardness had disappeared. Warned patient to report herself regularly 
to Dr. Huskie. 

Case 3.—Recurrent sarcoma (old case) in a female aged 49, recom¬ 
mended by Dr. Maclagan. Duration four years. Several operations 
for the removal of the growth without success. Admitted by Mr. 
Miles on July 15th, 1915. Now a large nodular mass projecting in the 
left auborbital region and adherent to the maxilla. Pathological report, 
large spindle-celled sarcoma. As Mr. Miles considered the tumour in¬ 
operable radium treatment was commenced. By internal and external 
applications a dose of 5880 mgh. was given. In November, 1915, she was 
readmitted. There was now an ulcerating mass closing the left eye, the 
mass was so friable that it was difficult to keep tubes embedded, but by 
external treatment a dose of 5180 mgh. was given. During these 
applications the growth diminished markedly. On Feb. 1st, 1916. the 
tumour had greatly shrunk and was moveable; It had been fixed 
before. Patient better and stronger and can see normally. The con¬ 
dition had so much improved that Mr. Miles removed what was left of 
the growth, and further radium treatment was commenced. A dose of 
4120 mgh. was given as a prophylactic against recurrence. On 
Nov. 23rd, 1916, the growth had disappeared, an area of dead bone was 
visible, the skin around healthy. Mr. Miles could detect no sign of 
recurrence. 

Case 4.—Sarcoma involving lower ribs on right side In a male 
aged 44, recommended by Mr. Dowden. Admitted May 15th, 1916. 
Duration about 18 months. On account of a swelling in the region 
indicated th° patient attended the surgical out-patient department of 
the Royal Infirmary in October, 1915, and Mr. Jardine scraped the 
interior of the growth. The pathologist reported that the growth was 
a sarcoma. The growth never went quite away, and on 4pril 25th, 
1916, the patient was admitted to Mr. Dowden’s wards. The tumour 
was now increasing, and as Mr. Dowden was of opinion that an 
operation would bean extremely severe one he thought, that radium 
might be trien. Over the growth there was a evst containing blood. 
Radium treatment was now begun. Three tubes of radium were 
Inaerted »nto the substance of the growth and a total dose of 7560 mbg. 
was administered. On June 14th there was considerable external 
swelling and discharge. On July 20th the external swelling was less, 
but there was more pain. The patient reported himself at regnlar 
intervals and appeared to be gaining strength, for on Nov. 21st. 1916, 
he asked permission to resume his work as a brass finisher. This Mr. 
Dowden permitted him to do. On Jan. 2nd, 1917, he was well and 
bard at work, but above the original growth there was a hard tumour 
mass, which Mr. Dowden had notioed before. 

Cask 5.—Myeloma in a female aged 23, recommended by Mr. Dowden. 
History : Two years ago patient complained nf a gumboil on the 
right side of the superior maxilla. Dr. Gibbs found a growth 
and recommended her to consult Mr. Dowden. The latter scraped 
out the cavity and the pathologist reported the growth to be a 
myeloma. It lav posterior to the superior maxillary bone. As a 
prophylactic radium treatment was recommended, a tube of radium 
was attached to a wire and passed up into the cavity, and a dose of 
1920 mgh. administered. This was in October, 1915 In February, 
1916, the^e was no trace of a recurrence, but when the patient reported 
herself in June. 1916. Mr. Dowden found that the disease had 
returned. O June 27th Mr. Dowden scraped out the cavity and 
inserted radium tubes, at first three, but on one coming out only 
two were kept in. A dose of 4400 mgh. was now given, more than 
double the dose she was given the first time. Precautions were 
also taken to attempt to maintain the radium in a more effective 
position. Very severe reaction followed with swelling and pain, 
which required constant opiates, the tongue and mucous membrane 
of the cheek being burned. In December the patient was much better, 
and on Jan. 2nd, 1917, Mr. Dowden could find no trace of a 
recurrence. 

Case 6.—Sarcoma of cervix In a patient aged 47, recommended by 
Dr. Barbour. Admitted July 20th, 1916. Duration one year. Com¬ 
plains of a bearing-down pain and some discharge. On June 26th. 1916, 
the cervix, found to be ulcerated by Dr. Fordyce, was curetted. Patho¬ 
logical report, sarcoma. Dr. Barbour examined her on Julv 20th, 1916, 
and found hard nodules all round the cervix except, posteriorly. The 
right, ligament was thickened. Bodv of uterus unaffected. Hys»erect* mv 
unsuitable. A dose of 4300 mgh. of radium was given. Sept. 26th. 1916 : 
Examined by Dr. Fordyce. Condition very satisfactory, there being no 
timoe now of the Indurated nodules, but cicatrisation instead. Nor. 14tb, 
1916: Parts seemed quite healthy; no discharge; patient much 
stronger. Weight 8 st. 1* lb. Feb. 1st, 1917: The patient was examined 
and the parts found to be in statu quo. 


Case 7. —Squamous epithelioma growing from vaginal roof behind 
and to left of cervix in a patient aged 65, recommended by Dr. Orr 
and Dr. W. Fordyce. Admitted Oct. 16th, 1916. There is a soft 
fungating gangrenous mass of the size of a Victoria plum occupying 
the above position. This was removed by operation and the base of It 
thoroughly scraped and pure carbolic acid applied. Pathologist report: 
Squamous epithelioma showing marked necrosis. Ten days later the 
mass had grown again to half its previous size; very foetid discharge ; 
some necrosis. The mass was again removed and radium applied 
to base and a dose of 4900 mgh. administered. Jan. 11th. 1917: Dr. Orr 
writes, ** There is to-day nothing to be felt except a cicatrix and the 
least suspicion of ulceration, perhaps the size of a green pea, at one 
point of the cicatrix. The patient feels and looks well and the result 
so far Is very gratifying.” 

Cask 8.—Epithelioma of the cervix. (An old case.) Patient, aged 30, 
recommended by Dr. Brewis. Admitted July 6th, 1915. Complaint 
of loss of hea th and reddish-brown discharge. Cervix widely 
involved; uterus fixed. After curetting a dose of 6720 mgh. of 
radium. Sept. 30th: Patient much better. Pain disappeared. 
Cervical cavity smaller, granulations superficial, a scraping still showed 
squamons epithelioma cells. Tterus movable. In consequence of 
pathological report a doee of 1920 mgh. was given. Feb. 3rd, 1916 : 
Patient greatlv improved, looks another woman. July 20th, 1916 : 
Quite well. Uterus shrivelled, replaced by granu'ation tisane. 
Pathologist’s report from a scraping. Nov. 16, 1916: Returned 
to ward, complaining of continuous pain in right leg. Examined 
by Dr. Brewis under chloroform. Cannot feel cervix or body of 
uterus, but to the right there was a hard mass In the position 
of the broad ligament extending back to the sciatic notch 
of the bone. The mass is a good size and fixed. A scraping 
showed malignant cells. A dose of 6,500 mgh. of radium was 
administered. Dec. 14th, 1916: Rise of temperature. Examination 
showed that the opening to the cavity was blocked. A drainage-tube 
was introduced. Jan. 15th. 1917: A slough came away. Temperature 
still rises but less, pain also less and only felt at night. Patient remains 
in a prostrate condirion, due to the disease and to the destruction pro¬ 
duced by the radium. Feb. 2nd, 1917: Patient remains in statu quo. 

Case 9 —Chondro fibro sarcoma in a boy, aged 6. recommended by 
Dr. J. S. Fraser. Admitted May 9th, 1916. The disease affected the 
left maxillary antrum, causing protrusion of the oheek, diplopia, and 
proptosis. Dr. Fraser removed as much as was possible of the growth 
by scraping, but fearing that he had not eradicated it consults with 
Mr. Dowden 'with a view to the removal of the left superior maxilla. 
Mr. Dowden, however, was of opinion that the case was more suitable 
for radium. Tubes of radium were introduced through an opening 
into the mouth and a dose of 1440 mgh. administered. The patient waa 
examined on Jan. 3rd. 1917, by Dr. Garretson, in the absence of Dr. 
Fraser, and he was unable to detect any sign of the disease. The 
boy appears to be perfectly well and is attending school. 

Case 10.—Myeloma of the sternum (old case) in a male aged 23, 
recommended by Professor Gulland. Admitted March 9th, 1915. 
Duration two years. Growth the size of a large cocoanut 
adherent to sternum. Symptoms: weakness and dyspnoea. Con¬ 
sultation with Mr. Miles, who considered the case Inoperable. 
Four radium tubes were introduced by Mr. Miles into the growth 
and radium was also applied externally. A doee of 13,200 mgh. 
was administered. Within a month of this treatment the growth 
had entirely disappeared. Professor Gulland remarked, in regard to 
this case. that he had watched the tumour growing during the past 
18 months, that it was of very large size, quite as big as two fists, that 
he had been rather a sceptic as regards the value of radium in malignant 
disease, but that he was now quite converted. The growth was a myeloid 
sarcoma.” The patient recovered his health and strength and went 
back to work. Six months’ later a small recurrence appeared over the 
sternum. After a dose of 250 mgh. It disappeared, but was followed 
by an ulcer about 1 inch deep extending into the eroded sternum. 
No pain waa associated with the ulcer, which slowly filled up. The 
patient bad a course of iodide of potassium on Mr. Miles’s advice. The 
patient was able to continue with his work. On Jan. 13th, 1916, 
Professo- Gulland wrote: “ This patient had a long cour*e of Inunction 
and of Iodide of potassium before the radium treatment, but without 
the slightest effect. The ulcer has impressed me more ss a continued 
destruction of the tumour, which must have started from the centre of 
the sternum.” The foregoing appeared in last year’s annual report. 
The further history is as follows. In February. 1916, a swelling occurred 
in the left nxilla, which «as removed by Mr. Miles in March 1916. The 
pathologist’s report was the fallowing: “A difficult growth to classify. 
There is a large amount of well-developed fibrous tissue- The cells have 
a tendency to arrange themselves in rounded follicles. They are 
polygonal in shape and suggest endothelial cells in appearance and 
arrangement. The condition I regard as a tumour formation belonging 
to the group of the lymphosarcomata but somewhat anomalous in 
character." Oct. 26th, 1916: The ulcer on the sternum is quite healed 
and the patient perfectly well. 


Manchester and District Radium Institute. 

A report of the work of the Manchester and District 
Radium Institute (the Royal Infirmary, Manchester), by Dr. 
Arthur Burrows, the radiologist to the institute, deals with 
the period from Jan. 1st to Dec. 31st, 1916, which saw the 
completion of the first thousand cases presenting themselves 
with a view to radium treatment during the two years since 
the institute was started. Included in the report, in addi¬ 
tion to a general table of all the cases which have been 
treated, is a list of all the malignant cases, excepting rodent 
ulcers, which were well at the end of 1916. This list states 
the time during which the patients have remained free from 
symptoms or signs of disease. No case of carcinoma of the 
breast was reported as being apparently well at the end of 
1915, and therefore, in this particular instance, 12 months 
is the maximum period during which any patient previously 
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suffering from the disease can have been free from sym¬ 
ptoms. Daring the year the energies of the institute have 
been limited to the purely clinical side of its work ; bat it is 
hoped that as soon as circumstances permit an increase in 
the soope of its activities will be possible. The physicist, 
Mr. Lupton, reports that 777 ordinary emanation tabes, 238 
emanation tubes for needles, and 316 flat emanation appli¬ 
cators were made daring the past year in the physical 
laboratory, showing an increase of 251 over the year 1915. 

A series of cases illastrating interesting points in relation¬ 
ship to radium treatment is given, and two groups of these 
may stimulate the reader’s interest to read the report itself. 

Carcinoma of the breast .—In this instance the best results 
follow the implantation of an adequate number of emanation 
tubes in the growth and along the course of the lymphatic 
vessels. In some cases as many as 12 tubes have been buried 
at one time. If the tumour be very firmly fixed to the chest 
wall the results are not so good, and treatment by implanta¬ 
tion must be employed with extreme caution or the breaking 
down of the growth may produce an intractable ulcer. 
Often it is better not to bury at all under these circum¬ 
stances, but simply to apply plates externally. It is always 
necessary to convince oneself that the situation and size of 
the growth give adequate opportunities for local repair. If 
the growth of the breast be too large, it is best to remove it 
locally and to apply radium at the site of removal and along 
the lymphatic tract. Radium is also most useful in assisting 
surgeons to operate in border-line oases or for the treatment 
of inoperable glands of the neck. Small scattered glands of 
the neck may be treated by the application of plates or 
larger masses by the method of burying. In the latter instance 
the results are often most gratifying. Small secondary 
skin nodules often disappear when treated by superficial 
plates, but their widespread nature inclines one to think 
that it is likely that X ray treatment would be the best 
method of dealing with them in the future. It is by no 
means always necessary to produce a severe local reaction in 
order to remove a malignant growth by radium. It is often 
done without the patient’s knowledge that anything is 
happening at all, and increase of knowledge will, no doubt, 
practically eliminate the occurrence of a reaction which is a 
source of discomfort to the patient. 

Oase 1.—Female, aged 72. This patient had a two years’ history of a 
swelling of the right breast with the formation of a lump in the right 
axilla. She had only slight symptoms of discomfort. Her surgeon 
deemed her growth to be inoperable. In the upper and outer quadrant 
of the right breast was a hard mass the size of a hen's egg. It was 
adherent to the skin, but could be moved somewhat on the chest wall. 
In the right axilla was a mass of six or more hard glands adherent to 
one another. Slight movement of them in the deep tissues was 
possible. Five radium emanation tubes (e*ch of 20 me. strength 
and contained in screens of platinum 3/10 mm. thick) were 
buried in the breast (three) and axilla (two) for 24 hours. 
The growth diminished mush, and treatment was repeated 
two months later with four tubes. Three months later some 
indefinite thickening remained in the right breast, one gland could be 
felt in the right axilla, and one small supraclavicular giant had 
appeared. Treatment was continued by the external application of 
radium plates, screened by 1*5 mm. of lead, for 24 hours. This was 
repeated six weeks later, and s^ven months after the first application 
of radium all signs of the growth had disappeared. 

The above is an example which shows how much persever¬ 
ance is sometimes necessary. Other cases have cleared up 
more quickly, and it has not been necessary to apply plates. 

Case 2.-Female, agei 50. In 1913 ralical amputation of this 
patient r right breast was performed for carcinoma. Twelvemonths 
later a nodule appeared at the inner end of the scar. The nodule 
gradually grew, and eventually broke down and ulcerated. Wheu she 
presented herself with a view to radium treatment, she had at the 
sternal end of the breast scar an elliptical ulcer 3x2 cm. It was sur¬ 
rounded by a zone of infiltration measuring 1 cm. across, and its 
edges were thickened, hard, and uadermined. The whole ulcer was 
Intimately united with, and fixed to, the chest wall. In the neck 
alK>VG the inner end of the clavicle was a hard roundel gland 
the size of a hazel nut. It was not firmly fixed. No 
enlarged glands could be felt elsewhere. Looking to the nature 
and situation of the ulcer it was decided that treatment by external 
plates was the only method available The oattent received nine 
applications of plates of a strength of 2 5 mg. of radium to the square 
centimetre, screened by 5 mm. of platinum, for 25 hours, both to gland 
and ulcer, an Interval of six weeks elapsing between each application. 
At the end of that periot both the gland and the ulcer had disappeared 
leaving no sign of the growth. 

The above example shows that occasionally a good result 
may be obtained in an apparently unpromising case by the 
use of plates alone. 

Tumours of abdominal muscle .—The three cases hereunder 
noted are all interesting from the point of view of diagnosis 
i 11 / 131 ^ rea l» men l i * The first case is one of true sarcoma 
u rectus, the other two are examples of fibrosis of 

the abdominal muscles and chronic interstitial myositis 
respectively. The case of sarcoma yielded very slowly to 
radium treatment, while the other two oleared up extremelv 
rapidly. _j * 


Case l.-Female, aged 29. In September, 1915, this patient came 
to the Manchester Royal Infirmary for treatment of a hard growth 
about 15 cm. longh and 7 cm. wide in the upper part of the 
left rectus abdominis. The surgeon made an exploratory Incision, 
and a piece of the growth was removed for microscopic exa¬ 
mination ; it proved to be a myxo-fibro-sarcoma. On one 
occasion three tubes of radium emanation, each of a strength 
of 20 me. and screened by 1 mm. of silver, were inserted in»o the 
growth for 24 hours. A considerable reduction in the size of the 
tumour resulted. It was then decided to continue the treatment 
entirely by means of heavily screened radium plates applied externally 
for periods of 25 hours. The patient has had nine such treatments, 
and the growth has slowly decreased In size until at present alt that 
can be palpated is a small elongated patch of thickening. The treatment 
has thus been cominued over a period of 14 months. 

Cajje 2.—Male, aged 42. This patient was operated on by a surgeon 
with a view to removing the tumour of the abdominal wall occupying 
practical'y the whole of the abdominal muscle to the right of the 
middle line, and from the level of the umbilicus do wow mis, At the 
time a piece of the growth on'y was remove 1 for Beckon, but no 
further op-ratlon was performed. Toe section under the microscope 
showed extensive fibrosis of muscle, which suggested syphilis, 
but the Wassermann reaction was negative. Two emanation 
plates, each containing 28 me. of radium e nanation and screened 
by 1-5 mm. of lead, were applied to the growth for 24 hours. Two 
months later no thickening whatever remained, and no recurrence of 
the growth has taken place, although 21 months have elapsed since the 
treatment was applied. 

Ca.sk 3.—Male, aged 40. This patient came to the Royal Infirmary 
in January, 1915. He had then fi/e weeks' history of swelling of the 
left thigh an 1 pain down the front uf the thigh and l*g. A 1 %rge hard, 
fixed growth could be felt In frontof the upper part of the left femur. It 
whs hard, elliptical In shape, and ab out 15 cm. long. An exploratory 
incision was made over the tumour, and three emanation tubes con¬ 
taining 80 me. of emanation were burled in it. A piece was removed for 
microscopic examination. Tne section showed the case to be one of 
chronic interstitial myositis. The growth rapidly became smaller, and 
the patient has now been free of signs and symptoms for nearly two 
years. 

The classified resalts at the end of the year were as 
follows:— 


Free of disease at the end of 


the year. 

.. 105 

Improved . 

.. 317 

Not Improved . 

.. 216 

Abandoned treatment ... 

.. 91 

Died from their disease 

.. 90 


Too early to note result ... 34 

Prophylaxis . 20 

Not treated. 127 

Total .1000 


A TROCAR FOR THE INTRODUCTION OF RADIUM 
TUBES. 

The accompanying illustration shows an instmment which 
Dr. Arthur Barrows has devised for introducing radium 
and radiam emanation tabes into tamonrs when there 
is no danger of perforating important structures. It 
consists of a sharp trocar (b), a cannula with a slot 
running its whole length (c), and a blnnt trocar (d). 
The sharp trocar and the cannala are thrnst into the growth 
to the reqaired depth, and the trocar is withdrawn in the 
nsnal manner. The radium tube is then inserted in the 
cannula, and its silk attachment for withdrawal is slipped 




into the slot. Next the blnnt trocar pushes the tube home. 
The cannula is then pulled up along the trocar, and its lower 
end and the silk are thus completely disengaged, and the 
trocar and cannala are withdrawn leaving the tube in position. 
The process is quick and practically no scar remains. The 
component parts of the introducer screw together into a 
compact whole as in A. The internal diameter of the 
oannula is 3 mm. The instrument has been made for Dr. 
Burrows by Messrs. James Woolley, Sons, and Company, 
Limited, of Manchester. 


Colonel George Henry Barefoot, C.B., C.M.G., 
A.M.S., has been appointed a Knight of Grace of the Order 
ofJ3t. John of Jerusalem. 
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MEDICINE AND THE LAW. 


The Supervision of Poisons. 

Thb sentence to various terms of penal servitude of three 
oat of the four persons who were recently charged at tty; 
Old Bailey with conspiring to murder two Cabinet Ministers 
brought to a fitting conclusion a story of rancorous plotting 
against persons in authority, of perverted ingenuity, and of 
fatuous recklessness, such as we are accustomed to associate 
with the cruder novel of crime or with cinematograph exhibi¬ 
tions. The sheer improbability of many of the events might 
have led to acquittal if the prosecution had relied only on 
the reported conversations of the accused, but the discovery 
in the possession of one of them of substantial amounts of 
deadly poisons, and the most ample evidence that these 
poisons had been provided by another of them, placed their 
individual and combined guilt outside the range of doubt. 
We do not propose to comment upon the details of the 
schemes developed by the Wheeldons in their conversations 
with the detectives whose astuteness, combined, it would 
seem, with good fortune, brought them upon the spot at 
precisely the right moment for effective action. To do so 
with any point would be to suggest where the proposals for 
murder made by the plotters might have failed or been 
improved. But to one thing we call attention, and not for the 
first time. The poison in the possession of these persons 
of dangerous character was deadly if they were skilful 
enough to use it. The fact that in this instance it might 
have been employed to strike a shrewd blow at the country’s 
safety should strengthen the bands of magistrates in all 
cases in which irregularity in the sale of poisons is proved. 
The regulations governing such sales, however strictly 
enforced, cannot be expected to prevent altogether the 
obtaining of poisons by the criminal, but they can, no doubt, 
do much to limit the amount thus accessible and to render 
its acquirement difficult. The precautions taken to prevent 
the surreptitious abstraction of drugs and dangerous sub¬ 
stances from hospitals and institutions, where they are legiti¬ 
mately stored and handled daily, cannot be expected to 
prevent all pilfering by persons unfit for the trust reposed 
in them, but the example of Mason should call attention to 
the necessity for the rigorous employment of such precau¬ 
tions, and more particularly so at a time when assistants are 
being employed as to whose antecedents and characters 
there may be no trustworthy information. The element of 
doubt which is sometimes found in trials where poisons form 
the subject of expert evidence seemed entirely absent in 
this case. The prosecution had it all their own way, and 
the notice of appeal which was lodged has been dismissed. 

The Sale of Arsenic. 

By an Act of Parliament passed in 1851 (14 & 15 Viet., 
c. 13), among the restrictions laid down to regulate the sale 
of arsenic, it is ordered that no one shall sell it * * to any 
person who is unknown to the person selling,” unless the 
sale is made in the presence of a third party who is known to 
both vendor and purchaser. In a recent prosecution brought 
under this Act by the police at Slough against a druggist, it 
appeared that no legal decision has been given as to 
the interpretation of the expression t( unknown.” The 
druggist, who was stated to have conducted his business 
blamelessly for 17 years, in this case sold a small quantity 
of arsenic to an Australian soldier whom he had seen going 
about in the district for about a fortnight and who had 
previously made a purchase at his shop. The soldier had 
stated that he wanted the arsenic in order to cure 
a fox-skin. The druggist observed that it should be 
mixed with soap for that * purpose, and on aooount of 
the use to which it was to be put sold the small 
quantity required, without mixing it with soot or indigo, 
as ordered by the Act referred to. Otherwise the sale 
was concluded with regularity. The soldier was after¬ 
wards apprehended as an absentee from his regiment and 
the arsenic was found upon him. When the question came 
to be argued, whether in the circumstances the purchaser 
of the poison was known or unknown to the vendor, it 
was stated that a stipendiary magistrate at Manchester 
had held in 1887, in a similar case, that the onus 
of proof lay upon the defendant; while, on the other 
hand, at Salford in 1889, the bench had decided that 
it was for the prosecution to prove that the purchaser was 
unknown to the druggist. The Slough magistrates appear 


to have taken the view that the sale in the circumstances 
described constituted a sale to a person unknown to the 
druggist, for they inflicted a fine of £i upon that charge 
and £2 upon a further charge of selling arsenic in less 
quantity than 10 pounds. 

A Case for Diagnosis. 

In a case recently tried at the Brighton county court the 
question arose whether the plaintiff suffered in the autumn 
of last year from ptomaine poisoning as the result of 
eating a pork-pie, or whether his illness was an attack 
of gastro-intestinal influenza following a visit to a 
picture house. The plaintiff, who had been staying at 
a home of rest in the neighbourhood, visited a picture 
house in Brighton, and on returning to the station 
purchased at defendant’s shop a pork-pie which he 4 ‘ washed 
down with a dry ginger.” A friend also bought a pie, but 
according to the evidence only ate the crust, throwing the 
meat away. The friend was not taken ill, but the plaintiff’s 
indisposition necessitated a prolonged stay at the home of 
rest. Two doctors were called to give evidence on each side. 
Judge Mackarness, commenting on the medical evidence, said 
that one thing the four doctors were all agreed upon was 
that in the absence of an analysis of the excreta it was not 
possible to speak with absolute certainty as to ptomaine 
poisoning. Unfortunately no such analysis was made. 
It seemed, he said, quite possible from the medical evidence 
that the plaintiff might have developed influenza during his 
visit to Brighton, but in his opinion the medical evidenoe 
pointed to ptomaine poisoning as a very probable cause of 
the plaintiff’s illness. He commented on the fact that there 
were no other sufferers among the many purchasers from the 
same shop on the same day, and said that it would not be 
right that plaintiff’s misfortune should be visited on the 
head of defendant unless the evidence clearly established 
that the pork-pie was unfit for human food and was the 
oause of his illness. The evidence fell short of that and he 
gave judgment for the defendant. 


THE CONTROL OF VENEREAL DISEASES. 


Approved Council Schemes. 

Replying to a question in the House of Commons on 
March 12th, Mr. Hiyes Fisher, Parliamentary Secretary to 
the Local Government Board, stated that 20 local authorities 
in England had provided facilities for the free treatment of 
venereal diseases in 28 hospitals. The number of councils 
whose schemes have been approved by the Board is now 60, 
the list being as follows :— 

County Councils. -Buckinghamshire, Cambridgeshire, Derbyshire, 
Durham, Isle of Bly, Essex, Gloucestershire, Herefordshire, Her'ford, 
shire, Kent, Leicestershire, County of London, Middlesex, Norfolk, 
Northamptonshire, Northumberland, Nottinghamshire, Pembrokeshire, 
Peterborough (Soke of), Radnorshire, Rutland, Salop, Suffolk East, 
Surrey, Sussex East, Sussex West, Warwickshire, Westmorland, 
Wiltshire. Worcestershire, Yorkshire (East. Riding). 

Town Councils.— Bath, Birmingham. Blackpool, Bootle, Bradford, 
Brighton, Cardiff, Croydon, Dewsbury, Bast Ham, Hastings, Ipswich, 
Kingston-on-Hull, Leeds, Leicester. London (City ol), Merthyr Tydfil, 
Middlesbrough, Newcastle-upon-Tyne, Northampton, Nottingham, 
Portsmouth, Salford, 8outh Shields, Tynemouth, Wallasey, Warrington, 
West Ham, York. 

In the case of Rutland County Council and Blackpool town 
council full schemes have been submitted, but they are at 
present approved for laboratory facilities only. Merthyr 
Tydfil, Middlesbrough, and York town councils have only 
submitted partial schemes for laboratory facilities and supply 
of salvarsan substitutes, and these have been approved. 
There remain at present 85 local anthorities who have not 
yet presented schemes, or whose schemes have not yet been 
approved by the Local Government Board. 

The Participation of Hospitals. 

A White Paper issued by H. M. Stationery Office [CD 8509, 
price 1 rf.] states that between 130 and 140 hospitals in 
England and Wales have expressed their willingness to 
participate in the schemes of local authorities, and although 
in a few instances the anthorities of important hospitals 
have been reluctant to inaugurate during the war any fresh 
arrangements for the treatment of venereal diseases, this 
hesitation has already been overcome in some cases. The 
shortage of medical staff and the pressure on the accommo¬ 
dation at most hospitals at the present time have presented 
obstacles in many instances, but the former difficulty has 
been met to some extent by the Army Council arranging that 
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Thb Casualty List. 

Thb following names of medical officers appear among the 

casualties announced since our last issue:— 

Killed . 

Lieut. D. R. Ebaras, l.M.S. 

Capfc. M. R. Hughes, Australian A.M.G. 

Drowned. 

Capt. G. L. Atkinson. R.A.M.C., was a student of King’s 
College, London, and qualified in 1896. He held appoint¬ 
ments at King’s College Hospital and at the Victoria 
Hospital for Children, Chelsea, and was in practice at 
Hampton Hill, Middlesex, prior to joining the R.A.M.C. 

Died. 

Lieut.-Col M. J. Whitty, R.A.M.C., qualified at the Royal 
University of Ireland in 1885, and shortly afterwards 
joined the Army Medical Service, from which he retired 
in 1906. He was later re-employed as medical officer 
to the Liverpool recruiting area, and died at Liverpool 
on March 28th. 

Wounded. 

Lieut.-Col. W. Egan, R.A.M.C. 

Capt. M. A. Nicholson, R.A.M.C. 

Capt. A. B. Chapman, Canadian A.M.C. 

Capt. A. C. Falkiner, R.A.M.C. 


Dbaths among thb Sons of Medical Mbn. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Second Lieut. H. F. Johnson, East Kent Regiment (The 
Buffs), only surviving child of Dr. G. L. Johnson, of 
Hampstead, London, and Johannesburg, South Africa. 
Lieut. J. S. R. Hodgson, Dorset Regiment, elder and only 
surviving son of Dr. H. Hodgson, of Alresford, Hants. 
Second Lieut. V. F. H. Hugill, Royal Fusiliers, attached 
Royal Flying Corps, only son of Dr. G. F. Hugill, of 
Balbam, Surrey. 


Mentioned in Despatches. 

The name of the following medical officer should be added 
to the Ust of names published in Thb Lancet of Feb. 3rd, 
1917, p. 201:— 

Temp. Capt. E. P. Satchell, R.A.M.C. 


The Review of Medical Exceptions. 

The Military Service (Review of Exceptions) Bill, which 
passed the House of Commons on Tuesday last, will give 
the Army Council the right of requiring disabled and 
previously rejected men to present themselves for examina¬ 
tion. This will throw a prodigious amount of fresh work on 
medical boards, who will require every possible assistance in 
the carrying out of a difficult task. The use by the boards 
of certificates from civil practitioners has been discussed, 
and it has been felt in some cases that personal bias has 
been shown leading to the exception of a man who was 
really fit to serve. It must be remembered, however, that in 
many instances it is difficult for a medical board to come to 
a fair conclusion without a reliable clinical history of the 
man in question, which can only be given by his regular 
medical attendant. In doubtful cases it would probably be 
wise to give medical boards power to detain an examinee 
under observation in a special or military hospital for a 
short period. Such a course might be found especially 
aseful in conditions such as doubtful cases of pulmonary 
tuberculosis ; slight cardiac weakness when no murmurs are 
present; difficulty in distinguishing between functional and 
organic affections ; and when malingering (including doping) 
is suspected. The advantages gained would be similar to those 
of the observation beds in an infectious hospital or the casualty 
department of a general hospital—viz., the avoidance of 
overlooking serious disease not recognisable as such at first 
sight, and, on the other hand, of attaching undue weight to 
transient and unimportant symptoms. This course would 
thus in some instances prove of great advantage to the man 
and in others to the Army. 


OBITUARY OP THE WAR. 


MALDWYN LESLIE WILLIAMS, M.B., B.S. Melb., 

LIEUTKN ANT-COLONEL, AUSTRALIAN ARMY MEDICAL CORPS. 

Lieutenant-Colonel M. L. Williams, who died of wounds 
in France on March 3rd at the age of 31, was one of the 
best known among the younger men of the medical pro¬ 
fession in Victoria. After matriculation he entered Trinity 
College, Melbourne, and had a distinguished career as a 
student, graduating with honours M.B., B.S., of Melbourne 
University in 1908, and obtaining an appointment on the resi¬ 
dent staff of the Melbourne Hospital in the following year. 
He was subsequently medical superintendent to the Bendigo 
Hospital, relinquishing this appointment to commence 
private practice in Bendigo. On the outbreak of war he 
volunteered for active service and was appointed major to 
an Australian field ambulance which served in Egypt and 
France. He was later promoted lieutenant-colonel and 
placed in command of another field ambulance, with which 
he was on duty when he received the wounds from which 
he died. 

Colonel Williams made many friends during his University 
career. He gained his football blue and represented 
Melbourne in Inter-University matches. His loss will be 
keenly felt by a large circle who regarded him as a man of 
much promise in the medical profession. He leaves a widow 
and two children. _ 


SAMUEL W. HEWETSON, M.D. Quebec, 

LIEUTENANT-COLONEL, CANADIAN ARMY MEDICAL CORPS. 

Lieutenant-Col od el S. W. Hewetson, who died at the Royal 
Free Hospital, London, from perforative colitis, was officer 
in command of the 8th Canadian Field Ambulance He was 
born in November, 1872, at Kincardine, Ontario, entered the 
medical school of McGill University, where he was a brilliant 
and popular student, and graduated in 1893. Unfortunately, 
soon after graduation tuberculosis showed itself, and he 
became a patient under the late Dr. Trudeau at Saranac, 
remaining, as did so many of Dr. Trndean’s medical 
patients, to be one of his enthusiastic assistants at 
the sanatorium. Readers of his autobiography published 
last year will recall Trudeau’s warm words of appre¬ 
ciation of Dr. Hewetson and his services. His malady 
led him eventually to settle in the highlands of Alberta, 
at Pincher Creek, whence, after a few years, when 
his health was thoroughly re-established, he moved to 
Calgary, becoming there a popular practitioner. For many 
years he had been an active member of the Canadian 
Militia, his majority in the Army Medical Corps dating from 
1910. With the beginning of the war he was appointed 
A.D.M.S. of the Alberta district. Attached first to the 
13th Canadian Mounted Rifles in January, 1916, he organised - 
the 8th Canadian Field Ambulance, of which he was placed 
in command, proceeding overseas to France in the spring of 
the same year. Lieutenant-Colonel Hewetson was married, 
his wife having predeceased him. 


HERBERT JONES, M.D. Ontario, 

MAJOR, CANADIAN ARMY MEDICAL CORPS. 

Major H. Jones, the news of whose death overseas has 
been received, was born in September, 1871, taking np his 
medical studies at a comparatively late period and gradu¬ 
ating from Toronto University in 1904. He then settled in 
practice in Hamilton, Ontario. After the outbreak of war 
he joined the 5th Canadian Field Ambulance as captain and 
showed himself an excellent officer, gaining his majority in 
November, 1915, after several months of work at the front. 
His death was due to pneumonia, whioh proved fatal after a 
brief illness. 


HUGH BARR, M.D. Glasg., D.P.H., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. Barr, who fell in action in Greece on Feb. 21st 
at the age of 35 years, was born in Paisley, receiving his 
early education at the Grammar School there. It was 
characteristic of him that, even as a student, he had decided 
definitely on what was to be his life’s work in medicine; 
and it was with the view of acquiring a sound knowledge of 
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medicine preparatory to embarking on the study of public 
health that several of the years immediately following 
grad nation were devoted by him to hospital practice in 
England. Having obtained the diploma of Public Health, 
he visited Germany, where he studied bacteriology under 
Professor Dunbar at Hamburg, soon becoming fluent in the 
language. Going to New Zealand about 1910, largely on 
account of his health, he quickly built up there a large 
practice, which he relinquished to accept a commission in 
the Royal Army Medical Corps. At the end of a year’s 

service in hospital at 
Salonika he returned to 
Scotland for a short 
time, being then sent 
to Greece. His term 
of six months, during 
the latter part of which 
he was attached to an 
ambulance train, he had 
almost completed when 
he met his end. 

A friend who knew 
Captain Barr intimately 
speaks of him as one 
whose cheerfulness and 
ready wit could not but 
enliven the dullest com¬ 
pany. His mind was 
always active, and in 
its interests not con¬ 
fined to medicine 
alone. His knowledge 
of sociology and philosophy was considerable, and extensive 
travelling served further to broaden his outlook. His many 
friends can ill spare his companionship. 


JOHN MAXIMILIAN HAMMOND. M B., B.S. Loni>., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant J. M. Hammond, who died on Feb. 12th of 
wounds contracted on active service at the age of 41, was son 
of the late Henry A. Hammond, of Bournemouth. He 
studied medicine at Bristol University College and St. Bar¬ 
tholomew’s Hospital, London, qualifying in 1908 and holding 
resident appointments at the West London Hospital. In 
1911 he started in practice at Bournemouth, becoming 
medical registrar to the Hahnemann Home, relinquishing this 
work in the autumn of 1914, when he volunteered to go out 
to the English section of the French Military Hospital at 
St. Malo. Last July he was given a commission in the 
R.A.M.C., sailing for Salonika in August attached to the 
Devonshire Regiment. He was wounded by a shell during 
an attack on the Bulgar lines, and did not long survive an 
operation. 

A colleague writes of Lieutenant Hammond as a man who 
stood over 6 feet high, and of whom largeness was the pre¬ 
vailing characteristic. “ I arge-hearted, he was always 

ready to do a kindness 
to others. Nothing was 
a trouble, no detail too 
small to receive atten¬ 
tion. At St. Malo, 
besides treating the 
wounds of the poilu , 
he ministered to their 
souls, and with his 
perfect knowledge of 
French many was the 
death-bed soothed by 
le grand Anglais .” 
Fellow officers from the 
Macedonian front bear 
testimony to his good 
influence on the morale 
of the men. In the 
end it would seem that 
he gave his life for 
them. “ I found I had 
lost my tourniquet,” he says, in a letter received since his 
death, but the missing tourniquet was doubtless doing 
service to some wounded man whom he had recently 
tended. 


SYDNEY DOMVILLE ROWLAND, M.A. Camb., 

M R C S Eng., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major S. D. Rowland, who died of cerebro-spinal fever on 
March 6th, was the son of the Rev. W. J. Rowland and was 
born in 1872. He was educated at Berkhampsted School 
and Downing College, Cambridge, where he held a natural 
science scholarship, finishing his medical studies at St. Bar¬ 
tholomew’s Hospital in 1897. Clinical medicine did not 
appeal to him, and at the end of the following year he joined 
the staff of the Lister 
Institute as assistant 
bacteriologist, remain¬ 
ing attached to that 
institution until his 
death. His first investi¬ 
gations dealt with the 
structure of bacteria 
and the enzymes in 
expressed cell j uices ; 
then with the late Dr. 

Allan Macfadyen he 
was engaged on a long 
research on the juices 
obtained by grinding up 
bacteria at the tempera¬ 
ture of liquid air. In 
1905 he went to India 
as a member of the com¬ 
mission for the investi¬ 
gation of plague, and 
took an important share 
in making out the relationship of plague bacilli to fleas and 
in establishing the part played by the rat flea in the dis¬ 
semination of the disease. On his return to England he 
worked on problems of plague immunity, publishing a number 
of valuable papers concerned chiefly with the fundamentals 
of prophylactic inoculation. On the outbreak of war he 
joined the R.A.M.C. and went to France in October, 1914, in 
charge of the first mobile laboiatory. Recently he worked 
at meningococcus carriers, and was thus engaged when he 
himself succumbed to an attack of cerebro-spinal fever. 

Major Rowland’s colleagues speak of him as an exception¬ 
ally skilled mechanic, whose ingenuity in getting over the 
technical difficulties of experimental work was of the greatest 
service to himself and his fellow-workers. His command 
of microscopical manipulations was also much beyond the 
ordinary level. “He was interested in almost everything, 
took the cheeriest zest in life, and was never afraid of his 
imagination. Impulsive, erratic, generous to a fault, he 
was deeply loved by his friends.” 


THOMAS WILLIAM JONES, M.D., D.P.1I. Livkrp., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant T. W. Jones, who was killed in action on 
or about March 10th, at the age of 31 years, had a 
distinguished career as 
a student at Liverpool 
University, winning four 
of the five scholarships 
open to him—viz., the 
Gee Entrance Scholar¬ 
ship, the Junior and 
Senior Lyon Jones 
Scholarships, and the 
University Scholarship 
in Medicine. He was 
also Holt medallist and 
prizeman in midwifery. 

He graduated M B., 

Ch.B., with first-class 
honours, in 1908, taking 
hisM D. in the following 
year, and subsequently 
the diploma of Public 
Health. For a year he 
held the Ethel Boyce 
Fellowship of the University. After holding various resi¬ 
dent appointments and the demonstratorship in obstetrics 
at the University, he was appointed in December, 1912, 
medical officer of health for the rural district' {and 





ThbLanott,] 


THE WAR. 


[April 7,1917 553 


borough of Wrexham, and medical officer to the Wrexham 
education authority. At the outbreak of war he was 
amorgst the first to volunteer for service in the Royal 
Army Medical Corps, and although his authorities were 
willing to release him, it was not until November, 1916, that 
the Local Govern met t Board consented to his accepting a 
commission. He left for France in December and in 
February became attached to the Northumberland Fusiliers. 
He met his death whilst rendering assistance to a wounded 
man who was unable to take cover from shell-fire. 

As a public official Lieutenant Jones enjoyed the con¬ 
fidence of his colleagues. The chairman of his health com¬ 
mittee at Wrexham bears wifcm ss to his excellent work in 
progressive sanitation and laments the tragic termination of 
si career which would have benefited the public health 
service of the country. Others speak of his duties discharged 
with thoroughness and efficiency, as well as with a tact 
which Commended him to all his associates. Lieutenant 
Jones leaves a widow and a little daughter. 


CECIL FRANCIS UMNEY. 

Second-Lieutenant C. F. Umney, Dorset Regiment, who 
was at first reported missing but is now known to have been 
killed in action on Sept. 26th last, was elder son of Dr. W. F. 
Umney, of Sydenham. After matriculating at London 
University he was apprenticed to Mr. W. II. Martindale, 
manufacturing chemist, who writes of him as a cheerful and 
hard worker, showing great promise in his work. “ His 
disposition was one of the brightest, and all with whom he 
came in contact could not fail to like him.” 


Education of the Left Hand of Disabled 
Sailors and Soldiers. 

Dr. 0. W. Hutt writes to us in the hope that the follow¬ 
ing account may inspire further effort to assist the men in 
our naval and military hospitals and convalescent homes 
who have lost their right hand, in acquiring in as short 
time as possible such a use of their left hand that they may 
in but small measure feel handicapped by their loss. 

At the Ecole Professionnelle de Blesses at Montpellier, 
since July, 1915, M. T&menne, a Belgian refugee, has been 
teaching disabled men how to use their left hands. Having lost 
his right fore-arm when 16 years old he has so re-educated 

his left band that 
he is almost un¬ 
conscious of his 
loss. He needs no 
assistance to 
carry out the 
small operations 
of daily life; he 
can shave him¬ 
self, button 
collars, tie his tie 
and bootlaces, cut 
up meat, peel 
fruit, roll cigar¬ 
ettes, and get on 
a bicycle quite as 
well as a man 
with two bands. 
In addition he has 
learnt and is able 
to teach writing, 
shorthand and 
typewriting with 
the left hand only. 
Convalescent 
men from the 
military hospitals 
at Montpellier 
needing this in¬ 
to 4 daily in the 
Afternoons; some 132 have now passed through the course. 

The exact mode of instruction of the left hand in the 
operations of daily life was recently set forth in The Lancet , 1 
in an abstract of the experiences of Count Zichy, a Hun¬ 
garian, who, losing his right arm when 14 years of age from 
the accidental discharge of a sporting gan, taught himself 
the greatest possible use of his other hand. 

M. Tamenne, through the agency of my friend, M. Edmond 
Dronsart, Directeur Technique de l’Ecole, has kindly sent 
me a detailed account of nis method of teaching hand¬ 
writing. He places considerable emphasis on the men 


1 The Lancet, 1916, II., 241. 


Fig 9 . 1 and 2. 



learning to write in a hand resembling as closely as possible 
their former handwriting. This, he holds, contributes in a 
large degree to the men losing the habit of thinking 
themselves as disabled or handicapped in any way. To 
this end the writing taught has the same slope as ordinary 
writing, not even upright writing is allowed. The position 
of the body is the same as when writing with the right hand; 
the desired slope is obtained by the position of the fingers 
and of the paper. To write with the left hand, he says, the 
man should— 


(1) Place his forearm comfortably on the table so as to fatigue the 
hand as little as possible. 

(2) Practise writing between lines about 3*5 millimetres apart. 

(3) Place the paper In the sloping position shown in Pigs. 1 and 2. 

(4) Try from the very beginning to give the usual slope to the letters. 
If this proves too difficult he should draw faint lines in an oblique 
direction as shown in Fig. 1, and endeavour to make the up- and down- 
strokes of the letters come parallel with these lines. 

(5) Always take care that the hand is immediately W.ow the point 
where he ie writing. 
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The man will find the last two rules difficult to carry out 
and the efforts to do so will tire his hand; he should leave 
off for a few minutes and then resume his attempts. After 
about nine or ten lessons of 
an hour and a half this trouble 
disappears and the man is able 
to form the letters easily and 
well; the movements of the 
hand become more and more 
precise. During the next 12 or 
so lessons he should practise 
writing between lines about 
2-5 millimetres apart, when 
the letters will be the size 
used in ordinary writing; 
later, paper with single lines 
shonld be used. A mistake 
some of the men make after 
five or six lessons is to try to 
rush their learning, with the 
result that they form the 
letters badly and lose the 
ground already gained. Speed 
in writing can only be 
acquired with practice and 
time. M. Tamenne finds that 
if a man practises for more 
than a limited t me each fay 
he loses interest and does not 
do so well in the end. 

At first the movements of 
the hand are uncertain, but 
care should be taken that the 
letters are written as much 
as possible in their usual form, from the moment the man 
takes up his pen to the end of the last word. It often 
happens in the formation of the last letter in a word that 
owing to failure of attention the pen travels below the line. 
(See Fig. 2.) Patience is necessary from the start; the 
man must not want to get ou too fast; a lesson of au 
hour and a half is enough for the first ten dayB. * At 
the end of this time the man may practise for an 
hour to an hour and a half in the morning and for 
the same time later in the day, until the time comes 
when he no longer experiences any fatigue during writing. 
After two months’ tuition the men are able to take their 
place in the commercial class (“ section de comptables”) 
and carry on as well as right-handed men. This work is in 
a way analogous to the attempt to make children ambi¬ 
dextrous. M. Dronsart has had experience of work on these 
lines among elementary school children, and has found that 
the results obtained are not proportionate to the efforts 
entailed. But one great factor present in disabled men is 
lacking in these ohildren—necessity. 
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At Queen Mary’s Hospital for Limbless Sailors and Soldiers 
at Roehampton men are being taught writing with the 
left hand. Anyone desiring to help our disabled men 
“ se gaucher ” could obtain there useful information, or 
better still, they should try to find a M. Tamenne. 


The National Rumanian Relief Fund.—S ir 

William H. Dunn, Lord Mayor of London and honorary 
treasurer of this Fund, has issued an appeal for money to 
provide Rumania with Red Cross equipment and to relieve 
distress among the civilian poor. He points out that the 
medical services of Rumania are quite inadequate to deal 
with the rush of wounded now pouring in to the already 
crowded hospitals. The address of the Fund, which is under 
the patronage of Queen Alexandra and of Queen Marie of 
Rumania, is 30, Bishopsgate-street, E.C. 2. 
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The Paris Conference on the War Cripple. 

—We have received from M. L. de Paeuw, Secretary-General 
of the Franco-Belgian Organising Committee, a programme 
of the important inter-allied conference to be held in Paris 
on May 8th at the Ministry of Labour. The conference is 
being called to consider occupational re-education and all the 
questions which interest the war cripple. Of the five sections, 
the first is devoted to physical re-education; the second to 
occupational re-education ; the third to the placing of the 
cripple in agriculture and industry; the fourth to his 
economic and social interests ; and the fifth to the special 
needs of the blind and the deaf. Contributions to the dis¬ 
cussion are solicited from all who have special knowledge, 
and correspondence is invited with the Secretary-General at 
1, rue du Boca^e de B16ville, Havre. 

Canadian Accommodation for Convalescent 
Soldiers. — A Canadian correspondent writes: “The 
Canadian Military Hospitals Commission announced on 
Fob. 19th that there is now available in Canada accom¬ 
modation for 2955 convalescent soldiers. There are estab¬ 
lished a chain of 29 institutions stretching across Canada 
from Halifax to Vancouver. Accommodation is also in 
sight for an additional 2200 as follows: Whitby (Ontario) 
Hospital for the Insane, 750 ; Gnelph (Ontario) Provincial 
Prison Institution, 500 ; Halifax (Nova 8cotia)main building, 
Dalhousie University, 200; Winnipeg old Agricultural College, 
600; Saskatoon (Sask.) Y.M.C.A., 160. The actual number 
of convalescent soldiers under the care of the Commission 
on Feb. 2nd, 1917, was 1930, besides 105 in other hospitals, 
and 1021 out-patients. There is also accommodation for 
620 cases of tuberculosis in 13 sanatoria, and accommoda¬ 
tion 'for 544 in preparation. The actual number of patients 
now in sanatoria is 394. A clearing hospital for 550 men 
has been provided at Halifax, and accommodation for 2225 
more is being prepared at Montreal, Kingston, St. John, 
Halifax, Toronto, and Winnipeg. With a view to future 
needs accommodation has already been secured for 1589 in 
19 hospitals from Quebec to Victoria, B.C. The total 
accommodation for bed cases will thus be 4364, to which 
730 may be added by transferring four of the convalescent 
institutions to the ‘ active ’ class. The total-accommodation 
available or in sight for all classes is 10,683, inclusive of the 
Quebec clearing depot, where there is room for 600.” 

Glasgow and Medical Mobilisation.—A t a 

meeting of the registered medical practitioners of Glasgow 
and the West of Sootland, held in the Faculty Hall on 
March 27th, under the auspicee of the Royal Faculty of 
Physicians and Surgeons of Glasgow, questions arising out 
of the need of the Army for move doctors were discussed. 
Dr. Ebenezer Danoan, President of the Faculty, was in the 
chair. Dr. McGregor Robertson’s motion “ that this meeting 
is of opinion that the time has come when the whole nation 
should be mobilised for the successful and rapid conclusion 
of the war, so that all fit persons shall be liable to be called 
upon by the Government to render such service in naval, 
military, and civil departments as they may be deemed 
suitable for, due regard being paid to age, training, 
and circumstances/’ was unanimously adopted, as well 
as a further motion expressing the opinion (of the 
meeting) “that to compulsorily mobilise the medical pro¬ 
fession in advance of the rest of the community would 
be unjust alike to the profession and the community at 
large.” A motion proposed by Dr. Charles Robertson, 
to the effect “that the committee to be appointed by the 
Government in the event of the mobilisation of the medical 
profession shall supersede the Scottish Medical Service 
Emergency Committee, and shall contain a majority of 
medical practitioners in active general practice,” was carried 
by 45 votes to 42. 


General Hospital, Birmingham.—T he 137th 
annual report is issued with an appeal for an additional 
income of £7000 per annum to meet the greatly increased 
cost of all necessaries. The number of in-patients treated 
in 1916 was 5662, distributed as follows: civilian 5230, 
military 332, an increase of 146 over the previous year, the 
daily average number inthe hospital being 341, or an increase 
of 2o over tne average of the past five years. The number of 
children receiving treatment as in patients was 1001, of 
whom 214 were under two years of age. The total income 
for the year, including speoial donations and grants from 
the War Office, was ae agftiftflt an expenditure of 

£38,811, thus leaving a deficit of £6778. 


Comsjnrnknce. 

"Audi alteram partem." 


THE CLOSURE OF COLOTOMY OPENINGS. 

To the Editor at Thb Lanobt. 

Sir,—M y paper on this subject in your issue of March 10th 
has called forth a number of letters—the best compliment 
that could be paid to it—which clearly show there is as yet 
no general agreement among surgeons as to the best method 
of closing colotomy openings. 

Mr. Bernard Roth considers that his method of dosing 
a colotomy, described in his letter of March 17th, is 
simpler than those I suggested, but it is difficult to see 
why. I should have thought it was much more compli¬ 
cated, but apart from this, a serious objection to it 
is that the bowel has to be divided within the abdominal, 
cavity, a practice which all abdominal surgeons, 1 
think, agree in considering bad. Mr. Sinclair White and 
Mr. Percival Cole both prefer Greig Smith’s extraperitoneal 
method of closing a colotomy opening. 1 am well acquainted 
with this method and have used it a number of times in 
the past, but I thought it was now quite dead or I should 
have mentioned it in my paper. It appears to me to belong' 
to the same category as lumbar colotomy and to the time 
when surgeons were afraid of opening the abdominal cavity. 
What is the objection to opening the abdominal cavity ? Mr. 
Sinclair White himself says, “Every now and then the 
parietal peritoneum has been punctured, but in na> 
case has this made any difference.” Why not then 
open it deliberately instead of attempting to do the 
operation extrapeiitoneally ? The extraperitoneal operation 
is very liable to leave a weak place in the abdominal wall, 
and many patients have subsequently to wear belts. It 
also leaves a condition which is not normal and is liable to 
cause trouble later. While Greig Smith’s operation may 
possibly be quite justifiable in old people, it is certainly un¬ 
suitable for young men wounded in the war, who have a 
strenuous life in front of them ; and I cannot see that it has 
any advantage over straightforward resection and suture. 

My object in writing my paper was to describe (1) the- 
easiest, and (2) the best methods of closing a colotomy. 
There can, I think, be no doubt that the enterotome method 
is by far the easiest, and it undoubtedly gives excellent 
results. I have never known peritonitis follow its use, 
and Mr. Paul, of Liverpool, who used it extensively, 
has not, I believe, recorded a failure with it. 1 Although 
it is open to some of the same objections as Greig 
Smith’s operation, it has the advantage that it involves 
no narrowing at the line of union and no extra-peri¬ 
toneal bowel. There can surely be no doubt that the 
best method is that which restores the colon to its normal 
condition—namely, resection and direct suture. I am 
surprised to hear that temporary colotomy is a common 
operation in civilian practice and is performed as a routine 
in cases of cancer of Hie colon unaccompanied by obstruction. 
Why are surgeons so shy of primary resection and suture of 
the colon that they subject their patients to three operations 
where one would do? In cases of cancer of the colon 
accompanied by obstruction there can be no doubt as to the 
necessity of a temporary colotomy, but this seems an 
altogether unnecessary procedure in cases unaccompanied 
by obstruction unless obher factors are present which 
contra-indicate immediate resection and sutnre. 

After having used all the older methods, I now always 
perform immediate resection with end-to-end suture in 
suitable cases, and have not had a single failure to date I 
see Mr. Finch has doubts as to the safety of getting the 
patient's bowels open on the second day. Let me assure 
him that one of the secrets of success with anastomosis of 
the colon is not keeping the patient constipated. Flatus in 
the bowel is far more dangerous than a little liquid faeces. 
The one thing to avoid is the presence in the neighbourhood 
of the anastomosis of masses of hard faeces and the con¬ 
sequent necessity for drastic purgatives. If the bowels are 
kept acting daily by small enemata or small doses of salts 
the risk of leakage is greatly reduced and the colon is kept 
clean from accumulated and infected blood-clot. 

I am. Sir, yonrs faithfully, 

March Mat. 1917. P. LOOKHAJtT-MOMHBRT, F.R.CS. 


i Brit. Med. Jour., July 87th, 1912 
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THE LUMLEI4N LECTURES ON HEART 
DISEASE. 

To the Editor of Thb Lanobt. 

Sir,—W hen a few years ago Sir James Mackenzie, in a 
public lecture, accused physicians in general, and my teachers 
in particular, of preaching nonsense I passed the matter by 
as possibly explicable by his ignorance of what was taught 
in English schools, but now Dr. G. A. Sutherland repeats the 
same inaccuracies, I feel bound Co protest in the name of 
fair play and truth, and with your permission would critioise 
a few of Dr. Sutherland’s mistakes. 

The function of the heart, as taught to me by Sutton and 
Clark, was not one only—viz., that of contraotility—and 
they were as well aware as Dr. Sutherland that it had four 
chambers which under pathological conditions did not work 
harmoniously. They knew a good deal about its rhythm, 
excitability, and tonicity as bearing on clinical medicine. I 
would suggest that their cardiac tonics did reach the heart 
and so let us hope Dr. Sutherland’s do, or his treatment 
must be very feeble. Valvulitis Dr. Sutherland mixes up in 
a most casual way with the ejfecU r of an old endocarditis, 
but whatever he may mean by it Subton and Clark never 
taught that prognosis and treatment were based on the 
valvular lesion present. If Dr. Sutherland ever evolved 
from his own inner consciousness the idea that valvulitis is 
the central factor in heart disease it has naturally misled 
him, though he may still find infective endocarditis a 
condition that will demand a good deal of attention. 

Wheredid Sir James Mackenzie (supposing Dr. Sutherland 
to have got it from him) get the idea that it was taught 
that back pressure was the cause of heart failure ? I am 
sure we were never taught any such foolishness; we were 
taught, and I still believe it to be true, that failure of the 
heart causes venous congestion, and this in turn interferes 
with the function of many organs—stomach, liver, kidneys, 
Sec. The disappearance of the presystolic murmur of mitral 
stenosis was well known and was ascribed to failure of the 
trft auricle, and I still believe this is true. 

Perhaps fafter the delivery of his lectures Dr. Sutherland 
may have time to read the late Sir A. Clark’s paper on 
Cases of Bruits without Heart Disease and Dr. Sutton’s 
Laotures on Pathology; they might save him a good deal of 
trouble and enable him to give more time to what is true 
and new instead of disseminating an inaconrate representa¬ 
tion of what is old.—I am, Sir, yours faithfully, 

Ilarley-street, W., March 21 at, 1917. FRED. J. SMITH. 

PS.—Of irregularity and its effects or lack of effects 
clinically Clark and Sutton knew as much as we do now, and 
tried to teach ns. 

MACROSCOPIC VERSO8 MICROSCOPIC 
AGGLUTINATION TECHNIQUE. 

To the Editor of The Lanobt. 

8ir,—I n a note in Thb Lancet of Feb. 17th on the 
effeot of pyrexia on inoculation agglutinins Lieutenant 
G. Selby Wilson, in carrying out a series of tests by the 
microscopic and macroscopic methods, finds that the latter 
gives very much higher readings than the former—that the 
macroscopic method is, in fact, about 30 times as sensitive 
as the microscopic. 

This marked disparity is, in iny opinion, doe to the 
different conditions under which the two series of tests were 
conducted, and to the very different standard which he 
takes as the 14 end-point ” by the two methods. The micro¬ 
scopic tests were conducted at room temperature, and the 
time-limit was half an hour. 

In his description of the macroscopic technique he does 
not give particulars as to temperature and time-limit, but, 
as the technique was stated to be Dreyer’s, we may assume 
that the tubes were kept in a water bath at 65° C. for two 
hours. Thus, tn three respects, the macroscopic tests were 
at an enormous advantage over the microscopic tests—viz., 
(1) longer time-limit ; (2) higher temperature; and (3) 
more intimate admixture of serum and emulsion by the 
convection currents set up in the agglutination tubes when 
these are placed in the water bath at 55° 0. All these 
factors, especially the third, facilitate the union of agglu¬ 
tinin with agglutinable substance, and in that way make 
the method more 41 sensitive.” Another factor in producing 


the marked disparity between the microscopic and macro¬ 
scopic techniques in Lieutenant Wilson’s results is that his 
end-point by the former method is practically complete 
agglutination while his end-point by the latter method is a 
trace of agglutination. 

If Lieutenant Wilson will conduct a series of comparative 
tests in which the conditions are more nearly comparable, 
he will find the results by the two methods more nearly 
coincide. By removing part of the contents of the last tube 
which shows macroscopic agglutination for examination 
under the microscope, he will find agglutination micro¬ 
scopically—otherwise the macroscopic appearance of agglu¬ 
tination in that dilution amounts to an optical delusion. 
And occasionally the first negative dilution macroscopically 
will, under the microscope, show a trace of agglutination. 

The advantages of the macroscopic method are so obvious, 
and so well known to those who have used both, that it 
seems hardly necessary, when comparing the methods, to do 
so under circumstances so unfair to the microscopic method. 

I am, Sir, yours faithfully, 

R. P. G ARROW, M.D., 

Egypt. March 12th, 1917. Captain, B.A.M.C. 

EXCISION OF THE RETRO-PHARYNGEAL 
GLAND. 

To the Editor of The Lancet. 

Sir,—M r. Norman Patterson’s communication in your 
issue of last week is of interest in drawing attention to the 
fact that retro-pharyngeal abscess is in the great majority of 
cases not due to spinal disease but to disease of the retro¬ 
pharyngeal gland. This, however, is now, I think, generally 
recognised. 

I shall be surprised if his method of operation meets with 
the same measure of agreement. In my own experience no 
bad results have followed the method of operating through 
the mouth, and now that, with the aid of the suspension 
apparatus, this can be carried out with so much ease and 
comfort, the abscess being opened and the remains of the 
gland ouretted with precision and oareso as to avoid material 
entering the larynx, an external operation seems on* 
necessary. I am, Sir, yours faithfully, 

Glasgow, April 2nd, 1917. W. S. SYME. 



University of Durham : Faculty of Medicine.— 
At examinations held recently the following candidates were 
successful:— 

First Examination for the Deorrr of Backklor of Msdicins. 
Elementary AiKitomy and Biology. ChemUtry and Phytic*. —Jehn 
James Norman D-miels. Norah Hester Hamilton. John Frederick 
Charle* McColi, Mary Foster Richardson, Henry Rochester Smith, 
Alice Mary Stenliouse. and William Christopher Wardle. 
Elementary Anatomy , ChemUtry and Physics.— Leo Norton Knight 
O’Neill. 

Element/try Anatomy.— Edith Short Williamson. 

Third Examination for thr Deques of Bachklob of Memoiwe. 
Materia Medica. Pharmacology and Pharmacy; PubUc Health; 
Medical Jurisprudence : Pathology and Elementary Bacteriology.— 
John Maurice Brydson (second-class honours), Dorothy Edith 
Butcher, Iris Marjorie Cheeseright, Samuel Foskett, Samuel 
Elijah Goulstlne. John Parkinson Higham, David Levinstein, and 
Hans Wilhelm Wa ther. 

University of Manchester.— A t examinations 
held recently the following oandidatee were successful:— 
Third M.B. and Oh.B. Examination. 

F. H. Anderson, Mary G. Cardwell, Harriet R. L. Reid, Brian Walley, 
«nd Ethel D. Willis. 

Srcohd M.B. and Ch.B. Examination. 

B. J. Allison, Mary E. Bouilen, B. B. A. Edelston, Olive M, Qimson, 
Archibald Harris, and Annie G. Thompson. 

First M.B and Ch B. Examination. 

Part I.. Inorganic ChemUtry and Physics.— P. D. Abbatt, G. V. 
Ashcroft, J. B. Bennett, Clifford Booth man, William Broadhurst, 
H. M. Coope. Eugenia R. A. Cooper, N. S. Craig, S. W. Drinkwater, 
O. M. Duthle, Winifred M. Bdghill, H. B. Emmett, E. 9. 
rFrischmaan, W. H. Gratrix, Marguerite F. Johnstone, J. I. Kelly, 
Eva G. Le Messnrier. Cecil N-elson, L. 8. Potter, W. E. Powell, 
Margaret Powuall. Hag hob Salih, F. H. Scotson, H. L. Sheehan, 
Margaret Single, J. W. Smith, Benjamin Sykes, S. N. Taylor, 
Nora M. Walker, Raym >ud Williamson, James Worthington, and 
James Ya»es. 

Part II., Biology.— R.JS. van Aalten, P. D. Abbatt, Reginald Anderton, 

G. V. Ashcroft, J. B. Bennett. Nancy E. Bleak ley. James Chronneli, 

H. M. Coope. EugenU R. A. Cooper, N. S. Craig, S. W. Drink- 
water, O. M. Duthie, W nlfred M. Bdghill, Caroline M. Kdwardcs- 
Evans, Gwendolen A. G. Edwardes Evans, H. B. Emmett, T. N. 
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Pfaher, B. S. Friachmann, Edward G leaves, W. H. Gratrix, Ruth 
Hill, C. D. Houxh, Marguerite F. Johnstone, J. I. Kelly, R. R. 
iAne, W. L. Mirtland, Eva G. Le Messurier, Cecil Nelson. A. C. 
Newman, G. F. S. Parker. L. S. Potter. W. E. Powell, Margaret 
Pownall, W. G. T. K. Robinson. Ragheb 8dib, F. H. Scotaon, H. L. 
Sheehan, Margaret Single, J. W. Smith, Benjamin Sykea, 8. N 
T*ylor. Leo Una worth, Nora M. Wa'ker, Racmond Williamson 
James Worthington, J. R. Wright, and James Yates. 

Chemistry.— N*ncy E. Bleakley, Caroline M. Edwardes-Evans. T B. 
Forshaw, Florence M. I. Graham, C. D. Hough, A. C. Newman 
El 8. El G. Shelr, Mary I. Turner, and Leo Uosworth. 

Phytic*— T. N. Fisher. 

_Diploma ix Dentistry (Third Examination). 

C. B. Cardwell and N >rman Flitcroft. 

_ . , Diploma in Darns hit (Second Examination). 

Den/aZ Mechanics. —E. L. Morgan, Frank Torklngton, and Harold 
Walmsley. 

^ and^W^R ^WiIHa *^ ere8 * ® an< ^ on » L. Morgan, Fiank Torklngton 


Diploma in Dentistry (First Examination). 

B 8. Poulter. 

Chemistry .—Stanley Booth, R. V. Littlewood. and Dorothy Marsden. 

No meeting of the British Association, which has 
assembled regularly since 1831, will be held this year. 

A Unified Poor-Law Authority for London 
—The London County Council adopted on Tuesday last a 
recommendation of its Local Government Committee in 
favour of setting up at once in London a Central Poor-Law 
Authority. 


Society for the Study of Inebriety — 
At the annual meeting to be held in the rooms of the 
Medical Society of London, 11, Chandos-street, Cavendish- 
square, W., on Tuesday, April 10th, at 4 p.m., Dr. R. Murray 
Leslie will open a discussion on the Instruction of the 
Public in the Importance of the Prevention and Arrest of 
Alcoholism. 


Royal College of Surgeons of England.— 
Demonstrations of specimens in the Museum will be given 
in the Theatre of the College, Lincoln’s Inn-fields, by Mr. 
8. G. Shattock, the pathological curator, at 5 p.m. each 
Monday, as follows .-—April 16th, 8yphilis; 23rd, Gunshot 
Injuries; 30th, Gunshot Injuries. The demonstrations are 
open to medical students and practitioners, as well as to 
first-aid and ambulance students. 


Chadwick Public Lectures.—T he spring course 

of lectures includes two by Captain C. G. Moor, R.a!m.C.(T ) 
on the Profitable Keeping of Fowls and Rabbits on Hygienic 
Methods (April 12th and 19th, 6 p.m., at the Royal Sanitary 
Institute, 90, Buckingham Palace-road, S.W.); a lecture by 
Dr. F. W. Mott, F.R.S., on Mental Hygiene in 8hell-shock 
during and after the War (April 26th, 5.15 p.m., at the Royal 
Society of Medicine, 1, Wimpole-street, London, W.): and 
three lectures on War-Time Food, by Dr. 8. J. Moore 
medical officer of health of Huddersfield (April 20th and 
27th, and May 4th, 7.30 p.m., at the Municipal College. 
Lftnsdowne, Bournemouth). Admission to the lectures is 
free. Particulars from the Secretary of the Chadwick Trust 
40 (6th), Queen Anne’s Chambers, London, 8. W. 1, * 


Payment for the Domiciliary Treatment of 
Tuberculosis in Belfast.— A Belfast correspondent writes: 
Under the tuberculosis scheme payments are made to 
dootors for domiciliary treatment, and in Belfast, at the 
March meeting of the City Council, a list of payments made 
to local doctors for this purpose during the past year was 
presented in the Tubercnlosis Committee’s minutes for the 
approval of the Corporation. The total amount was £4,536, 
divided amongst 101 doctors in amounts varying from £600 
to 5s., payments being made according to the number of 
visits. Among the recipients were several members of the 
Corporation, and the question now arises of the legality of 
such payments. It is reported that the difficulty will be got 
over by some of the medioal members resigning their seats, 
unless the question can be otherwise solved. 


The Royal Portsmouth Hospital.—A t the 
annual meeting of the Royal Portsmouth Hospital held on 
March 27th the report for the past vear was presented. It 
tha ? . the nurab «r of civilian in-patients treated was 
2098, of military 598, that the daily average number of beds 
occupied was 160, and that the average cost per bed occupied 
was £7111s. 5 d., as compared with £65 5*. 6 d. in 1915. The 
year closed with a debt of £1369. The heightened expendi¬ 
ture of £12,308 was due to the great increase in the cost of 
provisions, drugs, and other necessaries. Dr. J. T. Leon, an 
assistant physician for 15 years, whose death had recently 
occurred, bequeathed £500 to the hospital. The treatment 
of venereal diseases in the district had been taken in hand, 
at the invitation of the Portsmouth county borough 
council, the committee agreeing to cooperate with the 
council in carrying out the proposals of the Local Govern¬ 
ment Board on the understanding that no portion of the 
cost should fall upon the funds of the hospital. 


parliamentary Intelligence. 

NOTES ON CURRENT TOPICS. 

Criminal Law Amendment Bill . 

The Criminal Law Amendment Bill has been passed by & 
Standing Committee of the House of Commons and been 
ordered to be reported to the House. One or two interesting 
matters were discussed in the later stages of the Bill. On 
Wednesday, March 28th, Mr. Dickinson proposed to insert 
a new clause imposing a penalty on a person who r 
knowing that he was suffering from venereal disease 
in a communicable form, communicated it to another 
person otherwise than by sexoal intercourse or by gross 
neglect. The Bill already contained a clause dealing 
with the communication of disease by sexual intercourse. 
Sir G. Cave, the Home Secretary, observed that the proposed 
new clause as it was framed would render it almost impos¬ 
sible for a person affected by venereal disease to continne to 
live. The proposal, however, found considerable support 
amongst members of the Committee, and a division showed 
that 16 Members were on each side. In the event of a tie 
the custom is for the chairman to give his casting vote on 
the side of leaving the matter open for further considera¬ 
tion. Accordingly he voted against the proposed new clause, 
which was rejected. A clause was brought forward by the 
Home Secretary to permit of the detention in an approved 
institution or home of a girl under the age of 18 who was 
convicted of importuning or solicitation. The detention is 
to last until she is 19. 

National Insurance (Part I. Amendment ) Bill. 

Sir Edwin Cornwall has introduced in the House of 
Commons a Bill designed “ to amend the enactments relating 
to National Health Insurance with respect to persona suffer¬ 
ing from disablement in consequence of the present war.* 9 
It was read a first time. 

HOUSE OF COMMONS. 

Wednesday, March 28th. 

Hospital Accommodation at Sandhurst. 

Answering Mr. Evelyn Cecil, who asked a question, 
respecting increased hospital accommodation at the Royal 
Military College, Sandhurst, Mr. Macpherson (Under 
Secretary for War) said : Temporary arrangements have 
been made to provide extra hospital accommodation in the 
Commandant’s quarters at the Staff College, where 20 beds 
have been allotted, and daring the recent outbreak of mumps 
certain of the halls of study were utilised. Farther hospital 
improvements are under consideration. There have been 
two deaths, one from cerebro spinal fever and the other from 
pneumonia. 

Thursday, March 29th. 

Dispensary Medical Men in Ireland. 

Mr. Doris asked the Chief Secretary for Ireland to state 
under what statute or by what authority the Local Govern¬ 
ment Board for Ireland claimed the right to object to the- 
appointment of Dr. George Maguire as medical officer of 
Newport {Mayo) dispensary district, on the grounds that he 
was of military age; and, if the Board had no such legal 
right, would he advise the immediate sanction of the appoint¬ 
ment, so that the sick poor of this district might have the 
medioal attendance to which they were entitled.—Mr. Duke 
replied : Under the Poor Law Relief (Ireland) Act, 1851, the 
approval of the Local Government Board is required to any 
appointment of the medioal offiosr of a dispensary district. 

Mr. Doris : Can the right honourable gentleman give me 
the grounds why this gentleman was not sanctioned ?—Mr, 
Duke : My impression is that he was not sanctioned because 
he was of an age when he was eligible to render mnoh more 
important services to the State. 

Convalescent Homes for Nerve-strained Soldiers. 

Mr. King asked the Pensions Minister whether he would 
specify what arrangements were being made by his depart¬ 
ment as to the provision of convalescent homes, entirely 
unconnected with lnnacy, for soldiers of the rank and file 
discharged from the Army owing to uncertiflable nerve- 
strain where the men had cheerful surroundings and facilities, 
for industrial occupation; and whether any allocation had. 
been made from the National Relief Fund for this purpose 
under the administration of groups of local committees.— 
Mr. Barnes wrote in reply: Cases of the kind referred te 
are being sent by local committees to ordinary convalescent 
homes which are entirely unconnected with lunacy. A 
special institution will shortly be opened as an experiment- 
at Golders Green in which men suffering from nerve-shock 
will be suitably treated and provided with occupation. It 
is not intended to draw upon the National Relief Fund or 
this purpose. 
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Military Service (Review of Exceptions) Bill. 

In moving the second reading of the Military Service 
(Review of Exceptions) Bill, Mr. Bonar Law (Chancellor of 
the Exchequer; explained at length the provisions of the 
measure, which is to permit of the re-examination of men 
who have been discharged from the Army or rejected at a 
previous medical examination. He stated the military needs 
for more men, and said that the Bill would enable the 
military authorities to deal with a million men, from whom 
it was hoped to obtain 100,000 recruits, in a Iona war like 
this standards had changed and must continually change. 
Men who were rejected in the earlier stages of the war 
would now be taken. During part of the Derby recruiting 
campaign an immense number of men came forward 
at one time. There were, he believed, on one day as 
many as 300,000. In these circumstances medical examina¬ 
tion was not as thorough as it ought to have been 
if there had been more time. That was shown on the other 
side of the picture when many men were taken where it 
was a distinct disadvantage that they should have been. 
They were taken on account of being passed improperly by 
medical boards. If that was so, it might be assumed that 
some had been rejected who might well have been passed 
and it was not unfair that they should again be subjected to 
examination. As to the re examination of men, he said that 
the Army Council had had their lesson with regard to 
medical examination. It was not in their interests either 
to take men who were not fit for service or to employ the 
very limited medical staff in constantly examining men who 
would never be fit for service. 

Mr. Hogge, in submitting an amendment dealing with 
the pension rights of men who would be brought into 
military service under the Bill, urged that if men passed the 
medical examination there should be no question of pre¬ 
existing weakness if they afterwards broke down. 

Mr. Pringle criticised at length medical examinations as 
they had been conducted. 

Mr. Asquith said that it was assumed that the men who 
were going to be re-examined included men who hitherto 
had been exempted on medical grounds. But some of them 
might be men who, having been originally passed and gone 
into the Army, had been discharged as unfit for service. He 
did not wish to dogmatise, but, so far as he had been able 
to familiarise himself with the facts, he was not at 
all sure that an equal number of men had not been 
passed into the Army who ought to have been. It was 
a very disputable point as to where the balance lay. 
No one wUhed to protect men who bad been rejected on 
imperfect evidence. It was perfectly right that they 
should be re-examined and perhaps subjected to a fuller 
examination. 

Mr. Bonar Law said that he would ask the War Office 
whether it was possible to make the medical examination 
so perfect as to run no risks of passing unfit men. 

Sir Kyland Adkins hoped that the services of civilian 
medical men with their varied experience of many kinds of 
disease should be utilised to a greater extent in conducting 
the medical examinations. 

8ir Maurice Levy asked for an assurance as to the 
thorough character of the medical examinations. 

Mr. Macpherson (Under Secretary for War) said that some 
attacks had been made upon the medical men who had been 
examining recruits for the last few months. There had 
been heavy recruiting rushes. He was not surprised that 
some doctors did make mistakes, but honourable Members 
would not find a Harley-street specialist looking back upon 
his medical prognoses and diagnoses who had made less 
than 1 per cent, of mistakes. He could confidently say that 
oat of 1,500,000 cases the doctors had not made mistakes 
amounting to more than 1 or 2 per cent. He thought that 
it was greatly to the credit of the doctors that they had 
performed the work to such great satisfaction. 

The second reading was carried by 175 votes to 18. 

In the discussion in Committee on the Military Service 
(Review of Exceptions) Bill on Friday, March 30th, consider¬ 
able criticism arose on the provision which permitted men 
who had been discharged for wounds and sickness incurred 
at the front to be re-examined. 

8ir Maurice Levy moved an amendment to the effect that 
the medical re-examination should be undertaken by a board 
of not less than two medical men, one of whom should be 
the man’s own doctor if he s? desired. 

Mr. Macpherson pointed out that it would be impractic¬ 
able to have a rule that the man’s own doctor should be on 
the board who re-examined him. The Government had 
already stated that the examinations would be made by 
competent medical boards, including the best available civil 
medical ability. Two out of every three medical men on the 
boards would be civilians. A direction might, however, be 
given by the War Office to the medi :al boards to receive a 
certificate frcm a man’s own doctor. 

The amendment was withdrawn. 


Monday, April 2nd. 

Hygiene in T.N.T . Factories. 

Lord H. Cavendish-Bentinck asked the Minister of 
Munitions whether his attention had been called to the fact- 
that in some Government T.N.T. factories there were many 
breaches in the regulations designed to safeguard the health 
of the workers; was he aware that the exhaust ventilation 
provided was imperfect and inadequate ; that the mess-room, 
cloak room, and washing accommodation was also inade¬ 
quate; and that the distinction between the clean and dirty 
side of factories had been abandoned so that the garments of 
those engaged on poisonous and non-poisonous processes 
mingled together; and would he say what action he pro¬ 
posed to take to improve the conditions.—Dr. Addison 
replied: A set of rules for observance in T.N.T. factories 
has recently been issued by the Ministry. These embody 
the practice which has proved most successful in T.N.T* 
factories, and it is my intention to ensure that the rules as 
published are complied with in all these factories. 

The Calling Up of Medical Students. 

Answering Sir W. Byles, Mr. Macpherson (Under 
Secretary for War) wrote: The arrangements at present- 
in force with regard to all students, including medical 
students, are that students are not in ordinary circum¬ 
stances called to the colours if, being under the age of 31 
they are classified lower than B 1, or if they are 31 or over 
and are classified lower than A. Any student falling under 
this arrangement is, unless in possession of a tribunal 
exemption, required to join an Officers’ Training Corps. In 
view, nowever, of the requirements of the R.A.M.C., medical* 
students in any class who are within 24 months of taking, 
their medical degree or licence are not called up if they 
join an Officers’ Training Corps. 

Tuesday, April 3rd. 

Military Service (Review of Exceptions) Bill. 

In the course of the proceedings in report on this Bill, 
Mr. Pringle moved an amendment to provide that in any 
case where a man examined under the measure and passed 
for military service produced a medical certificate that he 
was unfit for general service, or for any form of military 
service, he should be entitled to be re-examined by a special 
Medical Board. 

Mr. Forster (Financial Secretary to the War Office) 
resisted the amendment on the ground that the mere fact- 
that the man had been previously rejected would be enough 
to put Medical Boards on their guard in conducting the- 
examinations. 

Many honourable Members urged the Government to 
accept the substance of the amendment. Bir W. Collins 
thought that there should be an opportunity of consulting 
specialists in these oases. 

Sir J. Simon said that he was sure that Medical Boards had 
done their duty to the best of their resources, but they had 
a very hard task. It was well known that some very serious* 
mistakes had been made, and it was desired that these 
mistakes should be minimised in the future. It might be 
said that there might be oases where medical certificates 
given at short notice without previous knowledge of the 
case might not be very valuable. But was it not possible 
that a qualification should be introduced into the amend¬ 
ment to secure that the certificate should ouly come from a 
practitioner who wrote with a personal knowledge of the 
man’s medical history? The medical man might also be 
required to state what in his opinion was the reason why the 
man should not be called upon to serve. 

Mr. Forster replied that all honourable Members were 
atone in trying to secure fair treatment for the men and fair 
treatment for the Army. He did not want to make any 
reflections on the medical profession, because taken on the 
whole it was a singularly honourable profession, but it 
was generally agreed that some medical certificates were 
worth a great deal more than others. If it could be secured 
that all the medical certificates to be submitted to the 
Medical Boards were of the better character, then he would 
not hesitate to accept the amendment, but he was afraid 
that at present he was unable to accept the view that the 
presentation of a medical certificate by the man who wae 
being examined ought to secure for him an examination by 
a special Medical Board. He clearly recognised the strong* 
view expressed in the course of the debate, and he wotildi 
undertake to consult with the Secretary of State for War and. 
his advisers before the Bill was passed, to see how far it was. 
possible to meet the wishes of the House. Further that* 
that he could not go. 

The amendment was rejected by 128 votes to 44. 

The Bill afterwards received a third reading. 


The death is announced of Emil von Behring* 
professor of hygiene in the University of Marburg. 
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Vacancies. 


fbr farther information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

At.t. Saints’ Hospital for Genito-Uhixary Diseases, Vauxhall 
Bridge-road, S.W.—Clinical Assistant for afternoon work in Out¬ 
patient Department. 

Blackpool, Victoria Hospital.— House Surgeon. Salary £250 per 
annum, with board, Ac. 

Bodmin. Cornwall County Asylum.— Female Junior Assistant 
Medical Officer. Salary £200 per annum, with board, Ac. 

Bolton Infirmary and Dispensary.— Senior House Surgeon. Salary 
£230 per annum, with board, Ac. 

Bootle Borough Hospital —Junior House Surgeon. Salary £170 
per annum, with board, Ac. 

Brighton, Royal 8usskx County Hospital.— House Physician and 
■Junior House Surgeon. Salaries at rate of £100 per annum, with 

board, Ac. _ _ 

Bristol Royal Hospital for Sick Children and Women.— Female 
House Surgeon. Salary £150 per annum, with board, Ac. 

Bristol Royal Infirmary.— House Physician and House Surgeon. 

Salary at rate of £120 per annum, with board, Ac. 

Bury Infirmary. —Junior House Surgeon. Salary £150 per annu m , 
with board. Ac. 

Cumbf.rland, County of.— Female Assistant Medical Officer. Salary 
£350 per annum. 

Derbyshire Sanatorium for Tuberculosis, Walton-lane, near 
Chester field.-Assistant Medical Officer. Salary £300 per annum, 
with board, Ac. 

Devonport, Royal Albert Hospital.— Assistant House Surgeon, 
unmarried. Salary £150 per annum, with board, Ac. 

Bast London Hospital for Children, Shad well, B.—Female Assistant 
Resident Medical Officer. Salary £125 p'U* annum and all found. 
Hampstkad General Hospital, Havorstock Hill.—Casualty Officer 
for Out-patients' Department. One whole time, salary at rate of 
£150 per annum, with board ; or two half-time at rate of £75 per 
annum each lunch and tea provided. 

Leeds Public Dispensary.— Second Female Resident Medloal Officer. 

Salary £200 per annum, with board, Ao. 

Liverpool University, Faculty of Medicine. -Lectureship in 
Ophthalmology. , 

Man chester, Anc »ats Hospital.— House Physician. Salary £150 per 

annum, with board, Ac. _ 

Man Chester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill road.—House Surgeon. Balary £150 per 
annnm, with hoard, Ac. 

Mount Vkrnow Hospital for Consumption and Diseases of the 
Chest, Fitzroy-square, W., and Northwood.—Ophthalmic 

Netley^British Red Cross Hospital.— Two Junior Medical Officers, i 
Newcastle upon-Tynk Education Committee.— Assistant School 
Medical Officer. Salary £300 per annum. ] 

Hospital for Women, Buston-road, N.W.—Female Assistant 
Physician and Assistant Surgeon. 

Queen's Hospital for Children. Hackney-road, Bethnal Green, B — 

. House Physician, Casualty House Surgeon, and House Surgeon 
tor six months. Salary £100 per annum, with b <ard, Ao. 

Queen Mary's Hospital for the Bast Bnd, Stratford.— House 

Rotherham Hospital. -Junior House Surgeon. Salary £150 per 
annum, with board, Ac. 

Botal Hospital for Diseases of the Chest, City*road, B.C. 1.— 
Assistant Medical Officer for Tuberculosis Dispensary. Salary £350 
per annum. , . _ , 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Shrewsbury. Shiblett Sanatorium, Shropshire.—Temporary Assist¬ 
ant Resident Medical Superintendent. Salary £300 per annum. 
South London Hospital for Women. 103. South Side. Clapham 
Common. S.W. 4.—Female House Physician for six months. Salary 
at rate of £100 pet annum, with board, Ao. 

8to«b-on-Trent County Borough.— Temporary Tuberculosis Officer. 

Salary £500 per annum. . __ 

West Bromwich and District Hospital.— Assistant House Surgeon. 

Salary £120 per annum, with board, Ac. 

Whitehaven and West Cumberland Infirmary.— Resident House 
Surgeon. Salary £120 per annum, with board, Ao. 

The Chief inspector of Factories, Home UfRoe, U>urton, S.W., gives 
nodoe of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Bryn&mman tCarmarthen). 


$rrt|js, Carriages, aito geafts. 


BIRTHS. 

Jeffrey.— Or March 23rd, at Glen bank, Jedburgh, .the wife of John 
Jeffrey, M.B., F.R.C.S.B.—a a m. 

McAllum.— On March 28rh. at Scots wood, Mlfford-on-Sea, the wife of 
J. H. McAllum, tt.A.M.C.—a son. 

MARRIAGES. 

F baser _ Mrllor. —On March 27th, at the Parish Church, Ashton- 

under-Lyne, Thomas Lonhheart Fraser, Captain, R.A.M.C., to 
Dorothy Walton, only chilrt of t he late Mr. A. E. Mellor, J.P., of 
Springfield View, Ashton-unrter-Lyne 

Pkahsf— Wilburn.— On March 30th, at St. Saviour’s Church, Colgate, 
Captain Robin Pearse, F.R.C.S., C.A.M C., of Toronto, to Amy 
Christine, eldest daugnter of Mr. and Mrs. B. J. Wilburn, The 
Croft, Southwick. 

H.B.—A Jee of 5s. is charged for the insertion of Notices of Births , 
Marriages, and Deaths. 


Sta, Styori tenants, anb Jnsfetrs 
to (teespmttonts. 

MEDICAL NOTES IN HISTORICAL MANUSCRIPTS: 
THE STUART PAPERS. 

Part VI. of the Stuart Papers, belonging to His Majesty the 
King and preserved at Windsor Castle, has been issued 
under the auspices of the Historical Manuscripts Com¬ 
mission. These papers were formerly the property of the 
titular KiDg James III., otherwise the Old Pretender, and 
his sons, Charles Edward and Henry, the Cardinal Duke 
of York, and after the latter’s death were, with some 
trouble, acquired by the representatives of the British 
Crown. The papers now given to the world in six bulky 
volumes possess, it goes without saying, great historical 
value. So far as matters of special interest from a medical 
point of view are concerned, however, there is nothing to 
be noted beyond descriptions of the illnesses and death of 
Mary of Modena (Queen of James II.), references to the 
health of her son, the titular James III., and allusions to 
their respective medical attendants. As bearing on these 
points we give the following excerpts from the calendar :— 
Court Physicians and Surgeons. 

Janus II. to the Duke of Powis (Istrd Chamberlain of the Bowse- 
holt).—1695. June 25, St. Germains.—Warrant for swearing and 
admitting Sir William Waldegrave to be first physician to the King.' 

James III. to James Porter ( Vice Chamberlain oj the Household ).— 
1701, Oct. 24, St.. Germains.—Warrant for swearing and admitting the 
following persons to the following places: John Constable, tint 
physician in ordinary to the King; Calahan Gar van, physician to 
the Household, 

ITarranf*. dated July tO and tS, 1706.— For C&lahan Garvan and 
Laurence Wood to be physicians in ordinary to his Majesty 
(James III.). 

Queen Mary to Walter Crane , Gentleman Usher of the Primt 
Chamber.— 1714, Nov. 29, St. Germains.—Warrant for swearing and 
admitting Michael Bermingham into the place of one ol her. 
cbirurgeons. 

James in. to Joseph Parrelly, Doctor of Medicine.—116} , Aug. 1, 
Avignon.—Warrant constituting him one of his extraordinary 
physicians. 

Michael Bermingham to James I IT.— 1718, May.—A petition In 
French stating that he was a native of London and had been for 
several years a surgeon both at the Hotel Dieu and the General 
Hospital at Paris and that the late Queen Mother had in 1714 
appointed him her sworn surgeon, and praying to be appointed 
surgeon to hte Majesty in reversion after Monsr. Beaulieu without 
any wages or emoluments. 

Health of Mary of Modena. 

The Dtike of Berwick to James III.— 1714, Feb. 4. Bt. Germ tins.— 

“ The Queen has had a little sbivring this afternoon and her pulse*Is 
quick, but Doctor Garvan hopes that a breathing swett will carry It 
of, so your Majesty need not be In paine about her." 

The Same to the Same.—1114, Feb. 15, Versailles.—“This Is to 
give your Majesty an account that this morning at half an hour past 
eight Lleft the Queen in a very good way; she had rested In the 
night; her pulse was pretty well, though not free from feavoor, 
which the doctor does not expect will leave her yet some dayea; ia 
short, we have much more to hope thi n to feare, and barr accidents 
we may reckon her almost out of danger.” 

The Same to the Same.— 1714, Feb. 17, 8.30 a.m., St. Germains.— 
“ Doctor Garvan gives an account of the Queen's condition ; she Is, 
tha *k God, in a mending way, though It will come on slougfaly. 
The Physicians finds her pulse almost quite right. 8he looks Brack 
better, and her voice is considerably stronger, so that we have all 
reason to hope she will doe well. 

Janus III. to Mr. Dicconson.—lllA, Feb. 24, Barr.—“My heart 
is now at ease lntlrely as to the Queen's health, of which last 
night's letters br ught so comfortable an account. When nothing 
but strength Is wanting, that is Boon gained. For God's sake take 
care she manage herself and do nothing to disorder her, and above 
all not endeavour to write too soon, for, as great a comfort as 't would 
be to me to see her hand again, I had much rather be longer without 
that satisfaction than that she should in the least incommode hereeli 
for It ” 

The Duke of Berwick to James III.— 1714, Feb. 24, St. Germains.— 

The Queen, thank God, continues in a thriving way, and I hope 
Within eight dayea she may beginn toslfct up. She sleeps and eats 
well. ’ 

•Queen Mary to Mr. JHcofmsm.—llU, July 5, Ohalllot.—“I have 
bathed this morning, and am very well. 1 snail know to-morrow by 
Mr. Garvan the Fench doctors' advice as to my drinking of waters 
and which they think best for ine.” 

The Same to the Same.— 1714. July 7, Chaillot.—“The French 
doctors a»e ol opinion I should go t» Mombifcres.” 

The Duke of Berwick to Janus III.— 1715, April 24, St. Germain*— 
“Your Majesty will have an account by the doctors of the QttOBnb 
sickness. 1 hope that the quinquina will carry it soon of, bat I 
beginn to fear her journey will not be, or at least of a good while.” 

The Same to the Sayne.— 1715, April 29, St. Germains.—“ The 
Queen, thank God, is free of her feavour, and I make no doubt but 
with the continuation of her quinquina will not have it any more, 
but 1 do not think It possible for her to be soon in a condition of 
travelling.” 

The Same to the Same. -1715, May 3, St. Germains.— 44 The Queen 
is much better, but still vrry weak.” 

Queen Mary to Mr. Diceonson.—lllh , May 26. Chaillot.—“ I.thank 
Goo I have no other ailemont than the gout. I had a great (leal of 
peine la&t night, but, after 1 was a bed, I grew better and 1 slept 
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well. I am pretthy well to-day, but not able to sett my foot to the 
ground.” 

The Same to the Same.— 1715, Mav 27, Chdllofc.—"Tho’th© peine In 
my foot is very muach abated, yett it Is very red, and very much 
swelled, so that I don’t think I can putt it to the ground, nor will I 
trye If I can, till to-morrow; but I think it necessary Dr. Garvan and 
Beaulieu should see it to-inorow or Wednsday. Therefor pray gett 
them a Bureau chair to com hether one of these two days that 1 may 
resolve with theyr adice what to do.” 

General George Hamilton to the Duke of Mar.— 1716, Peb. 13, 
Paris.—* * The Queen has not been very well with some touches of 
the gout.” 

L. Inese to the Duke of Mar.— 1717, Sunday, 'Sept. 6.—"Queen 
Mary hath been much out of order of late by colics and a looseness 
that hath mightily weakened her. She is now much better.” 

Queen Mary to Mr. Diccon*on.— 1717, Sept-. 19, Chaillot.—'* I was 
farr from well all day yesterday, but I have had a good night by 
the help of treacle and ladonom drops, and am well enough to-day. 

L. Ineeeto the Duke of Mar—1711, Monday, Deo. 20.—*'Queen 
Mary herself has been and still is Indisposed, though without any 
danger. She had a great pain in her hand before it swelled, but 
now she is much more easy. Her physician is not sorry that her 
ailments are turned to the gout.” 

(To be continued.) 

THE ROYAL SOCIETY OP MEDICINE AND THE 
JOURNALS OF MILITARY HOSPITALS. 

To the Editor of The Lancet. 

Sir,—A number of military hospitals, both here and at 
the front, are printing " Gazettes," and many of them 
contain matter which oannot fail to he of interest to the 
future historian of the medioal aspects of the war; and it 
is, therefore, important that some complete sets of each 
should he preserved. I presume that those responsible for 
their issue deposit the usual copyright copies at the British 
Rfaseum and the other copyright libraries, but my object 
in writing is to urge that they should also send complete sets 
(preferably two sets) to the library of this Society, the largest 
medical library in the Empire. I would undertake that they 
would be carefully bound and preserved and would always 
be available for reference. 

I am, Sir, youra faithfully, 

J. Y. W. MacAlistbb, Secretary.* 

1, Wlmpotoitreet, W., March 30th, 1917. 

UNTAPPED SOURCES OP STARCH. 

To the Editor of The Lancet. 

Sir,—I n an interesting hook published in 1854 under the 
title of •‘ Wanderings among the Wild Flowers; How to See 
and How to Gather Them,” containing two chapters on the 
economical and medicinal uses of our native plants, by 
Spencer Thomson, M.D., P.R.C.S.E., reference is made to 
the Arum maculatum as a source of starch. ‘The tuber of 
the arum in its natural state,” says the author, “ contains an 
acrid juice along with a considerable amount of starchy 
flour; the latter when freed from the acridity oonstitntes a 
nutritious article of diet ”; and in the chapter dealing with 
the economic properties of British wild plants he adds: 
“ the root-tubers of the arum or cuckoo-pint are 
collected and prepared for sale.” In view of the great need 
for home-grown starch at the present time it would be 
interesting to know whether the arum could he cultivated 
witli any prospect of adding to onr supply. In Elizabethan 
times arum starch was used to stiffen ruffles, and it might 
still serve the purpose of starching linen instead of wasting 
upon mere vanity any of onr present scanty stock of 
staroh. I am, Sir, yours faithfully, 

March 30th, 1917. CERES. 

“LA BAIONNETTE.” 

Long years ago it was said that the true test of wit was 
whether it could be translated into a foreign language and 
lose no point thereby. A mere pun will not bear this teat. 
The following, extracted from the number of La Bdionnette 
of March 1st, will, perhaps, pass the test :— 

La Paperasse. 

Quelqu’jm Ta dlt: pourtoer un homme 11 faut dlpenser son polds 
de plomb. 

Mob ami, je puis voua assurer que, pour le gudrir, il faut au 
motna trois fols son polds de papier 1 

The sketch shows an officer with his right arm in a sling 
interviewing an army official seated at a table with 
enormous piles of papers stacked up at either hand and a 
flew loose sheets flying around the room. It is true that 
we have all heard that it takes a man’s weight in lead to 
kill him, but we have not all yet heard that it takes three 
times his weight of paper to cure him—and paper is so 
dear now. This highly coloured and amusing paper looks 
with a comic but sympathetic eye on the medical and Red 
Cross work in the war and its responsible editors are M. 
Gus Bofa and Jean Villemot, who are careful to state that 
the sketches are purely imaginative and that no ill-will 
mnstb*suspected, towards any medical or auxiliary staff! 
The* number casts 26 centimes and is published on 
Thursday* a# 39»nre de Bfovenue, Pfcris. 


GUM AS A FOOD. 

The question of how far gum is utilisable as food in the 
same way as starch and sugar is probably not yet finally 
settled. It seems to have exercised the minds of phar¬ 
macists and medical men for a long time, some affirming 
that orientals could live on gum alone and others denying 
or doubting it, supporting their denials by reference to 
experiments performed by well-known observers or by 
themselves. J?avy said that ‘‘gum is, doubtless, sus¬ 
ceptible of being utilised as an alimentary principle, 
although nothing definite is known about what becomes of 
it when introduced into the alimentary canal." He adds : 
“ I have experimented both upon rabbits and dogs with 
reference to this point.” Magendie also fed dogs on gam, 
bat they apparently soon died from inanition. The varieties 
of gum, however, are many, and their properties undoubt¬ 
edly vary owing to the mixtures cf different gums by 
natives and dealers. In 1847 Mr. John 8avory, the Presi¬ 
dent of the Royal Pharmaceutical Society of Great Britain, 
wrote as follows of gum arabic :— 

Among tbs demulcent Rubstanecs, gum Arabic is the most 
frequently used in the practice of medicine. It is sometimes given 
alone to relieve tiokling coughs, by ailowirtg it to dissolve slowly in 
the mouth. A solution of this gum, in the proportion of one ounce to 
a pint of barley water, taken to the extent of a wlneglaasful, furnishes 
an exoellent beverage in cases of inflammation of the kidneys and 
bladder and in the inflammatory stage of gonorrhoea. From its light 
and supposed digestible nature, it is considered a wholesome and 
nutritious food, thousands of the Moors supporting themselves 
entirely upon It during the time of harvest. Hasselqulst mentions 
In his Voyages that a large caravan of Abyssinlans would have starved 
If they bad not discovered a stock of gum Arabic amongst their 
merchandise, on whioh alone a thousand persons subsisted for ^ wo 
months. About six ounces of this gum are sufficient to support a 
man for a day: it Is mixed occasionally with milk, animal broths, 
and other victuals. 

Gum arabic is said to consist of 70 per cent, of arabin, 
isomeric with cane sugar, 17 per cent, of water, and potash 
and lime. Arabinose, or arabin sugar, is a crystal!isable 
sugar or glucose, and i» prepared by the action of snlphnric 
acid on arabin. Fredrik Hasselquist was a Swedish 
naturalist, and one of the most eminent pupils of LinnaBus. 
Having heard Limu&us express a wish that some naturalist 
would explore Palestine, he embarked in 1749 and explored 
Egypt, Arabia, and Palestine, and was about to return with 
a rich collection when he died at Smyrna in 1752. His 
valuable observations were published by Linmeus in 
Swedish, and translated into English in 1766, under the 
title, “ Voyages and Travels in the Levant, 1748-52.” 
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Other Information which we have been accustomed to give In these 
'•Readings” Is withheld for the period of the war. 


HDITORIAL NOTICES. 

It is moat important that communications relating to the 
Editorial business of Thr Lancet should be addressed 
exclusively "To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
he given to this notice. 

It is especially requested that early intelligence of local 
events having a medical interest, or whioh it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original artioles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article, should be written on the blocks to 
facilitate identification . 

Letters, whether intended for insertion or for private informa¬ 
tion, mast be authenticated by the names and addressee 
of their writers—not necessarily for publication. 

We oannot prescribe or reoommena practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor? 1 
We oannot.undertake to return MSS. not used. 

Offices : 483, Strand, London, W.O. 2. 
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MANAGER S NOTIOBS. 


ALTERATION IN THE PRICE OF “ THE LANCET.’ 1 

Increased war expenses and oost of prodnotion necessitate 
an increase of the prioe of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rales of 
subscription remain as revised in October. 

Inland. 

One Year ... £1 io 0 

Six Months .0 16 0 

Three Months .0 8 0 

Colonies and Abroad. 

One Year.£1 12 6 

Six Months .0 17 6 

Three Months .08 9 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
London County and Westminster Bank, Covent Qarden 
Branch ”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand. 
London, W.C. 2. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom nave the Proprietors any connexion 
whatever) do not reaoh The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, <feo., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offloes. 

_ Su bscribers, by sen ling their subscriptions direot to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals ana an earlier delivery than the ma jority of 

AcfAnta at*a ahlA tn afpAnf. 

The Colonial and Foreign Edition is published in time 
to catch the weekly Friday mails to all parts of the world. 

ADVERTISEMENT RATES. 

Books and Publications . 

Official and General Announcements 
Trade and Miscellaneous Advertise¬ 
ments and Situations Vacant. 

Every additional lino, 6 d. 

Situations Wanted : First 30 words, 2 8. 6 d. 

Per additional 8 words, 6 d. 

Quarter Page, £110s. Half a Page, £2 15*. 

Entire Page, £5 5*. 

Special terms for Position Pages. 
Advertisements (to ensure insertion the same weel) 
should be delivered at the Office not later than Wednesday, 
accompanied by a remittance. 


Five lines and 
under.4*. 0 d. 


Oimmonicationa, Letters, &c., have been 
received from— 


A. —Lady Angela Adair, Dunadry ; 
Mr. R. S. Adamson, Manchester; 
American Journal of Care for 
Cripples , New Yoik City; Ancoats 
Hospital, Manchester, Sec. of; 
Army Medical Library, Alex¬ 
andria. Hon. Librarian of; Lleut.- 
Ool. J. G. Adaml, A.D.M.S.; 
Association for MoraF and Social 
Hygiene, Lond., Sec. of; Messrs. 
Allen and Hanburys, Lond.; 
Anglo-French Drug Co., Lond.; 
Messrs. Arnold and Sons, Lond.; 
Aberdeen University, Secs, of; 
Mr. R. J. Albery, Lond.; Mr. F. 
Aldridge, Lond. 

B. —Mrs. W. D. Bar fit t, St. Ives; 
Messrs. C. Birchall, Liverpool; 
British Oxygen Co., Lond.; 
Birmingham University, Libra¬ 
rian of. Mr. J. G. Bradford, Lond.; 
Birmingham City. Clerk to the ; 
Dr. R. Mary Barclay, Edinburgh; 
Papt. A. Barr, A.V.C.; Messrs. 
W. H. Baildy and Son, Lond.; 
Birmingham City Education 
Coranlttee, Sec. of; Messrs. 
Butoerworth and Co., Lond.; 
Messrs. Bale, Sons, and Danlels- 
son, Lond.; Bristol Royal Hos- 

S ltal for Sick Children, Sec. of; 

leesrs. T. B. Browne, Lond.; 
Bootle Borough Hospital, Hon. 
Sec. of. 

C.-Lieut. A. Oband, I.M.S.; 
Messrs. Cnttlngand Underwo.d, 
Lond.; Dr. D. F. Cut.jel, Agra; 
Messrs. B, Cook and Co., Lond.; 


Messrs. Cassell and Co., Lond.; 
Mr. P. C. Coombes, Merstham; 
Messrs. Constable and Co., Lond.; 
County of Cumberland, Carlisle, 
Clerk to the; Mr. J. Cabburn, 
Lond.; Chadwick Trust, Lond.; 
Miss Mary B. Cronin, Upton; 
Dr. Esther Carling, Peppard 
Common. 

D.—Dr. M. Drummond, Dublin; 
Dr. R. Donaldson, Reading; 
Denver Chemical Manufacturing 
Co., Lond.; Derbyshire Royal 
Infirmary, Derby, Supt. of; 
Dental Record . Lond., Publisher 
of; Mr. H. Dickinson, Lond.; 
Mr. H. M. Dowler, Mussoorie. 

F.—Dr. D. B. Engineer, Abadan; 
Dr. F. G. Bdh lm, Ringwood. 

F.—Mr. J. B. Fish burn, Lond.; 
Messrs. Fannin and Co., Dublin; 
Dr. W. M. Fletcher, Lond.; Dr. 

T. Fisher. 


0.—Dr. B. W. H. Groves, Clifton; 
Mr. H. J. Gauvain, Alton; 
Gapt. A. R. Green, R.A.M.O.(T ); 
Mr. B. Griffiths, Lond.; Mr. A. 
Gar row, Elgin ; Mr. J. Gamber, 
Paris; Mr. B. Glendiaing, Lond.; 
Mr. J. A. Granda, Lima. 


H.—Dr. T. B. Harwood, Lond. 
Messrs. Howards and Sons, Ilford 
Dr. H. Howden, Newcastle-on 
Tyne; Dr. R. C. Holt, DWsbury 
Dr. W. R. Had wen, Glouc?ster 
Harveian Society of London, 


Hon. Sec. of; Dr. W. J. Howarth, 
Lond.; Surg. A. M. Horsey, R.N.; 
Messrs. Hlrschfeld Bros., Lond.; 
Mr. P. D. Hunter, Azlesey: 
Messrs. Hammond, Jeffery, and 
Co., Lond; Messrs. Harrison 
and Sons, Lond. 

J. —Lieut.-Col. C. H. James, 
Amritsar. 

K. —Messrs. H. S. King and Go., 
Lond.; Dr. S. M. Kaka. Lond.; 
Dr. A. P. Koth&re, Bombay; 
Dr. J. B. Kuhne, Hastings ; Mr. 

B. M. Kilroy, Harrow Weald; 
Kent County Council, Maid¬ 
stone, County Medical Officer 
of. 

I-.—Messrs. Low and Co., Lond.; 
Rt. Hon. The Lord Mayor, Load.; 
Messrs. H K. Lewis and Oo., 
Lond.; Library of the Rhode 
Island Medical Society. Pro¬ 
vidence, U.S.A., Librarian of; 
Lieut.-Col. J. O. H. Leicester, 

I.M.S.; Library and Information 
Bureau, New York. 

M.—Dr. C. H. Miller, Lond.; 
Mr. J. B. R. McDonagh, Lond.; 
Medical Research Committee, 
Lond.; Dr. R. Morton, Lond.; 
Mr. W. Martindale, Lond.; Messrs, 

C. Mitchell and Co., Lond.; 
Mr. N. O. M&cnamara, Rickmans- 
worth; Mrs. Martin, Torquay; 
Manchester Royal Infirmary, 
General Supt. of; Messrs. J. F. 
Macfarlan and Co., Lond.; Messrs. 
R. Maurice and Co., Lond.; 
Dr. F. G. Miranda, Granada; 
Messrs. C. Moore and Co., Lyratn ; 
Messrs. McDowell, Steven, and 
Co., Falkirk; Mansfield Borough, 
Town Clerk to the; Military 
Hospitals Commission, Canada, 
Ottawa: Dr. A. Morison, Lond.; 
Mr. J. Y. W. MacAlister, Lond.; 
Mai tine Manufacturing Co., 
Lond. 

F. -Dr. J. B. Nash, Sydney; 
Newcastle upon-Tyne Education 
Committee, Director of. 

0.—Dr. J. Oliver, Lond. 


P. —Tl Poltclinico, Rome, Editor of: 
Capt. A. H. Priestley, R.A.M.O.; 
Price’s Patent Candle Co., Lond.; 
Provincial Board of Health, 
Victoria, 8ec. of. 

Q. -Qaeen'8 University of Belfast, 
Sec. of. 

R. —Royal Academy of Medicine 
in Ireland, Dublin; Major C. 
Russell. O.AM.C.; Redruth 
Rural District Council, Clerk to 
the; Mr. J. C. Ryan, Dublin; 
Dr. E. D. Rowland, Georgetown; 
Mr. W. Ramsay, Melbourne; 
Dr. R. R. Rentoul, Liverpool; 
Royal College of Surgeons of 
Bngland, Lond., Sec. of; Read¬ 
ing Pathological Society, Hon. 
Librarian of. 


8 .— Dr. G. A. Sutherland, Lond.; 
H.M. Stationery Office, Load.; 
Messrs. Saward. Baker, and Oo., 
Lond.; Dr. B. I. Spriggs, Banff; 
Society for the Study o? Inebriety, 
Lond.; St. Bartholomew’s Hos- 

6 ltal, Ro heater, Sec. of; Mr. 

C. 8p vtr, Ch**w Magna; 
Messrs. Seabrook Bros., Lond ; 
Mr. J. Speirman. Liverpool; 
St Artdrew s Hospital, Northamp¬ 
ton, Sec. of; Mr. H. O. Stephens, 
Lond.; Messrs. Stubbs, Dublin; 
8urg.-Prob. J. Shaw, R.N V.B.; 
Salford Royal Hospital, Sec. of; 
R*j°M R* H. Jocelyn Swan, 

T.—Mr. J. Thin, Edinburgh;. 
Mr. A. F. Tredgold, Guildford. 

U.—University of Glasgow, Regis¬ 
trar of. 


Mr. A. Webster, Lond.; Messrs 
W. J. Wilcox and Co., Load. 
Mr. C. Whittaker, St. Leonards 
on-Sea. Mr. A Wilson, Lond. 
Dr. A. M. WilMnson, Glenferri© 
Mr. G. H. Widger, Limps field 
Major W. I. de C. Wheeler 
R.AM.O.; War Office Cinemato 

n h Committee, Lond.; Mr 
. Walters, Reading. 

Y.-Mlss May Yates, Lond. 


Letters, each with enclosure, are also 
acknowledged from— 


A—Ashton • under - Lyne District 
Infirmary, Sec. of; Dr. K. Ando, 
Sings pore; A 0.; Dr. S. K. 
Alcock, Stoke-on-Trent; Oapt. 

A. S. K. Anderson, R.A.M.C. 

P.—Dr L. Bennett, Paignton; 
Mr. J. F. Briscoe, Southampton ; 
Messrs. Burroughs Wellcome 
and Co., Lond.; Capt. N. Booth; 
Dr. L. J. J. B&rnes, Brith; 
Mr. J. Birley, Lond.; Messrs. 
W. Browning and Co., Lond ; 
Surg. T. S. Br&dburn, B.N.; 
Mr. G. W. Baker, Leicester; 
Lieut. A. G. Banks, R.A.M.C.; 
Misses Bull, Blllcricay; Dr. 
R. A. Beaver, Wootton-under- 
Edge. 

C. —Mr. W. F. Croce, Lond.; 
Messrs. J. and A Carter, Lond.; 
Messrs. T. Christy and Co., Lond.; 
0. S. M 

D. -Dr. W. Duff, Wlfhaw; Mr. T. 
Dixon. Lond.; Mr. P. Demp¬ 
sey, Dublin; Dr. J. F. Devane, 
Limerick. 

B.—Essex County Council, Chelms¬ 
ford, Acct. to the; Egyptian 
Government, Cairo, Finance 
Minister; Capt. J. S. Bngtish, 
R.A.M.C. 

F. -Mr. P. H. Fisk, Ipswich; 
Capt. S. Fenwick, B.AM.O.; 
F. M. W. 

G. —Capt. R. P. Garrow, R.A.M.C.; 
Dr. S. Gill, Formby; Lieut.- 
Col. M. H. Gordon, RA.M.C.; 
Dr. 0. D. Green, Romford. 

H. —Dr. J. Hunter, Invercargill; 
Capt. W. L. Harnett, R.A.M.C.; 
Mr. W. B. Harwood, Manchester; 
Miss Violet Hort, Lond.; Messrs. 

C. J. Hewlett and Son, Lond. 

K. —Kent Education Committee, 
Maidstone, Sec. of; Messrs. 

J. F. Keogh and Co., Dublin. 

L. —London County Council Asy¬ 
lums Committee, Accnt. to the; 


Liverpool Guardians, Clerk to 
the; Prof. Leith, Birmingham ; 
Dr. G. C. Low, Lond.; L. A. H. 
1L— Messrs. Mayand Baker, Lond.; 
Messrs. J. Menziea and Co., Edin¬ 
burgh; Mrs. Myers, Cambridge; 
Messrs. Mather and Crowther, 
Lond.; Dr. B. Mules, Kenton; 
Manchester Guardians, Clerk to 
the; Dr. J. McIntosh, Lond.; 
Lieut.-Col. McLaughlin; GoL 
T. F. MacNeece. 

N.—Mr. R. Nairn, Hastings, New 
Zealand. 

P.—Miss M. Preston, Lond.; Mr. 

C. J. Palmer, Mansfield Wood- 
house ; Fleet-Surg. B. A Penfold, 
R.N. 

R.—Mrs. Rich, Bournemouth ; 
Dr. T. Robertson, Sheffield; 
Surg. B Rayner, R.N.; Royal 
Cornwall Infirmary, Truro, Sec. 
of; Dr. Ruborti-Piers, Moga¬ 
discio; R. J. H.; Messrs. Lionel 
Robinson, Clark and Co., Lond. 
8.—Dr. A. B. Stansfeld, Lond.; 
Capt. R M. Stewart, R.A.M.C.; 
8war sea Corporation, Clerk to 
the; Sterns, Ltd., Lond.; Major 

D. 8. Sutherland, R.AMaL; 
Dr. T. C. Somerville, Manches¬ 
ter; Dr. H. Salnabury, Lond.; 
Dr. P. T. Spencer-Phillips, 
Chelmsford. 

T.— Miss K. A. Taylor, Lond.; 
Dr. J. O. Thresh, Chelmsford; 
Temperance Male and Female 
Nurses’ Association, Lond., Sec. 
of; Capt. F. J. Tees, O.A.M.C. 

V. —Messrs. Van Houten, Lond. 

W. —Mr. R. Whitelaw, Aberdeen; 
Wameford General Hospital, Lea¬ 
mington, Sec. of; Westing- 
house Cooper Hewitt Co., Lond.; 
Warrington Infirmary, Sec. of; 
Mr. A. F. Wbitwell, Shrewsbury ; 
Dr. H. B. Woodcock, Manches¬ 
ter; Dr. W. H. White, Lond. 
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ON 

WAR SURGERY OF THE ABDOMEN. 

Delivered before the Medical Society of London 

By CUTHBERT WALLACE, B:S.Lond., 
F.R.C.S. Eng., C.M.G., 
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Foreword. 

Mb. President and Gentlemen,—I have entitled these 
lectures “War Surgery of the Abdomen,” but it may be 
asked if there is really such a thing as war surgery as 
distinct from civil surgery. I am inclined to think that there 
is very little difference. What actual difference there is lies 
in the anatomical nature of the injuries, such injuries 
perhaps being influenced in some degree by the high speed 
of the projectile, though this has, it seems to me, been very 
much over-emphasised. 

Good surgical principles apply as much in war as in peace 
and should govern all our treatment if we wish for good 
results. War surgery is really largely concerned with over¬ 
coming what, in civil life, one would call “ adverse 
circumstances,” and in striving to make war conditions as 
much like peace conditions as is possible. It is in great 
degree a matter of when and where to operate and how best 
to move the wounded man to the place where he will win 
back to health. » 

There has been, and I daresay there always will 
be, some difference of opinion between the medical and 
military branches. The surgeon wants to start treat¬ 
ment as soon as possible and to keep his patient 
quiet; the soldier is mostly concerned, and rightly, 
to clear the fighting area of the sick and wounded. 
There are some surgeons who are too surgical and 
some combatants who are too combatant. The result, 
of oourse, is a compromise. A happy sign is the passing, 
away of the old shibbo^th, 11 You cannot do this—we are at 
war.” I should say in no previous war has the medical man 
had it so much his own way. There is a sympathy and 
trust between the combatant and the medical branches 
which was not present in South Africa. The old-style staff 
officer, who cursed the ambulances at one time for being 
in the way—and soon after for being out of the way—is 
defunct. 

The Medical Service in its present campaign is without 
exaggeration a wonderful organisation. It shows signs of 
strong life, for it continues to improve. So good is it that 
we must continue to strive in every way to make it better 
and better; we must use every means to improve mobility 
and to save labour, and adapt ourselves to the ever-changing 
conditions of war. 

Utility of Former Experience. 

Of this I am somewhat doubtful. It is in some ways as 
much a hindrance as a help. In judging of the number 
of the wounded ; the proportion of killed to wounded ; the 
accommodation required, it seems to have been a help as 
such things alter but little, though they are altering ; but as 
a general guide to surgery it has been, if anything, somewhat 
of a handicap. 

In South Africa one learnt to treat many wounds with 
little respect. One allowed wounds received under non- 
surgical conditions to scab over, and many became confirmed 
in their opinion that rest, starvation, and morphia was the 
right treatment in abdominal wounds. 

This war has proved that good surgical principles will 
assert themselves—that the dirty wound must be laid open 
and that a penetrating abdominal wound must be explored. 

The changing conditions of wars seem to show that surgical 
histories brought out after the war are largely a labour lost 
and a waste of time. Every effort must be made to summarise 
and render accessible the experiences of the early months of 
a war for use in its later periods. This has bean done in the 
No. 4885. 


present campaign by both combatant and medical services. 
The Army is full of schools where by lectures and demon¬ 
strations officers and men are taught new methods of war¬ 
fare. Although from the nature of things the same methods 
are not applicable in the Medical Services, a great deal has 
been done to spread knowledge. 

The Army Medical Department has issued pamphlets on 
various subjects wherein the experience gained has been put 
at the disposal of all the officers attached to the Army. 
There is also the Medical Research Committee, whose 
arrangements for the interchange of knowledge by post¬ 
cards, and reports whioh tell of the progress of cases as they 
pass from one unit to another, have been of the utmost value. 
1 should like to take this opportunity of asking those into 
whose hands such inquiries come to use their utmost power 
to supply the details asked for. By such means treatment 
has been modified and improved with the knowledge gained. 

A series of well-observed cases while the war is in progress 
is worth pages of statistics when the fight is over. At the 
beginning of the war there was somewhat of a breach 
between the front and base in France and the base in 
England. Now there is no such breach and the experience 
gained at the base is transmitted to the front and surgical 
procedure varied in accordance with the results. 

Sympathy between the different units through which a 
wounded man passes is essential. There has always been a 
tendency to criticise the unit in front of you; but it is 
always well, if you feel critical about the condition of a 
patient whom you received from a unit nearer the firing line, 
to try to put yourself in the position of the medical officer 
from whom you received the patient. It has often happened 
to me when treatment has seemed open to criticism, to find 
that all has been explained by a personal visit to the 
medical officer, or unit from which the case has been 
received. The passing of a wounded man from one unit 
to another is unavoidable in war, but every attempt must be 
made to lessen the disadvantages by the interchange of 
knowledge and the cultivation of friendly, not captious, 
criticism. 

There is another way in which knowledge has been 
diffused. I refer to those medical societies which have been 
instituted in various areas. These are, of course, largely 
concerned with local interests, but the work they have done 
has been extraordinarily good. There is a society at one of 
the bases which has been of more than usual value, as in it 
medical officers, through whose hands the patient passes in 
his journey from the trenches to the base, have met, and 
such meetings have been very useful in making clear to the 
medical officers the difficulties that are met with in the 
various evacuation hospitals. I am quite sure that these 
meetings have tended to make men more sympathetic to 
those who are working under different conditions. 

Again, I believe that one of the mo6t useful functions of a 
consulting surgeon has been the carrying of facts or 
opinions not only from the front to the base, but from one 
unit to another. 

The Fascination of Abdominal Surgery. 

That it is a fascinating subject there can be no doubt. It 
is still more or less an unknown region in surgery. It is a 
comparatively new subject and has risen from nothing to its 
present position during the lifetime of most of those present. 
Even in civil practice there are many problems still to be 
solved, and naturally there must still be many more in 
surgery of the abdomen in war. Its interest lies, perhaps, 
in the need for rapid decision, rapid action, and in a 
supposed dexterity which is not required in other branches. 
It is the Mecca of all young surgeons—and, for the matter of 
that, of many old ones. There is more joy, possibly, over 
one abdominal wound which recovers than over twenty other 
more ordinary cases. 

It is a curious fact that interest in abdominal surgery is 
shared by the public, as anybody may ascertain who has 
followed the discussion on the treatment of abdominal 
wounds in this war. If the abdomen is an unknown ground 
to the profession, it is still more so to the ordinary public— 
hence the interest of the layman. 

Surgical Opinion when the War Started. 

There is no doubt that for many years it has been held 
that the operative treatment of abdominal wounds was not 
to be advised under war conditions. This was partly due to 
P 
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want of success, as in the Sp&nish-Araerican War, and partly 
to the fact that many military surgeons were opposed to 
extensive operating anywhere near the firing line, and 
as abdominal surgery, to be successful, must be done at 
once, it is cbvious that it could not be undertaken with 
success where all operations had to be postponed to a late 
period. Although the expectant treatment was the orthodox 
one when the South African War broke out, many civil 
surgeons hoped to prove that it was wrong. Surgeon-General 
W. F. Stevenson even issued an appeal f« r the trial of opera¬ 
tion.. The result wa^, however, only to confirm former 
opinion, though this opinion was now held on lw) somewhat 
different grounds. One school held that the expectant treat¬ 
ment was in itself the right procedure, the other that it was 
the best that could be done in war. 

Some people believed that wounded intestine healed suffi¬ 
ciently often to wa^ra^t,, attention* others, headed by 
Makins, believed, , that. sn^ll;gnt lesions were practically 
always fatal, and that the, success obtained by the “ wait and 
see ” policy was due, to the., escape of the bowel, although 
the belly had been penetrated. Makins’s opinion that the 
small-gat area could be traversed by the small bullet without 
ipjury has been proved in this war. If one reads the 
literature of the Sout^ ,African War, both private and 
official, the reason for. ,want pf success is at once obvions— 
the cases arrived too late. It was not so much a question of 
the success of the expectapt treatment as a failure of the 
operative. Operations . were. secondary or late, and two 
strikingly successful cases of resection of small gut (Messrs. 
Neale and Take) were opiated on within 6 and 12 hours 
respectively. 

The reason for the late Operation was the nature of fighting 
in an unsettled country pf great distances. The wonnded 
could not be quickly brought to a hospital equipped with the 
necessary appliances. To operate in the veld with what 
appliances were at hand was too disheartening. It was 
impossible to get even moderately decent conditions. There 
was little or no water, .an,d what there was was often too 
filthy for words—the water of dams. In addition there was 
the plague of flies that settled on everything, and, lastly, 
the operated m^n could notj be, kept quiet; it was lapky if 
he could ride in a horse ambulance. 

The conditions were utterly different from what now pertain, 
and this is the first time since the rise of abdominal surgery 
that a great campaign has, been fonght in a settled country 
and, what is more important still, with a fixed fighting line. 

The small number of, figures dealt with in the South 
African campaign was also a source of error. In order to 
form an adequate idea of , the efficacy of any treatment it is 
necessary to strike an average over a large series of cases. 
Now, in this present war one of the difficulties of establish¬ 
ing the operative treatment were the runs of bad luck which 
any. operator had to face. Even now, with conditions as 
nearly ideal as possible, one m^y meet a series of nine con¬ 
secutive fatal cases. This must have a very depressing 
effect on any young surgeon or one who is not convinced that 
the operative treatment is in the main the best of all. Now, 
nine abdominal cases, means roughly about 600 wounded 
man, taking a moderate estimate,pf the prpportion of abdo¬ 
minal wounds to total wounds. As a matter of fact, in the 
South African campaign a casualty list of 600 wounded was 
considered a large png, It pan therefore be seep that if an 
operator happened to encounter such a series it is not to be 
surprised at that he , had doubts as tip the correctness of hip 
procedure. 

The statistics pf thp r South African campaign are very 
defective. Surgeon-General Stevenson, in the official history 
of the war, was only able to collect 207 cases of abdominal 
wounds. Among them it is stated that there were 26 
laparotomies with 18 deaths, a mortality of 69 2 per cent., 
and according to Stevenson the mortality was really even 
worse. The total depth-rate of all abdominal wounds 
quoted, operated and unpperptied, is given as 30 4 per 
cent. 

In his most recent work, 1910, “ Wounds in War,” the 
mortality is shown as 51 6 for laparotomies, the total of 
oases remaining the same—namely, 207. In any case the 
figures are really too small to have any real value. Figures 
>ho v that in the present campaign a mortality of 50 percent. 
i**.4 good result, but quefr.n mortality in civii practice wotild 
be considered an awful, death-rate to face. Aud yet it 
means, looking on the bright side, many lives saved. 


There is no doubt that certain people shot through-the 
abdomen in South Africa, and treated expectantly, recovered. 
As a matter of fact, there were two officers well known in the 
R.A.M.O. who recovered after snch treatment, and I have 
no doubt that a knowledge of their recovery greatly 
strengthened the opinion that expectant treatment was, on 
the whole, the best. There is no doubt that such successful 
cases make a very great impression on one. 

The South African campaign may then be said to have 
left surgical opinion opposed to operation. This opinion 
seems to have been only strengthened by succeeding wars— 
the French War in Morocco, the Balkan War, and the 
Russo-Japanese War. In the last war the results were so, 
bad that the Japanese forbade operation in the ambulances ; 
even in the fixed fighting round Port Arthur little measure 
of sucoess was obtained. On the Russian side, it is interest¬ 
ing to note that a Princess Gedioitz, in an-,operating wagon, 
met with some measure of success, and fixed the limit of 
successful intervention to three hoars after the receipt of the 
wound. It is stated, at all events, that she saved the life of 
a colonel shot in the small intestine. 

Method, of Treatment in the Earlier Period of 
the War. 

It is not intended here to say anything about the period 
of the retreat. Under such conditions adequate provision 
for operating near the front was an impossibility, and all 
that could be done was to get rid of the wounded to the base 
with the least possible discomfort to them. When the line 
became fixed the conditions were very different and there 
was a possibility of operating under good conditions. It 
was no longer a question of whether a man could be operated 
upon, but whether he should be operated upon. Still, how¬ 
ever, the old belief in the efficacy of the expectant treatment 
obtained. 

In order to understand what was done during this period 
ft is necessary to Sky a word or two about the standard 
system by which the wounded man was evacuated. Shortly, 
it was as follows: A wounded man was firBt seen by the 
regimental medical officer to whom he was brought in the 
regimental aid-post situated somewhere in the trench 
system. He was then transferred by a stretcher to- an 
advanced dressing station, usually situated just behind the 
trenches, and from there by car to the field ambulance and 
there he was kept until the time the motor convoy arrived— 
usually once in the 24 hours. By this he was taken to the 
casualty clearing station, which was the first place adequately 
equipped for operative treatment. In the early days the 
clearing station was a very different hospital from what it is 
now. But, still, there was reasonable facility for the per¬ 
formance of any operation if it was thought advisable. With 
the idea of avoiding the disturbance of movement, a man 
wounded in the abdomen was kept sometimes, though not 
usually, in the regimental aid-post; often he was kept at a 
field ambulance, hut usually he was transferred to the 
casualty clearing station and there treated. 

The usual mode of procedure was to put the man in. the 
Fowler position, to improve the general condition by rest and 
warmth, to withhold food and water for three days and to 
administer morphia. The thirst which was a distressing 
symptom of this treatment was combated to a certain 
degree by rectal salines.and month-washes. 

I should like here to pay tribute to the great .care and 
attention which the medical officers lavished on the cases 
pertain officers were told off day and night to attend to these 
patients, and everything that could be done to alleviate 
their suffering and to make them as comfortable as possible 
and to cheer them np was done. I should say that if any¬ 
thing could have got these men well the attention that they 
received would have done so. The people who conducted 
the treatment were firmly convinced of its efficacy. 

This belief was strengthened by the behaviour of the 
patient. Many patients, at first gravely ill, went through a 
period of improvement which often was very striking. It 
was in a way unfortunate ; but there is no doubt that im¬ 
provement did take place, and so well were many of them 
that they were evacuated to the base and arrived there 
sometimes in good condition and sometimes gravely ill. The 
men who saw the cases leave them apparently on the way to 
recovery could not bring themselves to believe that snch 
cases did badly at the base. It was unfortunate, no doubt, 
that the means of communication between the base and the 
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front was, in those days, inadequate, and this serves to 
emphasise what I have already stated about the value of free 
interchange of reports between the front and the base. 

If evacuation of these cases had not been necessary and 
it had been possible to keep them at the clearing stations, I 
have no doubt that the expectant treatment would not have 
survived as long as it did, for medical officers would have 
seen such oases become worse and worse, and in the end 
die. As a matter of fact, during my six months’ experience 
at the Red Cross Hospital at Netley, I only saw two cases of 
wounds of the abdominal viscera; one was a case of 
080008 tomy and the other a transverse colostomy. 

When I arrived in France in May, 1915, I spent some time 
at the base before I was sent to the casualty clearing stations. 
I had the advantage of learning what was Sir George 
Makins’s experience in the unoperated abdominal cases and 
heard that many died who had been thought well enough to 
be sent to the base. I had always believed that operative 
treatment, provided adequate arrangements could be made, 
was the ideal thing. What I saw at the base and front only 
confirmed me in my belief that the best hope for the patient 
l»y in an operation. I had no doubt that many cases which 
were put down as penetrating abdominal ones had not suffered 
injury to any hollow viscus, and many that were considered 
penetrating were really only wounds of the abdominal wall. 
1 certainly saw many people treated by the expectant treat¬ 
ment die even at the casualty clearing stations, some after 
the period of delusive improvement. 

The expectant treatment was also a very trying time for 
the wounded man. The knowledge that nothing eould be 
done for him by operation, and that the only thing was to 
wait events, had a very depressing effect, although the 
medical officers did everything to cheer them up. The idea 
was getting about that the doctors were unable to help a man 
who was wounded in the abdomen, and that he had really 
little chance. 

It is curious, but true, I think, that the wounded soldier 
welcomes operation. He feels that something is being done 
for him. I have often been asked the question, “ Can’t you 
operate ?” If I have answered in the negative, with an 
assurance that operation is unnecessary and that he will do 
well, I have often detected a look of disappointment on the 
patient’s face. I mention this as showing that operation has 
no horrors for the soldier. 

Experiences of the Allies. 

The French have gone through very much the same 
experienoe in the treatment of abdominal wounds. At first 
the only operation officially blessed was that of the supra¬ 
pubic drainage of Murphy. Gradually they have, like 
ourselves, abandoned the expectant for the operative 
treatment. 

I cannot do better than quote you a letter which Professor 
Tuffier has kindly written me. He says :— 

Abdominal surgery has undergone in France the following 
revolution. Until the month of February, 1915, installations 
did not allow one to operate, under good conditions, on 
wounds of the abdominal cavity, and abstention was neces¬ 
sary in these circumstances. At this period I found in 
a small ambulance quite near the front, and very well 
organised, several cases of cure of wounds of the intestine 
by laparotomy. I reported them to the Society of Surgery 
an d a movement commenced in favour of operation for all 
abdominal wounds. It is because the motor surgical ambu¬ 
lances and the medical arrangements have been better 
organised, and because the evacuation of the wounded has 
been done in a relatively short time, that we have been able 
to arrive at a certain measure of success. 

With the French, as with us, the period of the retreat 
corresponded to the period of expectant treatment, and when 
the line became fixed the treatment underwent the same 
change as it did in the British Army. As a matter of fact, 
after the establishment of the operative treatment some 
French surgeons have from time to time again championed 
the expectant treatment, but this finds little acceptance with 
the majority of French surgeons. 

Mortality in the Pre-operative Days. 

One is surrounded by all sorts of difficulties in trying to 
reckon the mortality, and all the figures that can be obtained 
most be considered only approximate. One of the chief 
difficulties is the determination as to whether a wound is 
really penetrating. Those who favour the expectant treat¬ 
ment would naturally tend to include cases which those who 
are opposed to this treatment would exclude. 


Into nine field ambulances over a period of six months 
there were admitted 1098 abdominal wounds with 333 
deaths—a mortality of 30 per cent. In the six casualty 
clearing stations during the same period there were admitted 
131 cases of perforating abdominal wounds with 73 deaths. 
From these figures it appears that the total mortality in the 
field ambulances and clearing stations was about 70 per 
cent. This, of course, does not include the deaths before 
patients reached the unit where statistics are kept. 

There were also the deaths at the base in France to be 
added, and in the pre-operative days to which we now 
allude many such deaths occurred, which would, as far as 
can be judged, bring the mortality up to about 80 per cent. 

As showing the difficulty of arriving at accurate figures, it 
may be stated that statistics were prepared by certain people 
which stated that 80 per cent, of abdominal wounds 
recovered. These statistics, as a matter of fact, were got 
from certain ambulances and casualty clearing stations in 
which the surgeons were enthusiastic supporters of the 
expectant treatment. It is significant that in these units the 
proportion of abdominal wounds to total wounds was high. 

In talking over the possibility of improvement with 
Colonel Crisp English, with whom I was fortunately asso¬ 
ciated when trying the effect of operative treatment, I used 
to say that if one could bring about a reduction of the 
mortality by 10 per cent, one would be fortunate: There was 
no question of revolutionising the mortality, because with 
the abdominal wounds there would be a very heavy mortality, 
and it was only a question of saving a certain number of 
lives which otherwise would have been lost by the expectant 
treatment. 

Commencement of the Operative Treatment. 

Although rest treatment was the rule, some attempts at 
operation had been tried. Early in the war Souttar com¬ 
menced early operation with the Belgian Army, and credit 
must be given to him for what he did. Owen Richards was 
the first, I believe, to publish results of operative treatment 
in the British Army. 1 The first case of operation was per¬ 
formed on Jan. 28th, 1915, and the first successful case, that 
of a resection of 2£ feet of the small intestine, was per¬ 
formed on March 18th, 1915, 36 hours after receipt of the 
injury, which period still stands as a record as regards time 
elapsed since the wound. A few other English surgeons 
had tried what could be done by operation, but the results 
were undeniably bad—so bad that most people had 
abandoned the attempt. The reason for this was, no doubt, 
the late arrival of the cases at a place where an operation 
could be performed. 

Holding the opinion that operation was right, I commenced 
operating and making post-mortem examinations and soon 
convinced myself that the injuries were, as a rule, of such a 
nature that recovery must be a very rare event. It was also 
found that haemorrhage was a chief cause of early death and 
that bullets produced very extensive injuries. It has always 
been granted that haemorrhage was the chief cause of early 
death, but the advocates of expectant treatment seem to 
have focussed their attention more on the danger of peri¬ 
toneal infection and the possibility of its localisation or dis¬ 
appearance than on the possibility of spontaneous arrest of 
haemorrhage. 

The discovery that bullets produced extensive gut injuries 
was also of great importanoe, as much stress had been laid 
on the smallness of the lesions produced by the modern 
small-bore bullet; in fact, the hope of spontaneous 
recovery of gut lesions was based on the assumption that 
such projectiles were comparatively innocuous. This idea 
was constantly put forward in the early period of the war. 

The re-establishment that haemorrhage was the chief cause 
of early death was of great importance, as it showed that 
only by rapid evacuation could one hope to combat such a 
condition. In June, 1915, I talked the matter over with 
Surgeon-General W. G. Macpherson, and obtained his leave 
to get some of the field ambulances to send the abdominal 
wounds at once with all possible celerity to the nearest 
casualty clearing station. The results obtained by this small 
experiment were encouraging, and in the first week in August, 
1915, Surgeon-General Macpherson gave the order which 
made the rapid evacuation of abdominal wounds the official 
method in the First Army. This was followed by rapid 
improvement in the results obtained. 

1 Brit. Med. Jour., August Yth, 1915. 
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Selection of Gases for Rapid Evacuation. 

The order to transfer all abdominal cases with celerity to 
the casualty clearing station put a great deal of responsibility 
on the field amoulance officers. It is no light task to decide 
what cases can stand evacuation; in fact, it is one of the 
most difficult things that a medical officer is called upon to 
determine. Many cases, of course, are better of a rest and 
food and warmth, bat in the case of abdominal wounds it 
must be remembered that haemorrhage is a ohief cause of 
death, and that the only hope for their salvation lies in the 
arrest of the haemorrhage by surgical means. It is, therefore, 
obvious that it is worth while taking risks in cases of abdo¬ 
minal wounds which it would not be right to take in other 
cases. It is quite true th*t there is an appreciable danger of 
death from peritoneal affection, but, as a matter of fact, 
experience has shown that the need for celerity on this 
account is nothing compared to that necessary in the cases of 
haemorrhage. 

Collection and Evacuation of Wounded. 

In forming a judgment on the results obtained by the 
operative treatment of abdominal injuries it is necessary to 
know something about the means by which such cases 
reach a casualty clearing station. A knowledge of the 
difficulties is also necessary in order to form an appreciation 
of the really magnificent work which is being done by the 
regimental medical officer and his stretcher bearers and by 
the personnel of the field ambulances. One can consider 
this subject under two heads: (1) the collection; (2) the 
evacuation of the wounded mab. 

1. By collection is ipeaut the finding and bringing back to 
the regimental aid post the wounded when they lie out in 
front of our lines ; and without going into particulars it can 
be well understood what the difficulties are when an attack 
has been made and our troops have advanced. If it is difficult 
to find and collect the wounded after a successful attack, it 
it still more difficult when the fortunes of battle sway 
backwards and forwards ; and it is under the latter con¬ 
ditions that the wounded lie out for a considerable period. 
In quiet times the collection is not difficult, for the men are 
wounded very often in the trenches themselves. 

2. The evacuation .—We will consider that a man has 
been wounded in the front trench. The first field dressing 
most probably will be applied by himself or by one of his 
companions; possibly by the medical officer himself. The 
patient will then walk, be carried, or be taken on some kind 
of stretcher to the regimental aid post. Even this is per¬ 
formed under considerable difficulties because the nature of 
the trench system involves getting round many sharp angles. 
The regimental aid post is situated somewhere near the 
front line or in the commencement of a down communication 
trench. It is generally in a dug-out, or cellar ; the accom¬ 
modation is not grand, but one cannot help admiring the 
ingenuity with which these places are arranged and the care 
taken to make the surroundings as perfect as possible. The 
neatness of such places is really greatly to be wondered at, 
fitted up as they are with extemporised shelves and tables 
and trestles for the stretchers. Here the wounded man will 
be attended to if the regimental medical officer has not 
already been seen by him. An adequate dressing will be 
applied and the ordinary medical measures taken for his 
comfort. 

Under the present system of evacuation an abdominally 
wounded man will not wait in this place. He will be taken 
on a stretcher down the communication trench to a field- 
ambulance post, which is a dug-out where the field ambulance 
personnel are accommodated and where " the regimental 
stretcher-bearers hand the case over to the field ambulance. 
From this point commences the long journey —sometimes as 
much as two miles—down the communication trench. Every¬ 
one has seen pictures of such a thing, but to appreciate the 
physical strain on the bearers the journey has to be made by 
oneself. Sometimes the journey is so arduous that one com¬ 
plete tour is all that a stretcher party can manage without a 
long spell of rest. In summer time the air is often stifling. 
Upder foot are the duck boards or a rough brick pavement. 
The provision of these renders walking more easy, but the 
surface is necessarily uneven, especially where one board 
joins another. Sometimes a rung is out, and at other times 
the board is apt to tilt and get up and look you in the face. 
Then there are the innumerable corners formed by the 
zigzag of the trench and made to stop the enfilade fire and 


limit the danger of an exploding shell, or to prevent the 
enemy looking straight down the trench. 

In winter, or after rain, the surface of the boards is greasy 
in the extreme, and sometimes they are completely under 
water. At night-time the difficulties, as may be well 
imagined, are greatly increased. Sometimes the turns in 
the trenches are so sharp that the traverses of the stretcher 
have to be closed in order to allow its passage round the 
corners. 

Much ingenuity has been expended in devising stretchers 
for the easier transit of the wounded man, for getting round 
corners easily and relieving the work of the bearers, for 
the strain on the shoulders produces an intolerable ache in 
the neck. In some cases the stretchers are carried on the 
bearers’ shoulders, the wounded man’s legs lying in troughs 
projecting past the bearer’s head, the idea being to shorten 
the “wheel base,” as it may be called, of the stretcher 
party. In other cases the patient is carried almost upright 
on a stretcher that somewhat resembles the back board of 
a Swiss mountain porter. Many wheeled stretchers have 
been tried, but the inequalities of the ground and the sharp 
corners to be turned are difficulties which have not yet been 
overcome. Sometimes it is possible to put a man on the 
trolley-line and run him down over the open ground. In 
some cases the trenches have an overhead mono-rail on 
which a short form of stretcher can be suspended. 

At the end of the communication trench the patient comes 
to the advanced dressing station. This, as a rule, is more 
spacious than the regimental aid-post, but is often similar 
in construction. Sometimes it is a ruined chfiteau—not 
quite the place that the word chateau may possibly call to 
your mind—a chateau is often a euphemistic name for a 
villa which would be equally at home in Clapham. Nearly 
all the houses—even the workmen’s cottages—in Northern 
France have cellars, and these cellars have been really a 
godsend to the wounded. If the accommodation is not 
sufficient it is increased by dug-outs. These are made 
sometimes of heavy timbers covered with earth and sand¬ 
bags, or at other times with sections of steel tubing 
commonly known as elephants, treated in the same way. 
At another time a farm or cottage is used. Here the 
cellars are again occupied, or the ground-floor rooms are 
made safe by building within them splinter-proof shelters 
formed of steel sheets and sandbags, and in some places 
where the subsoil water is found at a very shallow level 
shelter to the wounded is given by building splinter-proofs 
on the surface of the ground, heavily timbered and sand¬ 
bagged. Although the medical arrangements are here a 
little more extensive and a larger supply of splints and 
appliances are kept, as a rule they are of a simple nature 
and used only to render the patient’s transit as comfortable 
as possible. 

Although many wounded men rest here the man with an 
abdominal wound, if his condition permits, is placed at 
once in an ambulance, covered up with blankets, and 
warmed by hot bottles. Here he is quickly taken in a 
motor ambulance to the tented section of the field ambu¬ 
lance. As a rule, the patient will not be removed fiom the 
ambulance, but he will be looked at by the medical officer 
and, if his condition is sufficiently good, at once sent on to 
the casualty clearing station. If the field ambulance happens 
to lie off the road to the nearest casualty clearing station 
the patient is, as a rule, taken straight to the latter, time 
thus being saved. 

The field ambulance, or, as it is sometimes called, the 
headquarters or tented section, is usually situated in schools 
or some sort of public building ; sometimes in cellars or 
dug-outs if the neighbourhood happens to be unhealthy. 
Usually such places are not shelled, but they are, as a rule, 
well within the range of hostile shell-fi^e. 

The casualty clearing station is the first unit through 
which a man passes where adequate arrangements are made 
for operative treatment, the tendency being for all units in 
front of this to be merely concerned in the transport of the 
wounded or in doing very urgent surgery such as the arrest 
of haemorrhage. In one of their functions—namely, that 
concerned with operations and after-treatment of cases that 
cannot bear farther transport—our casualty clearing stations 
have become hospitals, and in them are all necessary para¬ 
phernalia for the performance of any surgical operation that 
may be required at this stage. They are situated out of the 
usual zone of hostile artillery fire. They have been estab- 
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in aorta of buildings—schools, chateaux, asylums, 
tents, and huts; the arrangements, of course, are deter¬ 
mined by the building. The tents have this advantage, that 
you can arrange your hospital as you like. Buildings are 
very comfortable in winter and are better lighted and more 
cheery, but very often are not so convenient, especially when 
the upper storeys have to be utilised. Huts possibly are the 
best of all, as they have the advantage of buildings and can 
be arranged on a considered plan. Unfortunately, they are 
not so mobile as tents. 

L> the recent fighting on the Somme the tented casualty 
clearing stations were the rule for the very good reason that 
no buildings were available. The general plan of these is 
as follows : There is a large reception-room made by lashing 
tents together to form a dressing-room. Here the wounded, 
arriving off the cars, are carried ; here they are examined 
by the medical officers and particulars taken by the clerical 
staff. The lighter cases have their wounds dressed and are 
passed on to a series of tents called the “ evacuation area,’* 
or they are at once put on to the train in which they travel 
to the base. The more serious cases are put into the 
“ treatment area,” and here their clothes are removed ; they 
are cleaned up as well as possible, fed, and warmed. From 
here they are taken into the theatre, where their wounds are 
properly attended to, and from here they pass again into 
another tent in the treatment area where they remain until 
ready for transmission to the base. 

Many clearing stations have a ward where men arriving 
in a grave condition are placed, and every attempt is made 
by warmth, food, and adequate means to bring them back 
into such a condition that they can be operated upon if 
necessary. 

All casualty clearing stations, no matter where situated, 
have now very large operation accommodation ; all of them 
have space enough to set up three tables at least. Every 
attempt has been made to provide long wooden huts for the 
theatres where there is a good light and where an adequate 
temperature can be maintained. These theatres are 
adequately furnished with all the appliances which are 
necessary for the performance of the operations which have 
to be done in such units. The staff varies according to the 
work it is called upon to do. The staff in pressure times may 
be three times the normal establishment, not only in medical 
officers, but in nurses. 

The casualty clearing station has to be put in such a place 
that it can be easily reached by the ambulance cars and so 
arranged that the cars can be passed back on a different road 
from that on which they came, or by a road which allows of 
a double line of traffic. It is either on or near a railway, and 
by far the best arrangement is where it has a siding on 
which an ambulance-train can stand to which the patients 
can be transferred by hand-carriage straight from the tents 
to the train. This ideal, however, is not always obtainable, 
and then the wounded have to be taken by ambulance-car to 
the railhead. This, of course, means more labour for the 
personnel and more jolting for the patient. 

Relative Frequency of Abdominal Wounds. 

Stevenson says in recent wars 15 per cent, of the wounded 
are hit in the abdomen and about 4 per cent, reach hospital. 
In the Spanish-American War the percentage of abdominal 
wounds to total wounds was 2 6 per cent. In this present 
war the actual number of abdominal wounds will never be 
known, nor is it particularly important. 

The number of abdominal wounds admitted to the field 
ambulance and casualty clearing stations are, subject to 
oertain errors, known. The error is caused by the impossi¬ 
bility of accurately diagnosing the perforating abdominal 
wound. Since the onset of the operative treatment the error, 
of course, has diminished. The numbers, as a matter of fact, 
vary with each observer, and a surgeon who believes in the 
expectant treatment will be inclined to reckon as perforating 
the wounds which a believer in the operative treatment 
would place as non-perforating. The following figures were 
taken in certain casualty clearing stations by careful 
observers, but of different surgical persuasions, during a 
period in which the expectant treatment was paramount. 

Percentage of Abdominal Perforating Wounds to Total Wounds. 

( a ) = 1*88 per cent. | (c) = 0*75 per cent. 

( b ) = 1*5 „ I «f) = 0*82 

If we take the statistics from nine field ambulances and 


oertain casualty clearing stations over a period of six months 
we get the following figures :— 

The Percentage of Abdominal Wounds to Total Wounds. 

Field ambulances . 1*92 per cent. 

Casualty clearing stations . 0*72 ,, 

The difference between the figures in the field ambulance 
and casualty clearing station is accounted for in the following 
manner :— 

1. The field ambulance will naturally and rightly err on 
the side of making the graver diagnosis. 

2. The mortality was high in the field ambulances, so that 
fewer cases reached the casualty clearing station. 

3. At the casualty clearing station a more careful diagnosis 
will act in two ways : (1) It will include some buttock, 
chest, back, and thigh wounds as abdominal wounds ; (2) it 
will exclude many cases of wounds of parietes. On the whole, 
the effect will be to lessen the proportion of abdominal 
wounds to total wounds. 

From these figures, which must be considered ooly 
approximate, the important facts stand out—namely, the 
relatively small number of abdominal wounds that a surgeon 
is called upon to treat, certainly under 2 per cent, of all 
wounded. The moral to be drawn is that one must not be 
led away by one’s interest in abdominal wounds to fpend 
more time and attention on them to the prejudice of the 
far larger number of wounds of a different part of the 
body. We must constantly bear in mind that all arrange¬ 
ments must be made so that the greatest good is done to the 
greatest number. If the number of medical men were 
unlimited this would not apply, but with a limited number 
of surgeons the best possible use must be made of their 
services. 

Method of Recording Oases. 

This paper is based on all abdominal wounds which reached 
an operating hospital from a certain sector of the line over 
a period of 18 months. In arriving at a conclusion of the 
mortality of abdominal weunds and what can be done for 
them by operative treatment it is necessary to take a sector 
of the line and to include all the cases, no matter at what 
hospital they are treated. Results do differ in different 
hospitals, more or less depending upon their distance from 
the firing line; they will also differ according to the nature 
of the fighting. Again, if times are quiet there is plenty 
of time to treat adequately and deliberately all cases. At 
another time, when active operations are in progress, 
it may be only possible to pay attention to the most favour¬ 
able cases. It is also necessary not only to reckon your 
operative mortality but also to bring into account all cases 
which arrive too bad for operation. This has been done in 
the present series. In the case of the moribund cases we 
have their numbers, but we do not in every case possess 
details of the injury. The statistics were collected in the 
following way : Every hospital which was called upon to 
treat abdominal cases was provided with a book in which 
certain headings were written down and filled in at the time 
of operation by the medical officers. In the early days these 
books were Admission and Discharge Books altered for the 
purpose. Later on, by the kindness of the Medical Research 
Committee, we have had supplied books provided with 
adequate headings which could be quickly and accurately 
filled in. 

Comparative Mortality of the Casualty Clearing 
Stations and Abdominal Hospitals. 

The following figures show the differences in results 
which may be obtained in different hospitals under different 
conditions, and the necessity of including them all in your 
statistics if you wish to obtain an accurate result. 

The following are the total mortality at four different 
hospitals during the same battle :— 

(1> A casualty clearing station. 54 per cent. 

(2) An advanced operating hospital . 36'36 ,, 

(3) An advanced operating hospital . 82*64 ,, 

(4) A casualty clearing station ... . 72 73 ., 

0) A forward casualty clearing station. 

(2 W*s never pressed. (Mortality here during 7 months was 54 8.) 

(3) Very heavily worked, many cases arrived late. 

(4) A back area casualty clearing station. 

Time Factor. 

The table below was compiled by dividing the time between 
the receipt of the wound and the performance of the operation 
into two-hourly periods and noting whether cases were sent 
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to the base or succumbed to their injuries. It mainly shows 
two things: (1) it gives some idea of the time in which cases 
are got out of the trenches and submitted to operation ; and 
(2) it also shows the effect on the mortality of the time which 
has elapsed between the receipt of the injury and the per¬ 
formance of the operation. It will be seen that most cases 


Table I.— Effect of Time on Mortality. 


Hrs. 

-2 

-4 ! 

-6 

-8 

-10 -12 

-14 

-16 

-18 

-20 

-22 

-24+ 


B.D. 

B.D. 

B.D. 

B.D. 

B.D. B.D 

B.D 

B.D. 

B.D. 

B.D. 

B.D. 

B.D. 

1 

_ 

, 2 2 

13 17 

35 21 

28 35 

18 20 11 12 

4 4 

3~6~ 

8 10 

1 2 6 

| 

0 1 

22 43 


• Hrs. = Hours. B. = To base. D. = Died. 


To base. 

Diei. 

□ours, ! 

Injury. 

Hours. 

Injury. 

24 

Colon. 

6 

Small gut and haemorrhage 

57 

Bladder. 

6 

M ft 

Gas gangrene of abdominal 

24 1 

Sigmoid. 

5 

30 

48 , 

No visceral injury. 

3 

wall (post-operative). 
Haemorrhage. 

26 ! 

Jejunum. 

4 

Stomach and duodenum. 

15 i 

Stomach. 

4 

Small gut and hemorrhage 

65 

R ec turn—extra-peri¬ 

4 

Stomach. 


toneal. 

6 

Multiple wounds. 

72 ! 

1 

Colon. 

3 

Colon. 


arrive some time between 6 and 10 hours after receipt of 
the injury. If over 12 hours the mortality mounts; above 
24 hours it appears that there is very little hope of getting a 
good result. 

To the table have been added a few cases in which 
patients have died after an unexpectedly short period and 
also those in which recovery has followed the elapse of a 
long period between the receipt of the wound and the opera¬ 
tion. So far the limit of successful cases has been 36 hours 
for a resection of the small intestine and 36 hours for a 
suture of the colon. 

Where to Operate on Abdominal Cases. 

From the operative point of view the sooner the patient 
is submitted to operation the better. From a post-operative 
point of view it is desirable to do the operation in some 
place where the patient can be kept quiet and properly 
nursed. It will be seen that for very obvious reasons it is 
not possible to satisfy both conditions. If you were to 
operate on a patient at the very earliest possible moment it 
would be in some place where the nursing was bound to be 
of a very primitive nature. It would also have to be in some 
place which is exposed to shell-fire. Now, shell-fire has a 
very bad effect on patients, and men who are well-nigh care¬ 
less of its effects when active and in good health are very 
much upset by it when lying passive in bed. Again, you 
cannot well keep your sisters in such places, although on 
many occasions they have done magnificent work under con¬ 
ditions of this kind. Then, again, you must consider the 
greatest good for the greatest number—one must do what is 
best for the majority. The setting out on a large scale of 
the special advance hospitals means the dissipation of per¬ 
sonnel, and medical officers, orderlies, and nursing sisters 
are none too numerous for the work they have to perform. 
Then, again, if you have special hospitals you have to have 
special arrangements for evacuation. It may be stated that 
the best place for a casualty clearing station is some 10,000 
yards behind the line on a railway or canal with good 
roads leading to it. Taking it all in all this is the best 
place for abdominal surgery. Remember that most of the 
time in getting a patient to an operating centre is spent 
within the trench system ; the road journey is short, and 
although there will be some shaking in a motor ambulance it 
will be a good deal less than the patient has already experi¬ 
enced during the period of hand-carriage. If a patient 
arrives at a casualty clearing station 10 hours after the receipt 
of a wound it will most probably be found that only 60 
minutes have been spent in traversing the distance from the 
trench system to the casualty clearing station, 

It may be well to say here something about the mobile 
operating vans. They have loomed somewhat largely in the 
public mind and have been a good deal discussed. The idea 
is that you can have the motor van fitted out as an operating 
room, and that such a van should seek the patient rather 


than that the patient should be brought to the theatre. It 
may be stated at once that this idea is impracticable, and 
much more time would be spent in getting to the patient than 
is now spent in getting the patient to an ordinary clearing 
station. When speaking of a mobile hospital-van it must be 
understood that one does not include in this category a 
theatre which can be rapidly erected, adequately warmed 
and lighted, such as the French have made use of on many 
occasions ; such units are only meant to be mobile in much 
the same degree as the casualty clearing stations are mobile. 
On the other hand, special hospitals are very good under 
certain conditions. In the Army to which I am attached 
Surgeon-General Macpherson established two such hospitals, 
and Surgeon-General Pike another, and I will briefly describe 
them. 

The first one, which we will call No. 6, was situated in a 
bleaching mill ; it was about 5000 yards behind the firing 
line and took all the abdominal wounded of a certain corps. 
It was formed by sending an operating surgeon and an anaes¬ 
thetist and four nursing sisters to supplement the personnel 
of a field ambulance which was situated in this building. It 
had a very good theatre and a large ward, which in cold 
weather was steam-heated. The evacuation arrangements 
were under the care of Colonel B. M. Skinner, the 
D.D.M.S. of the corps, to whose energy its success was 
greatly due. Here we got cases frequently within two hours 
or less, the patients being carried straight from the spot where 
they were wounded to the hospital, irrespective of what division 
they belonged to. This hospital was never pressed and never 
had the strain of a large fight placed upon it. It continued 
to do its good work until the enemy began to pay attention 
to a bridge which crossed a canal on whose banks the mill 
was situated. Then it was shifted a bit to one side and to 
another building which was much less commodious. There it 
remained until the area passed out of the jurisdiction of the 
Army. The sisters and operating surgeon and anaesthetist 
were then moved to a different part of the line and were 
re-established in the ugliest chateau it has been my mis¬ 
fortune to see. It was situated about 9000 yards behind the 
line and in a very much more difficult sector as far as evacua¬ 
tion was concerned. Here it continued to do excellent work, 
although the railhead and a coal-mine near by were con¬ 
tinually shelled, many of the shells coming into the garden 
uncomfortably close to the house. It was closed at last, as a 
casualty clearing station was opened near by. Strange to say, 
the day on which it was closed was the last day on which 
the place was shelled. This hospital was also never pressed 
and the results, as in the last, were very good. 

The third hospital was opened in a field ambulance just 
before the onset of a big battle ; and it was arranged that 
all the abdominal wounded from a corps should be brought 
to it. As a matter of fact, in the stress of battle the wounded 
from two corps were carried to it. The result was that the 
place was heavily worked and the results were not so good 
as in the last two. 

I will mention a fourth abdominal hospital, although it 
was not in the army to which I am attached, because there 
are some lessons which can be learnt from it. Experience 
had been gained by the overwork of the last hospital and 
adequate arrangements were made to prevent it in future. 
The personnel of this particular hospital was adequate for 
its needs. In addition, it was arranged that when the 
hospital became full the wounded should be sent on to a 
casualty clearing station situated somewhere farther back. 
The result of this arrangement was that all the abdominals 
that had the good fortune to be admitted were well and 
rapidly treated 

The lesson to be learnt from the experience gained at such 
hospitals can, I think, be summarised as follows : That in 
quiet times such hospitals opened at field ambulances by the 
provision of an operating surgeon and a few sisters can do 
magnificent work and save life. If, on the other hand, such 
hospitals are to be opened in times of battle, it is necessary 
to have very much the same personnel that is allowed by the 
establishment of a casualty clearing station. 

Arrangements at the Present Time in the French 
and Belgian Armies. 

It has been said above that the French and Belgians went 
through the same experience as ourselves. As the line 
became fixed, operation became the established practice. 
The French have established advance abdominal hospitals 
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Chart* showing the General Incidence of Fatal and Non-fatal Gun-shot Wounds of the Abdomen. 

Fig. 1. Fig. 2. Fig. 3. 



Cceliotomy. No wound of any hollow / ' 1 , 

viecus. In a few* instances a solid • - 1 

organ was hit. No operation. Died. No operation. Recovered. 

These charts were made by indicating an anterior wound by a black mark, a posterior wound by a circle, and joining the two when they 

represented the entrance and exit wounds of a missile. 


by means of what they call motor surgical ambulances ; 
these are really hutted theatres which can be easily erected, 
and they are really extremely complete in their arrange- 


modern pointed bullets are more unstable than the bullets of 
the Boer War. The instability is said to be most marked at 
the beginning and the end of the flight. Again, in this war, 


These hospitals are pushed rather further forward where the fight takes place amongst houses, there are many 


than is the practice in the British Army, and have, I believe, 
met with a large measure of success. 

Professor Tuffier also informs me that the French have 


opportunities for the bullet to be deformed and deflected. 
Again, the velocity and stability of a bullet is largely affected 
by passing through sandbags or a parapet, which, as a matter 


established dug-out operating centres situated some hundreds of fact, has to be something like 4 feet thick to be bullet-proof, 
of metres behind the trenches, where it is possible to operate There is plenty of proof that, whether from inherent instability 
on the wounded in from a half to two hours after the or from hitting some object, the bullet does spin, and in several 
accident. He adds—which is of considerable interest— cases a bruised impress has been seen on the skin which 


that with the very large attacks they have had and the great 
number of wounded they have had to be dealt with, this 
arrangement has not given very good results, for the reason 
that the wounded have arrived late, and very often these 
ambulances have been unable to deal with the numbers of 
wounded they have received. 

The Belgians have followed suit to a certain degree and 
have pushed their abdominal operating centres far forward 
and have lately provided special ambulances for the trans¬ 
mission of the operated man to the hospitals farther back. I 
have not so far ascertained what measures of success they 


could only have been made by a sidelong impact of the 
bullet. Again, in those cases where two legs have been 
wounded by the same bullet the first leg has been perforated 
by a small standard track and the opposite leg has suffered 
a large gaping wound, the obvious explanation being that 
the bullet in passing through the first limb was made to spin 
and so caused a more extensive wound on the opposite 
member. A good deal has been heard about the explosive 
effect of the modern pointed bullet, and although one may 
say that it does cause worse wounds than the ogival¬ 
headed projectile, I am by no means persuaded that 


have had, but the Belgians are favourably situated in that ifcs 80 -called explosive effect is anything but a very rare 


they have large base hospitals very close behind the 
firing line. 

2 Nature of Projectiles that Cause the Wounds. 

Bullet8 .—There are very many different kinds of bullets 
used in this war. 


and apparently their 
number goes on in¬ 
creasing. As is well 
known, the standard 
English, French, and 
German bullet is a 
pointed one. The 
English and German 
is a composite projec¬ 
tile which is liable 
to break up into 
mantle and core. The 
French bullet is much 
longer than either of 
the above and is 
made of solid copper 
alloy. Although not 
liable to break up it 
is liable to very great 
distortion. Natur¬ 
ally, we are mostly 
concerned with the 
German projectile, 
which, as a rule, is 
pointed, but some 
times the old ogival¬ 
headed bullet has 
’ been extracted from 
wounds. All the 


Charts showing the Regional Incidence of Wounds. 

Fig. A. Fig. B. 


occurrence. I am strengthened in this opinion by the 
study of accidental wounds, of which one sees a great 
number. Men are shot at all sorts of close ranges up to 
actual contact, and yet, unless a hard bone is touched, 
it is not usual to get the explosive type of wound. 

_, . _. Shel1 fragments.- 
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Front view. 429 wounds. 

53 per cent. 
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Mortality 


Jity Back view. 222 wounds. Mortality 60 per 

cent. 

ned by plotting the wound* only. 


These are, of course, 
of all sizes, but the 
fragments which are 
the cause of the 
abdominal wounds 
that the surgeon is 
called to treat are 
generally not more 
than 1£ inches in the 
greatest diameter, 
usually a good deal 
smaller. There are 
different kinds of 
shells used, and some 
importance may be 
attached to the 
nature of the shell 
by which the man is 
wounded. 

High- explosive 
shells .—These shells 
may burst in the air, 
on contact with the 
ground, or after they 
have impacted them¬ 
selves deeply in the 
earth. The velocity 
of the fragments into 
which the shell i? 
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blown depends on the disruptive charge ; and the fragments 
under such a condition fly out in all directions. The shape 
of the fragments depends largely on the type of shell—if 
the shell is segmented the pieces are more or less quadri¬ 
lateral ; if not segmented they have extremely sharp and 
ragged edges. Such shells, bursting on the ground, naturally 
become covered with dirt. 

Shrapnel .—These shells usually burst in the air with a 
time-fuse. They are of all sizes and the leaden balls with 
which they are filled also vary somewhat in size. The 
penetrating power of such balls is due to the remaining 
velocity of the shell. The direction of the shrapnel balls 
will, as a rule, be downwards. In some cases apparently a 
shell is of a combined high-explosive and Bhrapnel type. 

Bombs and grenades .—In the early part of the war these 
bombs were often extemporised and consisted of tin boxes 
filled with an explosive, scrap iron, cobblers’ nails, and 
screws, &c. Now-a-days they are made of iron, the surface 
of which is marked with grooves, so that on explosion they 
break up into quadrilateral fragments. Sometimes the force 
of the explosive will cause a bomb to burst into smaller 
fragments, so that often they are no bigger than a big match- 
head. These fragments, although small, have apparently, 
from their high velocity, a very great penetrating power in 
the immediate neighbourhood of the explosion, although this 
is rapidly lost as the distance increases. 

Trench mortars .—These are of various shapes, but consist 
essentially of a very large high-explosive charge with a com¬ 
paratively thin containing envelope; they therefore burst 
very often into large ragged fragments as well as minute 
ones. They are generally timed to burst either on the 
ground or in the ground. 

Bayonet mounds .—These are very seldom met with, being 
usually fatal on the field. Mention may be made of two 
cases. In the first the bayonet penetrated the man’s back 
and came out by his umbilicus. No viscus was injured, and the 
man succumbed to haemorrhage. The second was the case 
of a man who was late in answering a challenge and was 
bayoneted by the sentry. The bayonet entered the left 
hypocbondrium and wounded the stomach near the greater 
curvature and entered the back wall of the abdomen. 
Though promptly operated on he died, not of his stomach 
wound but of retro-peritoneal sepsis. 

Relative Number of Different Projectiles and the 
Proportion Retained. 

Table II. has been drawn up with the intention of giving 
some idea of the relative frequency of the different projectiles 
met with in abdominal wounds; it also shows the relative 
number retained in the body. Now this table must be taken as 


Table II. 


Bullet. 

Shell fragment. 

Shrapnel. 

Bomb or grenade. 

Out. | 

Retained. 

Out. 

Retained. 

Out. I 

Retained. 

Out. 

Retained. 

181 

103 

24 

151 ' 

10 

52 

6 

82 

284 

175 

I - 

88 


only relative for several reasons. In the first place it is often 
impossible for a man to tell what hit him. In the second place 
one cannot always be sure from a study of the entrance and 
exit wounds what was the nature of the projectile; and, again, 
many do not differentiate between high-explosive shell and 
shrapnel, the soldier generally including m<»st sliells which 
are not of a large calibre under the name of shrapnel. As a 
matter of fact, there is very little difference in the nature of 
the fragments in high-explosive shells, bombs, rifle grenades 
or trench mortars if one excludes the larger fragments with 
which we are very little concerned. 

Bullets .—Bullets and high-explosive shells furnish a large 
proportion of abdominal wounds. More bullets pass through 
the body than other projectiles. The reason for this is 
obvious. The causes for retention are not so obvious, and I 
have known bullets fired at a comparatively short distance 
remain within the body. In other cases the bullet may have 
passed through the earth and so have had its velocity dimin¬ 
ished. Ricochets account for a certain number. 

Shells .—These show a high proportion of retention. This 
is obviously due to the shape of the fragments. Shrapnel 


shows a large proportion, and this is no doubt due to the 
small velocity and round shape. 

Bombs and grenades —The retained fragments are 
strikingly in excess of those passed out. The large propor¬ 
tion of retained fragments at once suggests the possibility of 
armour; and, no doubt, armour could be devised which 
would keep out many fragments. It really is more or less a 
question of what the soldier is able to carry. One cannot 
help beiDg struck with the resistive power of an ordinary 
book, as one has often seen projectiles arrested by such 
articles when carried by the soldier. The great saving of 
life produced by the steel helmet makes one hope that 
something could be produced which would be equally 
efficacious in protecting the body. • Although we could not 
expect such shields to be supportable and bullet proof, yet 
the number of passed-out bullets is far out-numbered by the 
number of retained bullets, shell, and bomb fragments which 
possess far less penetrative power. 

Relative Mortality of the Different Projectiles. 

Table III. 


Bullet. 

Shell fragment. 

1 

Shrapnel. 

Bombs or 
grenades. 

To base. 

Died. 

To base. 

Died. 

To base. | Died. 

To base. 

Died. 

50 

63 

46 1 

68 

10 ! 21 

30 

31 


There is nothing very much to be learnt from this table, 
exoept that bullets are as dangerous as other projectiles, and 
that bombs and grenades seem to be the least noxious. 


THE IMPORTANCE OF 

THE DIAGNOSIS OF ENTERIC FEVERS BY 
AGGLUTININ DETERMINATIONS. 
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CAPTAIN, O.T.C. UNI?. OXON.; FELLOW AND TUTOB OF UNIVERSITY 
COLLEGE, AND LECTURER IN PATHOLOGY IN THE 
UNIVERSITY OF OXFORD. 

{Report to the Medical Research Committee .) 


IN the course of recent criticisms directed to this subject 
several points of interest have been raised, and some mis- 
appreheosions have become evident which it may be of 
advantage to consider briefly. They are dealt with in the 
order of their publication. 

I.—In a discussion on “The Technique of the Agglutinin 
Test” Dr. P. N. Panton 1 strongly dissents from my con¬ 
tention that “the microscopic method entirely fails to give 
comparable quantitative measures of the titre of a patient's 
scrum on successive occasions He considers the microscopic 
technique commonly employed to be fully adequate for this 
purpose. In defence of this view he expresses certain 
opinions regarding the constancy of the materials employed, 
the general accuracy of the microscopic technique, and other 
matters whose validity ought not to pass unchallenged. 
Yet merely to deny Dr. Panton’s statements categorically 
would not assist in illuminating the subject, while to explain 
in detail ab initio the reasons why they are misleading would 
require not only a repetition, but also a considerable amplifi¬ 
cation of my previous Note. 3 For he places one in this 
dilemma, that he makes statements contradictory of well- 
established evidence, much of it old and quite familiar, but 
at the same time he omits to adduce any experimental 
data in support of his position, such as could be sub¬ 
mitted to critical analysis. In some cases he seems 
actually to be unaware of the factors which militate 
against accurate quantitative results in the performance 
of agglutination tests. For example, he still (so 
far as one can judge) makes the successive dilutions 
of a serum by adding more and more bacillary suspension, 
in apparent unconsciousness of the effects of the mass 
influence of bacteria on the absorption of agglutinins. 
These effects, however, are such as to render it essential 
that the serum, whatever its dilution, shall always operate 
on equal masses of bacteria if accurately quantitative obser¬ 
vations are desired. Fortunately many of Dr. Panton’s 
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arguments have already been admirably dealt with by 
Olynn. 3 It may therefore suffice upon the present occasion 
to meet his contentions regarding the value of the microscopic 
method for the purpose under discussion by examining its 
performance in the only direction in which he has brought 
forward definite experimental evidence. These observations 
of his own afford very valuable information. For though 
he himself interpreted them guardedly as evidence in favour 
of the exploded theory that in inoculated persons any febrile 
oondition of a certain duration causes, or may cause, 
disappearance of the inoculation agglutinins, they serve in 
reality quite a different purpose. They prove to demonstra¬ 
tion that the microscopic method as employed by him 
cannot for accuracy and reliability support any comparison 
with results obtained by the use of Dreyer’s macroscopic 
technique. Indeed, his figures show that the results 
obtained by the microscopic method, even as regards the 
mere detection of agglutinins without considering the 
'question of their measurement, are very much worse than 
one would have ventured to suggest was probable had 
these data not been supplied. The results of typhoid 
agglutination tests are recorded by Dr. Panton for 72 out 
of 100 consecutive cases in inoculated individuals who had 
suffered from various febrile conditions. They are tabulated 
below alongside the results for the first' 100 similar cases 
examined by myself by Dreyer’s method. 


Oases examined by the micro- 
soopie method (Panton). 

Oases examined by Dreyer's method 
(Ainley Walker). 

Typhoid agglutination. 

Per 

cent. 

Typhoid agglutination. 

Per 

cent. 

" Completely negative.” 

62*4 j 

Nil, 1 in 25. 

0 

“.Negative or partial." 

16-7 

41 Standard,” or trace 1 in 25. 

3 

“ Positive." 

20*8 

i 

“ Standard,” 1 in 50 or more. 

97 


By Dreyer’s method every case showed measurable quantities 
of agglutinin in 1 in 25 dilution of the serum, and 97 per 
oent. showed “ marked agglutination visible to the naked 
eye ” in at least 1 in 50, and frequently in very much higher 
dilutions. Bat in the cases examined by Dr. Pan ton by the 
microscopic method thei test was “ completely negative” in 
nearly two-thirds and 11 positive ” in only about 21 per cent. 
Nothing could be more convincing as regards the relative 
delicacy, reliability, and general accuracy of the two methods 
for the detection of agglutinins. A fuller justification could, 
indeed, hardly be found for my criticisms of the microscopic 
method than that here provided by Dr. Panton’s own 
observations. 

II.—In a letter to the Editor of The Lancet Captain R. P. 
Garrow 4 makes some interesting comments on my recent 
“ Illustrations of the Diagnostic Value of Agglutinin Deter¬ 
minations.” 4 And one may certainly be permitted to 
endorse his plea for judgment and caution in the interpreta¬ 
tion of the results of agglutination tests, particular regard 
being had to the methods employed. Probably we are much 
more nearly in agreement than the incisive character of some 
of his expressions might suggest. But in charging me with 
ignoring clinical observation as a means of diagnosis in 
enteric fevers he misunderstands me. My article was 
not concerned to discuss the clinical diagnosis of enteric 
fevers. To do so would be quite beyond my province. 
The point which it was desired to emphasise is that 
when and wherever these infections are abroad many mild 
and atypical cases may occur which are not capable of 
diagnosis by clinical observation alone. Moreover, in every 
case the differential diagnosis between typhoid, para¬ 
typhoid A, and paratyphoid B still rests, and is likely to 
remain, with the pathologist. The cases char r ed in my 
article purposely included a number of such mild or atypical 
attacks. And the fact that among the mass of cases which 
receive the provisional diagnosis “pyrexia of uncertain 
origin” cases of enteric fever may be numerous and 
important, that they form a grave source of danger, and 
that the agglutination test (even as commonly applied) 
affords the best criterion for their diagnosis is emphasised 
by competent authority, as follows (all italics mine):— 

‘ Oskr end McOrae : System of Medicine , Vol. IT., p. 178.—“ M'ld 
Typhoid Fever.—This Is an exceedingly important group, especially 
j as regards prophylaxis, for these mild attacks may not be reoognised, 

■ and the patients are the means of spreading the disease . The cases 


may be divided Into two classes, the first Including those characterised 
by a mild and short course, the other those in which despite the short 

course the onset Is severe. In many instances the> e mild forms are 

taken for malaria , mountain fever, Ac., while doubtless they are not 

uncommonly put down as JebrictUa .The recognition of this group 

comes through one of two ways. They may show characteristic 

signs. or be recognied only through the routine Widal reaction. 

.We are not sufficiently impressed with the lmpor<ance of this 

group. Keeping their frequency in mind, the physician will watch 
more closely and have the agglutination reaction tried more frequently 

in patients with mild fever. For the community the recognition of 

this group is most important . “ 

If the foregoing statements were valid before the introduc¬ 
tion of protective inoculation, much more are they so in 
relation to the character of enteric infections in inoculated 
persons, among whom the relative proportion of mild, 
abortive, and atypical attacks will naturally be higher than 
among non-inoculated individuals. Thus it appears that in 
urging the importance of relying on agglutination tests for 
diagnosis in such cases one is not guilty of ignoring clinical 
observation, but can claim the strong support of clinical 
teaching. 

That the facts thus indicated were quite fully recognised 
by experienced observers who have worked upon the 
epidemiology of enteric infections is illustrated in the sub¬ 
joined quotations from an article by Grattan and Wood 6 on 
paratyphoid fever in India, where the case is stated plainly 
and with great cogency. 

“ In the first place, owing to the mildness of the disease in some 
instances, patients are not diagnosed paratyphoid, but influenza, 
tonsillitis, pyrexia of uncertain origin, rheumatism or pneumonia, 
with the result that they are sent out of hospital within a few weeks of 
going sick, and may return to barracks while still iufectlous. In the 
second place, such convalescents are frequently sent with other 
debilitated men to the hills during the hot weather, and thus the hill 
stations where men of several corps mix together may serve as dis¬ 
tributing centres of the disease. Furthermore, the ambulant case is in 
reality .” 

“ An epidemic is started from one acute carrier, the nature of whose 
illness is not recognised owing to Its mildness. He Infects other men, 
some of whom are recognised as cases of paratyphoid; others, agdn, 
are not diagnosed, and possibly others never report sick at all. These 
men soon return to barracks and come in contact with oth*-r men in 
soldiers' homes, Ac.; and though probably only infectious for a few 
days manage thus to disseminate the disease.” 

With regard to the interpretation of agglutination results, 
Captain Garrow expresses so clearly exactly what ought to be 
done in carrying out an investigation of this problem that 
his terms may well be quoted (italics partly mine) :— 

“ . blood culture should be performed at once. Whatever the 

result of t he blo«*d culture, agglutination testa by a strictly quantitative 

method should be performed and repeated at suitable intervals. 

The object, of this procedure in a case in which an absolute diagnosis by 

blood c dture has been ob'alned is . to furnish agglutination results 

controlled by blood culture. The data so obtained are essential as a 
guide to the interpretation of agglutination results in other cases in 
which blood culture has failed to give a diagnosis . ” 

But Captain Garrow appears to have overlooked the fact 
that this fundamental work is precisely what has already 
been done on a very considerable scale. And there comes a 
tifoe in the conduct of investigation when the evidence accu¬ 
mulated seems to be sufficient to convince observers that 
the guide thus obtained may be relied upon, and that the 
problem may in certain aspects be regarded as solved. Now 
the evidence obtained by Dreyer 7 and his co-workers in very 
long series of cases is that in every case bacteriologically 
proved to be typhoid or paratyphoid B, and also in similar 
cases of paratyphoid A (since the low level of agglutinin 
titre found even at the maximum in many cases of this 
infection was fully recognised), the diagnosis independently 
arrived at by means of agglutination tests carried out by 
Dreyer’s method was proved to be correct. Results of such a 
character may fairly be termed a uniformly accurate diagnosis. 
They would seem to justify my statement—not in the extra¬ 
vagant interpretation placed on it by Captain Garrow “ that 
agglutination tests alone invariably famish an absolutely 
infallible diagnosis ”—but in the form in which it was 
made, and with the limitations carefully specified in 

the article, that such tests “. can be made to yield a 

uniformly accurate diagnosis in cases examined during 
active infection.” The limitations specified and repeated 
from a previous article by Dreyer and myself H were that a 
diagnosis should not be based on a rise of titre of only 100 
or 200 per cent, if it is clear that the maximam of that rise 
falls markedly outside the period sixteenth to twenty-fourth 
day of the disease. We further stated that so far as experi¬ 
ence at present goes, if a regular rise and subsequent fall, 
even of only 100 or 200 per cent., occurs in the typhoid (or 
paratyphoid) agglutinin titre of the sernm, and its maximum 
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dearly falls between the sixteenth and twenty-fourth day 
from the onset of illness, the case is likely to be one of 
typhoid (or paratyphoid) infection. It would be prudent, 
therefore, that it should be so regarded under present con¬ 
ditions, when the circumstances are such that it is a prime 
object to prevent the escape of undetected carriers. For 
every case that is missed is a potential carrier of infection. 

Captain Garrow further takes exception to my use of the 
graphic method in joining successive points on the charts of 
agglutinin titre by curved lines, which he terms 41 figments 
of imagination.” Here he is rather led astray by a telling 
phrase. It is, of course, in one sense never possible to do 
more than speculate (more or less logically) regarding the 
course of nature between points of observation. One was 
therefore careful to speak guardedly of these interpolations 

as “ curved dotted lines . to indicate approximately the 

probable form of the agglutinin curve. ” But it is surprising 
that Captain Garrow should express a desire to see the 
points jointed by straiyht lines. For a little more considera¬ 
tion would have shown him that such straight lines would 
not only equally be figments of imagination, but they would 
also be deliberately misleading. If there is one fact more 
than another that has been firmly established for years, 
it is that both the rise and fall in the agglutinin titre of the 
serum follow curves. Why, then, draw straight lines if one 
wants to illustrate what one thinks is probably occurring 
between points of observation ? 

To turn briefly for a moment from the general to the 
more particular. Captain Garrow very properly draws atten¬ 
tion to a bad slip of the pen in a recent article by Professor 
Dreyer and myself in stating the maximum of a curve lies 
between the two highest readings, when we should have 
said on one side or other of the highest reading. But, as he 
notes, the correct principle is followed in my charts. In 
reference to Chart 6, in which the T. estimations exhibit a 
progressive fall, the reason why a maximum is placed 
between the first two readings is that, as can be seen at 
once by plotting out on a large scale, a smooth curve 
through the last five points will not pass through the first. 
Incidentally, this shows how information is gained from the 
use of owned lines of interpolation. In Chart 10 the reason 
for the diagnosis 41 clearly a case of B. infection” is given 
in the letterpress attached, if read in oonjunotion with the 
whole of note 3. 

Case 4 of my article receives some special criticism. In 
publishing this chart attention was drawn to the fact that 
the case had 44 simulated a tertian ague.” It was selected 
for publication partly to illustrate the fact (see Osier and 
McOrae above) that such cases may be mistaken for malaria. 
The clinical data given were a headache, a shivering fit accom¬ 
panying the first sharp rise of temperature, and two more 
sharp rises of temperature on the third and fifth day (though 
without definite chills). The blood was examined for 
malarial parasites, but none were found, and a typical 
typhoid agglutinin reaction mas observed , as shown in tLe 
chart. On this evidence Captain Garrow regards the 
case as one of malaria, but it is quite impossible 
to assent to such a diagnosis. The patient came from the 
Mediterranean area, where he had had prolonged fever, 
associated with severe intestinal disturbance, and he appears 
to have suffered, at any rate, from paratyphoid A and 
paratyphoid B infections (mixed or consecutive; vide chart). 
There was no indication of malaria in his history, and he had 
been three months in England when he was seized with the 
brief pyrexial attack under discussion and developed an 
extremely characteristic typhoid agglutinin reaction of 
moderate grade. Captain Garrow writes in a way that 
might convey the impression that he supposes every brief 
tertian periodicity of pyrexia with a chill at the onset to be 
necessarily of malarial origin. But he is, of course, aware 
that this is not the case. Repeated chills may occur, with 
or without marked periodicity, in various stages of enteric 
fever (to go no further afield) vide Osier and McCrae, 
loc. cit., p. 115, where a chart of enteric fever is given, 
showing seven successive periodic chills (cp. also Osier and 
McCrae, p. 105, and Allbutt and Rolleaton’s 44 System of 
Medicine,” 1905, vol. i., p. 1108 and p. 1132). 

III.—Captain H. Graeme Gibson’s letter in The Lancet 
of Jan. 13th, 1917 (p. 78), follows quite a different line of 
criticism. In effect the letter pointedly suggests that 
Dreyer, Ainley Walker, and A. G. Gibson • have ignored or 
are ignorant of (it is not clear which is intended) certain 


earlier work, which had proved long before the same facts 
as they imagine themselves to have established more 
recently. In doing so it, of course, tacitly admits that the 
facts in question have become established, and on' thin 
account its appearance marks an important stage in the 
gradual crystallisation of opinion regarding the diagnostic j 
value to be attached to systematically repeated and fexact 
agglutinin determinations. But Captain H. G. Gibson is 
entirely mistaken in his conclusions. 

Medical science is deeply indebted in very many directions 
to the admirable studies carried out by officers of the Royal 
Army Medical Corps, and it is a matter of particular regret 
to the present writer that he is compelled—not, be it 
noted, by any claim or action on the part of authors them¬ 
selves, but by the misleading charges advanced (however 
disinterestedly) by Captain H. G. Gibson — to bring 
under criticism work which constituted at the time a 
valuable and successful endeavour to advance knowledge 
in regard to enteric infections, particularly in the domain 
of epidemiology. This task, which is not undertaken lightly, 
is rendered personally somewhat less repugnant by the fact 
that, whatever share may be assigned to his co-workers, any 
results which may have been attained by the Oxford School 
of Pathology are pre-eminently due to the scientific insight 
and experience of my friend and colleague Major Dreyer, 
now absent on aotive service. 

The statements contained in Captain H. G. Gibson’s letter , 
may now be dealt with. Dreyer, Ainley Walker, and A. G. 
Gibson did not ignore the earlier work referred to. 

1. There is no suggestion in any of the authorities whom 

Captain H. G. Gibson quotes either of the need for accurately 
quantitative measurement of agglutinin titre, or of a 
technique and materials by means of which such measure- i 
ments could be made. | 

2. Nor is there either the statement, or the evidence [to ‘ 
prove it, that reliable diagnostic data can be secured by the j 
systematic repetition of exact agglutinin determinations at 
appropriate intervals—three to five (or more) successive 
determinations at intervals of from three to five days. 

3. The curves reproduced by Captain H. G. Gibson marked 
no new departure in pathological investigation. For 
accurately determined curves of agglutinin titre had been 
published, at any rate since 1902, by Madsen and Jorgensen, 
Dreyer and Schroeder, Widal, Dreyer and Ainley Walker, 
and others, before the appearance of the communications 
referred to, and were presented in greater detail and with 
more exacitude. 

4. The problem of the diagnosis of enteric fevers in 
inoculated men by means of agglutination teste became im¬ 
portant in India and elsewhere from the period of the 
re-introduction of typhoid inoculation in the Army in 1905, 
but it remained unsolved, although the key to its solution 
had been provided in the work of Madsen and others just 
mentioned and in the improvements in technique devised by 
Madsen and by Dreyer. 

5. As regards the observations of Grattan and Harvey 10 
and Grattan and Wood,® me made reference to them where they 
were germane to the purpose in terms of which the opening 
sentence ran as follows 8 :— 

14 It is in absolute agreement with the important and careful obser¬ 
vations carried out by Grattan and Harvey, and Grattan and Wood 
some years ago in their investigation of paratyphoid fever in India.” 

6 . As concerns the quotations taken from reports on the 
enteric fever depot at Naini Tal, they do not represent the 
views which we maintain. Had we referred to them it could 
only have been to express our very strong dissent from a j 
number of their conclusions—for example: 

Naini Tal Reports. Comment. | 1 

44 In paratyphoid fever the It is not invariably raised. 

Widal reaction is invariably \ 

raised for the B. typhosus ." , 

44 In all cases of fever in This is not necessarily true, for a ' 

inoculated men the blood marked rise and fall in titre may hare ' 

should be taken near the eecurred between two such distant « 

beginning and towards the determinations. We regard three deter- „ 

end of the fever. If the mlnations as the normal mini mum. And s 

two results are the same we should consider it quite deplorable to 
the case is probably not wait until towards the end of the attack l 

enteric.” before attempting to secure a diagnosis. ^ 

In opening his criticism Captain Gibson takes exception to .1 

a statement of ours which offered a very moderate presents- , 

tion of the facts existing at the time when it was written £ 

(Deoember, 1914). He states that since 1905 repeated J 

observations of the seram agglutinin content have been 
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taught at the Bojal Army Medical College “and carried out 
by Army bacteriologists. ” Bat the first sentence of his own 
quotation from the Naini Tal reports throws an interesting 
light upon the latter claim, and in itself goes far to justify 
our statement. 

»a<ni Tat Report. 

•• It to probable that the abeenoe “ Some of these errors in dia- 
of accurate diagnosis in the past gnosis are due to the fact that the 
explains the fact that statistical men had been inoculated, and 
results arrived at in our Army therefore their blood gave a posi¬ 
tive not always been so convino- tlve Widal reaction, and they were 
ing as would otherwise have been diagnosed enteric fever on the 
the case.” strength of this alone." 

Captain Gibson then proceeded to urge that— 

*• The necessity for using Dreyer 4 ® technique.is not apparent, and 

equally reliable results can be, and have been, obtained when using 
Hring suspension of bacilli, 4 provided the suspension is standardised. 

This shows that the writer has failed to understand what is 
meant by standardisation of the agglutinabUity of a bacterial 
suspension. The standardisation of the agglutinability of 
living suspensions is no doubt theoretically possible, bat for 
any practical and routine purpose, it is quite out of the 
question. Indeed, one is almost driven to the hardly 
credible conclusion that, with Dr. Pan ton, Captain Gibson 
supposes the determination of a given opacity or number 
of bacilli present per c.c. of the suspension to constitute the 
“ standardisation ” of an agglutinable culture. 

At the end of the letter a case is stated against Dreyer in 
error, and with a degree of injustice which might have 
been avoided had the writer studied more attentively the 
authorities he quotes. He points out that Grattan and Wood 
mentioned in 1910 the frequency of loro titre of serum in 
paratyphoid A, and would appear to suggest that Dreyer was 
still ignorant of this fact in 1915, although Grattan, Dreyer, 
and Wood had been working together. This suggestion is 
based on Dreyer’s statement that 11 for a considerable time I 
did not know horn low is the agglutination given by para¬ 
typhoid A in certain cases.” But the explanation lies in 
the meaning of the words “ how low ” and in their context. 
Grattan and Harvey 10 found in 7 of their 8 cases** low 
dilutions (20 to 40), and always incomplete.” Grattan and 
Wood 9 mentioned that they had seen cases where the 
agglutination did not reach 1 in 10. Their statement with 
regard to diagnosis in paratyphoid A is given below, along 
with the oontext of Captain Gibson’s quotation from Dreyer. 


Grattan and Wood* 
(1910). 


Dreyer i (1915), 


••.a positive agglu- 44 One had always taken 1 in 25 as the limit 

tination for this below which no positive diagnosis should be 
organism in a dilation made. But In the case of paratyphoid A that 
of 1 in 90 is, in our Is wrong. If one uses standard cultures, and 
opinion, very strong follows the technique laid down for their 
evidence of the nature employment, I am now convinced that an 
of the patient’s fever.” agglutination of 1 in 10 is for all practical pur¬ 
poses diagnostic in cases of paratyphoid A. 


This (1 in 10) was the degree of lowness of titre for positive 
diagnosis, of which Dreyer (and everyone else) was pre¬ 
viously unaware. And no one had ever before suggested 
that paratyphoid A could be diagnosed with certainty (in 
non-inoculated and T-inoculated persons) on so low a titre. 
So far was the fact from being already familiar that 
Leishman 11 was even then unable to accept it, remarking 
with regard to this conclusion of Dreyer, 4 ‘ Personally, I 
think he goes too far because of the very low dilutions to 
which he attaches importance.” Dreyer, Grattan, and Wood 
worked in association for a considerable period, and ample 
time has passed since Dreyer’s statement was made for 
Grattan and Wood themselves to have drawn attention to 
any infringement of their priority had such existed. It can 
constitute no breach of confidence of any kind to state that 
Lieutenant-Colonel Grattan and Captain Wood were the first 
officers in the Royal Army Medical Corps to recognise fully 
the value of Dreyer’s method and to make use of it 
consistently. 
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It is of the highest importance to single ont from among 
those previously infected or exposed to infection the small 
but dangerous minority who form the little band of histolytioa 
carriers. This involves the expenditure of an enormous 
amount of time on the very necessary routine examination 
of all suspected fseces in order to detect the presence of 
protozoal cysts, more especially those of Entamoeba histolytioa. 
To fix and stain films from each of the large number of 
specimens requiring examination is impracticable owing to 
the amount of time involved. 

The usual method of detection is to examine wet prepara¬ 
tions, which is done, as a rule, in one of the two following 
ways. Having determined the existence of cysts by their 
higher refractility in a wet film preparation of fasces in 
normal saline, another similar film is made in which, how¬ 
ever, the saline is replaced by Gram’s iodine. This method 
obviously involves the making of two separate films. In the 
alternative method the first step as above described is 
omitted, and only a wet Gram’s iodine preparation examined. 
The object in using iodine is to bring out sufficient detail— 
more particularly the nuclear structures—in order to differ¬ 
entiate between oysts of Entamoeba ooli and histolytioa 
respectively. 

These methods are open to two important objections. 
The first, involving as it does two separate preparations, 
takes up too much time. In the second place, as the iodine 
in both methods stains the food debris more or less deeply, 
there is not sufficient colour contrast between the cyst and 
the debris surrounding it to enable it to be singled out 
rapidly and with certainty. Where cysts are very few in 
number, even an expert at snch examinations may miss the 
oooasional cyst on which a diagnosis alone may rest, while 
those less expert must spend a considerable amount of time 
carefully scrutinising everything in the film, and even then 
will probably frequently be in error. The lack of contrast 
in such preparations where there is so much similarly stained 
material to distraot the eye, necessitates considerable con¬ 
centration on the part of the observer, involving a greater 
expenditure of time and labour, and consequently allowing a 
greater loophole for error. 

In order to reduce the amount of time spent on such 
examinations to a minimum and to render it almost im¬ 
possible for even a novice to fail to detect the presence of 
cysts, I have devised the following stain mixtures. After 
trying various proportions, it has been found that a mixture 
of equal parts of the two stains used in any of the three 
following combinations will yield the best results. 

A. Five per cent, aqueous solution of KI saturated with 
iodine to whioh is added an equal volume of either— 

B. fl) A saturated aqueous solution of robin 8; or 

(2) A saturated aqueous solution of eosin; or 

(3) Stephens’s scarlet writing fluid. 

(Note.— 1 . I have found it necessary to specify this particular brand 
of red Ink as some brands are useless for the purpose. 2. Basic fuohsin 
cannot be used.) 

A few loopfuls of one of the above stain combinations are 
placed on a clean slide, a loopful of faeces taken and rubbed 
up with the stain to form a fairly smooth suspension, and a 
clean cover-slip gently lowered over the drop. To get the 
best possible definition it cannot be emphasised too strongly 
that the film so made should spread out under the cover- 
slip by capillarity so as to form the thinnest possible layer— 
preferably a layer which is no thicker than the diameter of 
a ooli cyst. Obviously no gross particles must be left in the 
film, otherwise the cover-slip will not lie flat. The exact 
amount of stain to place on the slide will soon be learned 
after one or two attempts, and will depend on the size of the 
platinum loop employed and the size of the cover-slip. It 
is also preferable, although not essential, to mix afresh for 
each day’s use the two elements of the combination stain. 
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I wish to point oat that the way in which the film is ma ie 
is a point of considerable importance, especially where 
rubin S or, to a less extent, eosin has been used in the 
combination ; for if the layer of fluid between the slide 
and cover-slip be too thick the superfluous film of fluid over- 
lying the cyst tends to render the latter less bright. In the 
case of cys r >8 of the size and shape of E. ooli or histolytica 
this makes very little difference, but if one is hunting 
specially for cysts of Lamblia intestinalis , and still more of 
Tetramitus mesnili , the colour contrast is not so marked owing 
to the smaller size of the cysts and the consequent thicker 
red layer of fl iid overlying them. Where the worker has not 
acquired sufficient dexterity in making such a film, the diffi¬ 
culty may be got over by his using rubin S or eosin of only 
half saturation in the stain combination, or by employing the 
scarlet writing fluid above mentioned. In this way the effect 
of the super-imposed deeper red is to some extent obviated. 

Another point to be noted is that where pressure has been 
applied to the cover-slip to cause the film to be spread out, 
many of the cysts, especially those of Entamoeba ooli , will be 
seen stained red by the red element of the stain combina¬ 
tion. This is due to the fact that the cystic sphere is very 
easily ruptured, thus allowing the red stain to penetrate. 
Close examination of such red cyRts will invariably demon¬ 
strate some rupture in the continuity of the cyst wall, which, 
as long as it remains intact, prevents the penetration of the 
red dye. Oatside such cysts part of the contents or one or 
two nuclei can often be seen lying more or less closely 
apposed to the rupture. While the vivid contrast between 
cyst and background is not so marked as in the case of non- 
ruptured cysts, it is nevertheless almost impossible to miss 
recognising them, as they stain a deeper tint of red than the 
surrounding background, while the nuclei are just as distinct 
and as easily demonstrated as in the unruptured cysts. It is 
here not a question of the cyst being degenerated, but merely 
of the healthy cyst being ruptured. With the eosin or ink 
combination such a cyst stains a bright cherry-red, while 
with the rubin S combination it is more of a terra-cotta tint. 

In a wet preparation stained according to the above direc¬ 
tions, there is a more or less homogeneous red background 
from which the cysts stand out as brilliant yellow or greenish- 
yellow spheres which even the veriest tyro cannot miss 
seeing. Such cysts have a very sharply defined outline 
which in the case of ooli and histolytica cysts appears, in 
the rubin S combination, using daylight as the illumination, 
as a sharp deep purple ring. In the case of other cysts this 
well-recognised outline is not so deeply coloured, although it 
is still tolerably sharp. The nuclear structures in the cyst 
stand out as prominently as with the old simple iodine 
method. Of course, where the light is too strong it may be 
necessary to dose the iris diaphragm slightly to bring the 
nuclei into relief. 

The method of stain which I here recommend is not, I 
need hardly say. a stain which will allow of a differentiation 
between cysts of Entamoeba ooli and kistoUtiea respectively. 
The various points which, in doubtful cases must be con¬ 
sidered before a definite opinion can be given, must be gone 
over in specimens treated with the above stain combination 
equally as in the simple Gram films. Where the examiner 
feels that it is necessary to measure the diameter of the 
cyst in order to differentiate between E. ooli and histolytica 
respectively, the wall of these two types of cyst is so 
sharply defined and so prominent—as above mentioned—that 
with an eye-piece micrometer measurement is easily and 
accurately made, inasmuch as the halation seen in simple 
Gram-stained preparations is completely eliminated. 

Although it is not pretended that the new stain com¬ 
bination can be definitely used as a means of distinguishing 
between cysts of E. ooli and E. histolytica respectivelv, there 
are one or two points about the staining properties which, to 
one who has examined many specimens, suggest the possi¬ 
bility of differentiation, although I am not prepared to say 
at present that in every case these can be reHed on solely. 
In the case of cysts of E. ooli and E. histolytica and of the 
so-called iodine bodies, to take the cysts most likely to 
require differentiation, there is to the practised eye a slight 
shade of difference in the colour-tone of the first two as 
compared with that of the iodine body. There is a less vivid 
colour in the case of histolytica as compared with ooli. which 
is the most, brilliant object of all in the field with the exception 
of plant hairs. With a low power the nuclei of ooli cyst* are 
easily seen as a rule, while those of histolytica are less evident. 
The iodine body appears less vivid than the histolytica cyst. 


probably partly by reason of the large iodine-stained masses 
which it contains. Its luminosity is less. Even with a low 
power, however, it is easy to differentiate the so-called 
iodine body from histolytica or ooli cysts, inasmuch as the 
first-named shows a well-defined round body at one pole 
which stains a very intense brown colour. Its outline is so 
sharply defined and its depth of colour so intense that it is 
easily differentiated from the immature ooli or from the 
histolytica cyst, which happens to contain a vacuole which 
takes up the iodine stain. Such a vacuole is rather diffuse, 
has no sharply-marked outline, and is such a faint brown 
tint that its margins seem to shade off into the surrounding 
colour of the cyst. Another point of difference between the 
so called iodine body and the cysts of ooli and histolytica is 
that the outline of the first-named is not represented by such 
a definite and sharp deep purple line. 

There is an indication also of a slight difference between 
cysts of ooli and histolytica respectively on close examination 
of the contents. Cysts of the latter type seem to present a 
slightly more granular appearance than those of ooli. This 
lessened granularity in ooli cysts may partly account for their 
extremely vivid brilliance. In this connexion it is interesting 
to note that the granularity of the so-called iodine bodies 
appears to resemble that of histolytica cysts, and this 
together with one or two other points might suggest some 
definite relationship between the two. I do not, of course, 
mean to say that because of this one supposed similarity the 
so-called iodine bodies are to be regarded as histolytica. 

It is to be noted that apart from using a combination stain 
mixed fresh each day it is also of importance to see that too 
much food d6bris is not used to make the film preparation. 
Where this precaution is neglected the iodine may be all 
absorbed by the gross matter present, leaving the cysts 
perfectly colourless. A little practice in making just the 
correct type of film will obviate this. 

The only other objects likely to be met with besides 
protozoal cysts which take on this vivid greenish-yellow are 
plant hairs and a few mould spores. The former, described 
in a former paper, are easily recognised for what they are, 1 
while the latter can be differentiated from cysts by their shape 
or size and by the absence of the characteristic markings of 
the various types of protozoal cyst. The vivid colour of plant 
hairs suggests that the walls of these protozoal cysts are com¬ 
posed, like the plant hair, of cutin. Blastooystis hommis , on 
the other band, always stains a cherry-red or terracotta colour 
according to the stain combination used. The large vacuole 
which is here contained takes on the same tint as the back¬ 
ground, while the nuclei pushed to the side stain deeply, as 
described in the last sentence. They are of vegetable 
origin and possess very thin walls, and with the combina¬ 
tion stain described in this paper it is impossible for them 
to be confused with true protozoal cysts, as is sometimes 
done by the inexperienced when the simple iodine stain is 
employed. 

What are probably dead leucocytes stain apparently 
varying tints of brown to greenish-yellow. All the other 
debris takes on a more or less brownish tint, while bacteria 
remain practically unstained, or, if they do stain, the deep 
red background in which they are prevents them, owing to 
their size, from becoming obtrusive and so distracting to the 
eye. 

The background, therefore, in such preparations is a 
more or less homogeneous shade of red according to the 
kind of stain combination used, in which the bacteria, for 
the reasons given above, do not force themselves on the 
vision, while the larger particles of debris, owing to their 
tint, do not obtrude themselves on the eye. The only 
objects which stand out in such glaring contrast with this 
background are the protozoal cysts especially those of ooli 
and histolytica , plant hairs, and to a less extent the iodine 
bodies, and a few mould spores. 

I wish here to emphasise the need for emploving the 
strong solution of iodine above mentioned in the stain com¬ 
bination. Even in preparations made with iodine alone, this 
will be found to be a great improvement on the ordinary 
Gram strength iodine, as nuclear and other details are much 
more strongly brought out. 

The tint of the background varies according to the stain 
combination URed. Rubin S necessarily gives the deepest 
red. eosin is deep with rather more yellow in it, while the 
Stephens’s scarlet writing fluid is similar to the eosin but less 


1 The Lutoet, 1916, ii., 1100. 
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intense and a more marked yellowish-red. To get the best 
•colour contrast between background and cyst wall it is a 
matter of great importance to take into consideration the 
ooorce of illumination used. Much the best contrast is got 
by u»ing the rabin S combination stain with daylight as the 
source of illumination. Failing this, white artificial light, 
and failing this, a deep blue screen must be inserted below 
the diaphragm in the case of the eosin and the ink 
•combination stains respectively, in order to cut off the yellow 
rajs. 

With ordinary strong daylight the rubin S combination 
gives a rose-red tint to the background, while with either of 
the other combinations the background is a sort of salmon- 
pink. From all, the cysts stand out a brilliant greenish- 
yellow, although the contrast is not so marked the yellower 
the background becomes. The best contrast effect can, 
however, soon be determined after a little manipulation by 
•each individual worker for himself, who must bear in mind 
the points mentioned above regarding depth of film, 
and so on. 

I wish in conclusion to express my thanks to Mr. R. 0. 
McLean, M.A., B.Sc., of University College, Reading, for 
much valuable help in connexion with the above. 

Summary. 

The stain combinations here recommended are devised for 
the purpose of detecting protozoal cysts in general and more 
particularly those of E. coli and E. histolytica , but they are 
not intended as a means of discriminating between ooii and 
histolytica cysts respectively, although there are some indica¬ 
tions that this mode of staining may aid in the differentia¬ 
tion. To get the best results attention must be paid to the 
various points mentioned. The advantages claimed for the 
above technique are these :— 

1. One or other of the stain combinations can easily be 
obtained and rapidly made up. 

2. The detection of cysts and their identification are 
carried out in one and the same preparation. 

3. The contrast in colour is so striking that the cysts 
cannot be mistaken for anything ebe and the veriest tyro 
cannot fail to detect them if present. The possibility of 
missing a carrier is reduced to a minimum. 

4. Without using too thick a preparation, it is neverthe¬ 
less possible to use slightly more fasces at one examination 
than by the simple iodine method. The cysts can be picked 
out quite easily even in a thick clump of d6bris, and this is 
not always possible in a simple iodine preparation. 

5. Where doubt exists as to whether a particular cyst is to 
be classified as ooli or histolytica , accurate measurement— 
formerly considered a point of crucial importance but no 
longer to be relied on—is facilitated, since the effect of 
halation is practically eliminated. 

6 . The method above described reduces considerably the 
time spent on such examinations, a point of some importance 
where many specimens have to be examined in a day. A 
positive film even in the hands of the less experienced can 
be recognised at once, while a negative film may be labelled 
so with certainty inside two minutes. 

7. Where the observer is hunting specially for the smaller 
cysts, such as those of Tetramitns mesnili -. the Stephens’s ink 
combination may be found preferable, although it does not 
give such a definite colour contrast with the larger cysts. In 
all cases the film made should be the thinnest possible, and 
the source of illumination should be taken into account. 8 


* Since writing the above the Director of the Wellcome Research 
Bureau has kindly given me a reference to a wet-stain method described 
by Kuenen in a paper, “Sur la Dysent^rie Amoeblenne,” published at 
Saigon in 1913. In this paper the stnin used was a single one, either 
•oein. methyl-blue, or Iodine by itself. Eosin alone, as recommended 
In this paper, is poor, and not even as good as iodine alone. 

Reading. 


Royal Victoria Hospital, Belfast. —At the 
Annual meeting, held on March 29th, it was reported that 
during 1916 there had been 3437 intern and 28,413 extern 
patients, a daily average of 518 patients, in the hospital, and 
that over 2200 operations had been performed. Though the 
annual subscriptions have increased, it is estimated that an 
additional sum of £5000 will be required during the current 
year, owing to the continued rise in the cost of materials. 
Five members of the medical staff are at present at the 
front. A bequest of £10,000 from the estate of the late Miss 
Kennedy was announced. 


TOXIC SYMPTOMS AFTER THE USE OF 
BISMUTH PASTE. 

By F. A. HEPWORTH, F.R.C.S. Eng., 

TEMP. MAJOR, R.A.M.C. ; CHIEF RESIDENT 8UROEON, WHARNCLIFFE 
WAR HOSPITAL, SHEFFIELD. 


In vjew of the increased use of bismuth paste and its 
great value in the treatment of infected wounds, I venture to 
pablish the result of an investigation into a number of cases 
suspected of poisoning which have occurred in the surgical 
wards of the Wharncliffe War Hospital, Sheffield. 

Five men have been found to show symptoms suggesting 
plumbism, and although under the care of different surgeons 
and in different wards they are alike in suffering from severe 
septic wounds and in the fact that all were treated by the 
application of bismuth and iodoform paste (B. I.P.P.) accord¬ 
ing to Professor Rutherford Morison's technique. This paste 
has been in use here from September, 1916, and is still being 
used. The method was very kindly demonstrated to me by 
Professor Morison in November, and has been proved to be 
very beneficial. 

Up to Nov. 3rd the paste was prepared from bismuth 
carbonate, which was afterwards tested, and no lead 
contamination discovered. After Nov. 3rd a new lot of 
bismuth subaitrate was used, as in Professor Morison’s 
formula ; this stock lasted for about four weeks, and it was 
among the cases treated during this period that those sus¬ 
pected of poisoning occurred. Unfortunately, the subnitrate 
was used uj>before the symptoms tiad been noticed, and the 
drug was therefore not analysed. Since the beginning of 
December, both bismuth carbonate and subnitrate have been 
used, and both have been examined and declared lead-free by 
Staff-Sergeant F. C. Thompson, D So., R.A M C. The method 
of testing is added to this report as a separate note. The 
drugs have all been obtained from the base medical stores at 
York. 

In this report seven cases arc included, all of which were 
treated by the Morison method ; they represent all the most 
severely wounded and most septic cases treated with the 
bismuth paste at that time. Many slighter cases were 
similarly treated, but none showed poisoning. Of the seven 
cases, five had symptoms of poisoning, and two were free. 

In the accompanying table, which gives details of the 
cases, it will be seen that four patients developed a blue line 
on the gums. This was first noticed in Private Y., who com¬ 
plained of a sore month 10 to 14 days after his operation, and 
was found to have a broad band of bluish pigmentation 
inside the cheeks, and on the sides of the tongne, as well as 
an unusually thick line on the gams. Other patients were 
then examined and three more were found with less notice¬ 
able, but still distinct** blue lines Sergeant R., Private B., 
and Private D. 

A uremia was present in all seven cases, and disappeared as 
the woun ls healed. Constipation was especially noticeable in 
Private Y. Both symptoms are so common among men 
with severe wounds that they are of little diagnostic value. 
No neuritis, wrist drop, colic, or headache has been noticed. 
Mental stupor was a troublesome feature in one patient 
(Private D.), but had been developing before his treatment 
with bismuth paste. 

Lots of sphincter control, delirium , and sleeplessness con¬ 
tinued for two or three weeks in the case of Private J. B., 
who was extremely ill and thought to be dying. His infec¬ 
tion was severe and his knee-joint was involved. Improve¬ 
ment followed, not directly after amputation, but as the 
suppurating amputation wound cleaned up. His symptoms, 
therefore, may have been due to plumbism, but are much 
more likely to have been caused by septic intoxication or 
iodoform poisoning. 

Blood changes were looked for by our pathologist, Major 
A. E. Naish, R.A.M.C. (T.), but no grannies were found in 
the corpuscles. Th6 urine was also examined for lead, but 
no trace found in any case. 

Opinion was, at first, strongly in favour of the view that 
the symptoms in these patients were doe to l* ad absorption, 
especially as the cases occurred while one particular batch of 
bismuth preparation was in use. But in Sir Thomas Oliver’s 
book on “Lead Poisoning,” p. 135. it is stated that— 

A blue line on the gums, with difficulty distinguished from 
that caused by lead, may be observed in persons 10 whom 
large doses of bismuth have been administered by the mouth: 
or who, as the subjects of empyema, have had injected 
into the fistulous track in their thoracio wall blsmnth 
emulsion. 
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Details of Cases, including those with Toxic Symptoms after Use of Bismuth Paste. 






Date of 



_ 

Disease. 

Date 

of 

Severity and character of 
wounds. 

operation 
and applies- 

Date of 
sym- 

Severity and character of symptoms. 



wound. 

tion of 
B.I.P.P. 

ptoms. 



Pte. 

g.s.w. both legs. Doable 
amputation in France. 

July 7, 
1916. 

Large granulating flap 

Double re- 

Deo. 16 

On Dee. 16,1916, oomplained of sore month ; had 

Y. 

wounds at level of 

amputa- 

onwards. 

broad blue line on gums and cheeks Dec. 2C 



knees. 

tion. 


Constipation; no colic; anaemia. Woutils 




_ 

Dec. 5,1916. 


healed by Dec. 30. 

Pte. 

e.s.w. left thigh, o.s.w. 

Aug. 6, 
1916. 

Both wounds severe. 

Nov. 17,* 

Deo. 20. 

Bine line on gums, Dec. 20th. Mental stupor on 

D. 

left foot. Comp, fracts. 
of femur and tarsal 

Much suppuration. 
Fractured femur in 

1916. 


Dec. 1st, bat had been dUAoult to manage ami 
stuporose to less extent daring early part of 
November. Anaemic all the time. Woninia 



bones. 


bad position. 








healed by Jan. 7th, 1917. 

Pte. 

o.s.w. left a ho alder. 

Oct. 25, 

Wound pouring with pus. 
Temperature lQ3° every 
evening. 

Nov. 12, 

— 

No toxic symptoms. Steady improvement. 

M. 

Fraat. of greater tuber¬ 
osity of humerus. Joint 

1916. 

1916. 



involved. 





Pte. 

G.s.w. right thigh. Comp. 

Nov. 10, 

Septic wounds. Femur 

Nov. 27. 

About 

Well-marked blue line on gums. Anaemic (but 

B. 

fract. femur. GJ3.W. 

left wrist. 

1916. 

comminuted. 

1916. 

Dee. 20. 

was so before operation). 

8 t 

G.s.w. right shoulder. 

Nov. 13. 

Deep wound tracking 

Nov. 27, 

About 

Pyorrhoea alveolaris, with thin blue line 

Fract. of greater tuber¬ 

1916. 

behind joint, and under 

1916. 

Dec. 20. 

gums. Transient anaemia. 


osity of humerus. Joint 
Infected. 


scapula. Septic. 




Pte. 

(a) o s.w. left buttock. 

Nov. 16, 

Infected, but well treated 

(1) Nov. 27; 

Dec. 4th 

No blue line on gums. Delirium; sleeplessness 

J.B. 

(b) G.8.W. left thigh. 
Comp, fract. femur. 

1916. 

by Carrel method. Bone 

(2) Dec. 14. 

and 

high temperature; loes of control over 
sphincters. All these symptoms were con 
sldered to be due to septio Infection. 

No toxic symptoms. Progress in this case waa 



projecting into supra¬ 


later. 


Knee-joint Infected. 


patellar pouoh of knee. 
Track through thigh from 



Pte. 

G.8.W. right thigh. Comp, 
fract. of femur. 

Sept. 15, 

Oct. 27, 

Nil. 

H. 

1916. 

side to side. Septio. 

1916. 


much better after the use of the bismuth paste. 



, 

Bone comminuted. 



He had shown practically no improvement 
previously. 


And in our oases, with the exception of the “blue line,” 
no typical symptom of plombism has been present, although 
with so intense a bine line as occurred in the patient, 
Private Y., other symptoms might reasonably be expected to 
occur. In view of the importance of a correct diagnosis it 
is very unfortunate that none of the bismuth preparation 
used in treating these particular cases was obtained for 
chemical examination. 

I desire to acknowledge the help of Major Naish, 
Mr. M. H. Phillips, and Dr. J. O. Maddison in the investigation 
and treatment of the cases referred to. 

Method used jor detecting a trace of lead in bismuth carbonate 
or subnitrate f by Staff-Sergeant F. C. Thompson, D.So., 1 


THE 

RELATION OF STRUCTURE TO FUNCTION 
AS SEEN IN A MECHANISM OF 
THE VENOUS SYSTEM. 

By F. WOOD JONES, D.Sc., M.B., B.S. Lond., 

PROFESSOR OF ANATOMY, LONDON SCHOOL OF MEDICINE FOB WOMEN. 


It is difficult to imagine that the arrangement of the 
venous system, to which attention is directed in this note, 
can have escaped the observation of anatomists and 
physiologists from the time of Harvey onwards. When 
once the cardinal facts of the circulation of the blood had 
been demonstrated it is beyond belief that any mechanical 
aid towards the efficiency of the circulation should have 
escaped notice. But recorded observations upon this 
particular detail have not so far been encountered in the 
literature ; and it is to be remembered that a just conception 
of the mechanism of venous return came relatively late in 
the story of unravelling the mysteries of the circulation. 

That John Hunter had no note upon it, in such of his 
manuscripts as are lost to us, is difficult to believe. But had 
the observation ever received common currency it is unlikely 
it would have escaped the attention of the Rev. William 
Paley, nor could it have failed to furnish material for 
a Bridgwater treatise. However, this particular phase 
of anatomical literature does not dwell upon the detail 
to which attention is here directed, and this silence is shared 
by modern text-books on anatomy and physiology. It is this 
fact which alODe justifies publication to-day. That a search 
of the literature has not revealed an exposition of a simple 
mechanical contrivance in the animal body is my excuse for 
publication, but I would apologise in advance to such 
eighteenth century philosophers as may have appreciated 
and recorded the conditions in works which I have, so far, 
overlooked. 

The primary tubular elements of the vascular system are 
primitively pulsatile, and this pulsatile power is manifested 


R.A.M.C.—The usual tests for lead are useless. When dis¬ 
solved in nitric acid, lead can be precipitated as Pb0 2 on the 
anode of an electrolytic cell, while oismuth goes to the 
kathode. The following method, which is simple, very deli¬ 
cate, and requires no special apparatus or skill, has been 
worked out for the purpose. 

Dissolve 5 grammes of the bismuth compound in 10 c.c.fof 
concentrated hydroohlorio acid. Dilute until bismuth oxy¬ 
chloride is just precipitated, and re-dissolve in a few drops of 
HC1. Filter if necessary through a dry funnel into a dry 
beaker. Add 3 c.c. concentrated sulphuric aoid, cool 
and add an equal bulk of alcohol, ana put aside. 0*07 
per cent. Pb gives a milkiness in about five minutes. 0*02 
I to 0*03 per oent. Pb gives a faint milkiness in about four 
1 hours. 


at an extraordinarily early period. Not only is the first 
formed heart-tube capable of contraction and dilatation, but j 
every mesoblastic muscular cell of the primary tube is j 
endowed with an inherent power of rhythmic movement. 
By this power, aided by a secondary valve system, the blood 
is urged onwards to distal parts of the body. But when the 
blood, so urged, has come to the end of the outgoing arterial 
system and enters upon its meandrine pilgrimage of the 
tissue spaces it loses, little by little, this propulsive > 
vis a tergo. Yet from its tissue wanderings the blood still j 
has to find its way along the veins upon its return journey to 
the heart. ! 

It is obvious that, under normal circumstances, this ' 
journey has to be undertaken in the absence of any effective 
pulsatile propulsion from the heart. Many mechanical aids 
may come to the assistance of the returning venous stream. 

In the first place, since pulsation ^ so inherent a property 
of embryonic vascular channels, it might be expected that j 
pulsatile veins should not be unknown; and, as a matter 
of fact, their existence has long been demonstrated, and 
the occurrence is highly instructive. In 1851 Professor 
T. Wharton Jones 1 first noticed pulsation in the veins coursing 
in the membrane of a bat’s wing. On the average the veins 
contracted 10 times every minute, and these contractions, 
aided by a system of valves, were seen under the microsoope 
to propel the blood onwards towards the heart. Such a . 
striking phenomenon at once arrested his attention, and 
formed the subject of a series of communications to the 
Royal Society. The circumstance also demanded an 
explanation, and Wharton Jones suggested that such an 
arrangement was necessary in the bat’s wings, since they 
‘ * on account of their extent are, as regards their ciroula- , 
tion, in a considerable degree, though not entirely, beyond | 
the sphere of the heart s influence.” This explanation may 
be partly satisfactory, but it cannot wholly account for the 
phenomenon. Many structures as far removed from the 

i Disoovery that the Veins of the Rat’s Wing (which are furnished 
with Valves) are Endowed with Rhythmical Contractility, and that the 
Onward Flow of Blood is Accelerated by Bach Contraction, Phil. Trans., 

Feb. 6th, 1882. 
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sphere of the heart's influence could be cited, and pulsatile 
venous channels in these structures would be sought in 
vain. The peculiarity of the veins of the bat’s wing mem¬ 
brane lies in the fact that they course in an outlying part 
of the body which is totally unprovided with muscles 
capable of exerting pressure upon them. In the absence 
of skeletal muscle masses in this very specialised manus the 
pressure which urges the blood onwards must be furnished 
by the muscle of the veins themselves, and the primitive 
pulsatile possibilities of vascular channels is called into 
being. 

That the pressure exerted by surrounding skeletal muscular 
masses is the chief agent in propelling venous blood along 
the veins is not to be doubted, and this fact is recognised by 
every physiologist. It is the purpose of this note to point 
out that in this method of producing venous return structure 
is related to function in a very striking manner. 

We may make a generalisation, which amounts to the 
statement of a definite law of animal economy, that (1) venous 
channels which run their course in the midst of muscle 
masses are multiple; and that (2) when emerging into inter¬ 
muscular spaces these plexiform vessels unite to form single 
channels again. This might be translated into the terms of 
anatomical nomenclature by saying that arteries are accom¬ 
panied by single veins in intermuscular spaces, but are 
accompanied by irregular and multiple venm comites when 
passing in intramuscular planes. 

This is a very simple arrangement, but it has led to many 
complications in anatomical nomenclature. Anatomists 
rather despise veme comites, since they are irregular and 
variable channels, and in many cases these vense comites are 
but ill-described and often they are not named harmoniously 
with the terminology employed for the accompanying artery. 
The anatomical purist prefers a discrete and constant channel 
to which to assign a definite name. Instances could be 
multiplied to weariness, but it will be enough to point to the 
radial and ulnar veins which have no precise anatomical 
relation to the like-named arteries, which are themselves 
accompanied by venae comites. The radial and ulnar veins 
are, properly, the complex venous channels which accompany 
the radial and ulnar arteries in their course among the 
muscles of the forearm. This question of nomenclature will 
not be proceeded with further ; the purely functional mean¬ 
ing of the arrangement will alone be dealt with. 

It is obvious that if blood is to be squeezed back to the 
heart by the pressure of muscular masses the most efficient 
mechanical disposition will be achieved by a large series of 
venous channels containing a large amount of venous blood 
becoming subjected to pressure whilst lying in the midst of 
contracting muscle masses. We may say that in the inter¬ 
stices of muscle groups there is a valved venous sponge 
which is squeezed by the muscles when they undergo con¬ 
traction. But muscle groups have a definite disposition 
and spaces exist between the groups—notably at the flexor 
surfaces of the joints in the limbs—and in these spaces no 
pressure is exerted. In these spaces the meshwork of 
venous channels gathers itself together again and forms a 
single tube, and this tube is invariably equipped with well- 
developed valves. The sponge is emptied by muscle 
pressure into this tube and the return of the blood is 
made impossible by the presence of the valves. In a 
simple mechanical way the intramuscular venae comites may 
be likened to the bulb of a syringe which is compressed by 
the muscles ; the single-valved channel to the valved nozzle 
of the syringe. 

Now, it is to be noted that this arrangement may be 
several times repeated upon the course of an individual 
Venous chancel, the repetition occurring as often as the con¬ 
ditions of subjection to muscular pressure and freedom from 
this pressure may recur. In the limbs, for instance, there 
is an intramuscular pressure sponge, or syringe bulb, in each 
segment, represented by the complex, deeply seated venae 
comites of the named arteries. In the flexor inter¬ 
muscular space over each joint is a single, valved channel 
or syringe nozzle. The blood is therefore squeezed from 
stage to stage by the pressure of a series of reservoirs 
connected up in line, as one might imagine a linked series 
of Higginson’s syringes. 

It is at once apparent that such is a highly efficient 
mechanism when limbs, or parts, are moved in orderly 
and leisured fashion, segment by segment. But if the 
whole limb or part be thrown into a state of contraction or 
if the contraction of the several segments follow one another 


with great rapidity the several groups of deep intramuscular 
veins may be compressed simultaneously or in very rapid 
succession. Such a state of affairs would lead to a blockage 
of the venous return from the part. In order to meet this 
demand a second system of superficial veins, which are not 
subjected to muscle pressure, is called into play. We may 
make a second generalisation and state that— at all those 
points at which the deep intramuscular veins become freed from 1 
pressure and appear as single , valved tubes there are connecting , 
valveless branches between the deep and superficial veins , ami at 
each of these points an alternative course is offered to the blood. 

When the muscles of the next segment nearer the heart 
are relaxed the blood will return by the deep intramuscular 
veins, gaining an added impulse by the next contraction of 
the muscles, but when these muscles are contracted it can 
pass by the superficial veins to the next discrete channel 
beyond the contracted muscle mass. It is not necessary to 
press this matter further, since its simplicity is self evident 
and a diagram is added to render the details more obvious. 

One or two simple 
outcomes of this 
arrangement are, 
however, worthy of 
notice. 

When the muscular 
system is entirely 
relaxed, as in sleep, 
the heart will propel 
blood to its distal 
arterial ramifica¬ 
tions, but the absence 
of muscular contrac¬ 
tions will impede its 
return to the heart ; 
venous blood will, 
therefore, tend to 
accumulate in the 
relaxed distal parts. 
In this way a large 
proportion of the 
blood of the body 
may become lodged 
in the venous system. 
Upon waking this 
blood must be re¬ 
turned to the heart 
to ensure the proper 
arterial supply to the 
brain and other 
organs. It is for this 
reason that muscular 
contractions of the 
limbs—the familiar 
stretching — accom¬ 
pany the waking of 
such animals as sleep 
lying down in a state 
of muscular relaxa¬ 
tion. Yawning, by 
causing a suction in 
the thorax and a 
compression of the 
abdomen, attains the 
same ends. The blood 
is squeezed home 
from outlying parts 
into the cavities of 
the body, and finally 
to the heart. It is noteworthy that animals which do not lie 
down to sleep, or do not thoroughly relax their muscles in 
sleep, do not stretch or yawn when waking. 

One other effect is of peculiarly human interest. If the 
legs are dependent, but are not engaged in any special 
muscular activity, venous blood will tend to gravitate into 
the veins. The dfeep intramuscular veins are supported by the 
muscles and cannot overfill, and there will therefore be a 
tendency for the superficial veins to become distepded with 
blood. This is the etiology of varicose veins in sedentary 
persons. On the other hand, if the intramuscular veins are 
vigorously and continuously compressed by muscular action, 
the burden of returning the venous blood will again be 
thrown upon the superficial veins. This is the etiology of 
varicose veins in athletes. 



Purely diagrammatic repreeentatlon of the 
venous circulation of a limb. A , Superficial 
(subcutaneous; veins. B, Veins (in shaded 
areas) which run in the midst of muscle 
masses. C\ Single channels in the inter¬ 
spaces between the muscle masses of 
different segments. D, Distal extremity. 
P, Proximal extremity. 
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A ROTE ON THE 

IMMEDIATE AFTER-TREATMENT OF THE 
GUILLOTINE AMPUTATION STUMP, 

AND THE PREVENTION OF SECONDARY HEMORRHAGE. 
By H. F. WOOLFENDEN, F.R.C.S. Eng., 

CAPTAIN, R.A.M.C. (T.C.) ; 

AND 

J. CAMPBELL, M.D. Liverp., 

CAPTAIN, R.A.M.C. (8.R.) 


The guillotine amputation s)ump usually arrives in the 
base hospital with a not inconsiderable amount of retraction 
of the skin, more especially after it has been-treated for 
several days without any effort being made to prevent the 
retraction. Any extension applied to the skin in order to 
be really effective should commence immediately after opera¬ 
tion, be continuous, and result in a more or less complete 
covering in of the stump. These ends seem to be most 
satisfactorily attained by the following method, which we 
have used for a long time in such cases in the hospital with 
which we are connected. 

On the completion of the amputation each of the 
quadrants of skin is perforated with the knife by a pair 
of stab incisions ab^>ut 1 inch apart and inches from 
the edge, and a loop of sterilised tape 10 inches long is 
passed through each pair of perforations (as Bhown in the 
diagram) so that the tension is borne by the surface of the 
skin when the loop is pulled on. The loops 
of tape are gently pulled down by the 
assistant and the stump is dressed and 
firmly bandaged. After this the stump is 
placed in an ordinary Thomas knee or arm 
splint and supported in the usual fashion. 
The loops of tape are then attached to the 
end of the splint by fairly stout rubber 
tubing tightened to the required degree 
and altered from time to time. Any 
subsequent dressing can readily and easily 
be accomplished without slackening the 
extension by merely removing the dressing 
from between the loops of tape. On the 
second to the fourth day the tapes are 
removed and the extension is kept up by 
strips of crinoline bandage. To the edge 
of one end of each strip arc attached a 
pair of ordinary metal hooks. These pieces 
of bandage are glued to the skin by collodion 
wir-h the hooks placed about 1 or 2 inches 
from the skin edge. A loop of tape is then 
passed round the hooks and rubber applied 
- - as before. The hooks and oollodion are 
to'the^lfiotlne t*#* 1 changed every two or three days. It 
amputation is most important that the skin should 
stump, s, skin in- never be allowed to retract when changing 
r," nib be ^tubing! fc ^ e soiled hooks ; this can be prevented 
by an assistant keeping the skin drawn 
down. The object of the elastic extension is to maintain a 
continuous pull on the skin as it stretches under the extension. 

By the above means every guillotine amputation can be 
easily transported, nearly every stump almost completely 
covered in when discharged to England (more especially if 
short flaps of 3 inch to 1 inch have been made at the time of 
the operation), the stay of the patient in hospital con¬ 
siderably diminished, and the necessity of subsequently 
shortening the stump obviated, or at any rate the amount of 
bone requiring removal much lessened. Jn addition the 
stump is considerably steadied, with consequent greater 
comfort to the patient. 

It is our invariable practice^o raise the head of the bed, 
so that the amputation stump looks slightly downwards. By 
this means tracking of sepsis along the fascia 1 planes, so 
frequently seen when the stump is raised, becomes of quite 
rare occurrence. The pain of subsequent dressings is largely 
obviated by spreading out a single layer of gauze over the 
raw surface of th* stump, and then packing the dressings on 
its surface, or by the use of gauze soaked in glycerine. 

The writing of this note has been suggested during the 
last few weeks by the arrival in hospital of quite a large 
number of guillotine amputations in which no effort at all 
has been made to prevent skin retraction. No originality 



Diagram to show 
method of apply- 


is claimed, as extension in some form to the flaps has been 
used in France for some time ; but this method has the 
advantage that the extension can be maintained during 
transit by train or boat. 

Secondary Haemorrhage from the Main Artery in Amputation 
Stumps. 

During the treatment of very many amputations which 
have been done in casualty clearing stations and in this 
hospital there is one slight modification of the orthodox 
method that has suggested itself to us. The cut artery in 
many instances is found to have retracted about £ inch 
above the level of the cut muscles. The pocket so left 
becomes the 6eat of suppuration and the source of infection, 
which extends some distance upwards along the outside of 
the artery. This localised suppuration persists for some 
time after the rest of the stump has become healthy, and is 
a very common cause of secondary haemorrhage from the 
main artery. Moreover, when such haemorrhage occurs the 
difficulty of re-ligaturing the artery is increased on account 
of its retraction. 

What happens is, we think, the following. The fleshy 
part of the limb is cut through by one sweep of the knife. 
Owing to its elasticity the artery retracts. It is then seized 
by the forceps, pulled down, the tissues round it cleared, and 
the artery tied and let go. It retracts a little further and the 
opened-up fascial plane becomes the seat of suppuration round 
the end of the artery. To obviate this we have made a 
practice of exposing the artery about 1£ inches below the 
level at which we intend to divide the muscles. We then 
divide and tie the artery and vein at this level, so that when 
the amputation is completed the vessels are projecting out 
from the stump. By this means the incidence of secondary 
haemorrhage from the main vessels has, we think, been very 
much lowered, and in the few cases in which it has occurred 
it has been very much more easily dealt with, as the end of 
the artery can be readily re-ligatured without the necessity of 
further incision. 

The oocu/rrcnce of secondary hcemorrhage in wounds generally. 
—Another very fertile source of secondary haemorrhage is 
the leaving of a stiff rubber tube in contact with a large 
arterial trunk after the operation of draining a wound, with 
the almost certain result that ulceration of the vessel occurs, 
followed by fatal haemorrhage in many cases. It would at 
first sight seem unnecessary to point this out, but we can 
recollect very many patients coming down from the casualty 
clearing stations with large rubber tubes pressing against 
their femoral or brachial arteries. These have always been 
immediately removed, but only too frequently the damage 
has already been done, and within a few days dangerous and 
often fatal haemorrhage takes place from the eroded artery. 


Jfftebkal Somtiw. 


MEDICAL SOCIETY OF LONDON. 


Traumatic and Arterio-venous Aneurysms • 

A meeting of this society was held on April 2nd, 
Lieutenant-Colonel D’ARct Power, the President, being in 
the chair. 

Colonel Charters J. Symonds, who opened the dis¬ 
cussion, said that whilst many cases of arterio-venous 
aneurysm had been submitted to operation since the war 
began, others had remained untreated; it would be very 
valuable to see both groups and so modify the views currently 
held. His experiences had led him to correct some of his 
former views. The most interesting form of aneurysm was 
that in which there was a communication between an 
artery and a vein, either direct or by the intervention of a 
sac. In some the communication was set up within a 
few hours of the trauma; in otherR there was con¬ 
siderable delay. He asked for experiences as to the 
secondary effects of aneurysm, such as were alluded 
to by Sir George Makins and by Dr. Bernheim, of 
America, especially cardiac and circulatory di.-abilities. 
The local condition in some varix aneurysms was import¬ 
ant ; in those involving the common femoral artery and the 
profunda femoris there was enormous dilatation of veins, 
so that they looked like sinuses running through the 
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muscles. The difficulty in arresting haemorrhage in these 
was very great. After giving particulars of a number of 
these he proceeded to discuss the treatment. In aneurysm 
of the posterior tibial artery the disability was very slight; 
this was also true for those at the bend of the elbow. When 
an aneurysm existed at the base of the skull, so that the 
patient was kept awake at night and had nerve disturbance 
in consequence, it was advisable to operate. Sir George 
Makins’s view was that aneurysmal varices seldom 
required operation. He described by means of diagrams 
the various operative procedures which had been devised 
for aneurysm and the degree of success which had 
attended them in his own experience. Gangrene was 
a serious danger in operations on the common femoral; 
in the South African War it occurred in 50 per cent, 
according to Makins. In aneurysms below the middle 
of Hunter’s canal his experience was that gangrene did not 
follow ligature of the vessels. With regard to arterio-venous 
aneurysms Sir George Makins was strongly of opinion that 
these should be left for from two to three months to con¬ 
solidate and contract and to permit the establishment of a 
collateral circulation. But the speaker suggested that it 
might be wiser to operate on them early, in the same way as 
upon a wounded artery, thus avoiding the trouble due to 
adhesions which followed passive waiting. Procedures 
which might be useful were temporary ligature of a large 
artery through the abdomen or compression of the common 
iliac artery by a band of deep fascia being sewn over it or 
using a portion of saphena vein sufficient to encourage early 
collateral circulation. In aneurysm of the carotid there was 
danger of the supervention of hemiplegia, one or two 
examples of which he related. He thought that much could 
be said in favour of operating earlier than Sir George Makins 
advocated. The formation of adhesions and the development 
of a large number of thin-walled vessels, which were particu¬ 
larly hampering if the operation indicated was suture of the 
aperture in the artery, had to be taken into account. 

Major R. H. Jocelyn Swan spoke of the need for dis¬ 
tinguishing between arterial bsematoma and arterio-venous 
aneurysm. By the former was meant a collection of fluid 
blood and clot contained under pressure in the mhscular 
and fascial planes of the limb into which blood is forced from 
a laceration in the wall or complete severance of an artery 
or a large branch of it. The clot might become softened by 
direct infection from the external wound, when secondary, 
haemorrhage might occur, or, as was more common, the 
surface wound healed, whilst the impact of the circulating 
blood hollowed out a cavity in the recent clot, which by 
organising formed a more or less thick-walled laminated sac 
with smooth inner lining, resulting in a pulsating swelling 
and forming the false or traumatic aneurysm. At the 
same time, as the result of infiltration of the tissues by 
serum and leucocytes, a good deal of matting and fixation 
of the sac occurred and the anatomical lines were obscured, 
conditions which caused difficulty when an attempt was 
made to remove the sac at an operation and might render 
the main vessel hard to find at some distance from the 
aneurysm. An arterio-venous aneurysm implied a wound 
both of the artery and vein, with a communication between 
them. This might be direct—aneurysmal varix. This simple 
form was uncommon; it was more common to find an 
aneurysmal sac at the distal side of the artery in addition 
or a sac lying between or on a side of both artery and vein, 
with which both communicated. In some cases the sac 
seemed to be formed mainly from the venous injury. An 
arterio-venous aneurysm might not be noticed for some weeks 
or months after the injury. Of the recently published cases 
of aneurysm following gunshot injuries, of 146 which were 
operated upon, 106 were false aneurysms and 40 of the 
arterio-venous variety. In his own 23 cases 16 -were 
false and 7 arterio-venous. With regard to situation. 
40 occurred in the upper extremity and 90 in the lower, 
12 of the remainder being in the carotids. The proportion 
of arterio-venous to false aneurysms was greater in the larger 
vessels; in the femoral it was 14 to 31. in the popliteal 
8 to 21. in the posterior tibial 2 to 13, whilst in the axillary 
it was 3 to 9 and in the brachial 2 to 14. In the neck there 
were 8 arterio-venous aneurysms to 4 traumatic. The 
physical signs of arterio-venous aneurysm differed from 
those of false aneurysm. The bruit, which might be 
systolic at first, became a more continuous rumble, and was 
conducted more widely both along vessels and bones. The 


thrill was coarser and bubbling and often appreciated by the 
patient. The swelling of a varicose aneurysm was usually 
smaller and less defined than that of a false aneurysm. Deal¬ 
ing with treatment, he advised delaying operative procedure 
for some weeks unless untoward symptoms, such as gangrene, 
rapid increase in the size of the swelling, or increasing pain 
from pressure upon nerves, * should force one’s hands. In 
most cases of arterial hsematoma he advised complete rest 
in the hope that the whole might consolidate, whereas if a 
traumatic aneurysm developed it could be dealt with sub¬ 
sequently. If an arterial hsematoma were opened it might 
be very difficult to pick up the injured vessel, whereas a 
proximal ligature of the main trunk at the seat of election 
was to be avoided, for not only had the collateral circulation 
been given little chance of establishing itself, but also it 
might be seriously interfered with by the pressure of the 
mass of blood-clot in the tissues. Further, the haemorrhage 
might proceed from a large branch and not from the main 
trunk, while ligature of the main vessel might determine 
the onset of gangrene in the limb. When a false aneurysm 
was present the patient should be kept at rest with slight 
pressure on the swelling and the latter carefully watched for 
any increase in size. Although operative treatment would 
generally be necessary, it should be deferred, if possible, 
until all wounds were firmly healed and collateral circula¬ 
tion had had a good chance of becoming established. . The 
difficulties were lessened rather than increased by waiting. 
If the swelling had not appreciably diminished in 6 to 8 weeks, 
if signs of increase were present, or if pain from nerve 
pressure became marked, operation should be undertaken. 
In most of his operations he had been obliged to abandon 
an attempt at suture and to rely upon obliteration of the 
vessel by ligature. The operation should aim at reconstruct¬ 
ing the lumen of the injured vessel by suture; when this 
was not feasible, ligature immediately above and below the 
injury should be carried out and the sac emptied and obliterated 
by suture. It was neither advisable nor necessary to attempt 
removal of a large sac. By opening the sac one made certain 
that no branch led into it which would keep up the aneurysm. 
In arterio-venous aneurysm operation would seldom be 
required for direct fistula. When the artery and vein were 
in communication through a sac, operation was needed, 
owing to the gradual increase in size of the swelling. He 
believed that ligature of both the artery and the vein, above 
and below the aneurysm, would be found to be the best that 
could be done where immediate suture was impracticable. 

Major W. McAdam Eccles remarked that Colonel Symonds 
thought it would be well not to wait before operating on 
ar’erio-venous aneurysm and ordinary traumatic aneurysm, 
whilst Major Jocelyn Swan thought it wise to wait. He 
believed that both were right. In the case ot aneurysm in 
the neck he considered that the sooner one operated the 
better; but when the situation was one of the limbs, it was 
right to wait for collateral circulation to be established. So 
far he had not had a case of gangrene of the lower limbs, 
because he had waited for months in these cases. 

Captain J. R. Lee, of the Australian Forces, expressed his 
firm belief in combining the operative treatment with the 
administration of a vaccine to counteract the lighting up 
subsequently of pathogenic organisms. Where it was 
possible, preference should be given to an autogenous 
vaccine. He agreed as to the wisdom of waiting in cases 
of aneurysm of the limbs. He did not agree with leaving 
the sac, as there was evidence that it was apt to become 
canalit-ed. 

Captain C. RowiiTRBB considered that aneurysmal varix 
with a direct arterio-venous fistula was, on the whole, better 
left alone, especially as it caused but little trouble. It was a 
different case with the indirect variety. Suture was very 
rarely possible, though it should be aimed at. It would be 
useful to learn the proportion of cases of successful suture. 
One could not always be certain whether a condition was 
aneurysmal varix or varicose aneurysm, and in some cases it 
was essential to incise and explore before deciding whether 
it should be left alone or operated upon. 

Dr. Miller thought, as the result of watching many 
cases, that when an aneurysm was near nerve trunks, if the 
surgeon was willing to operate, he should do so at once. 
With regard to tying the common carotid, he believed that 
hemiplegia occurred only when embolic material found its 
way into the brain. 

Colonel Symonds and Major Swan replied. 
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A NEW TOURNIQUET. 

The question of tourniquets, both in war surgery and in 
operations on the extremities, has been rather prominent 
recently, and some correspondents to The Lancet have 
advocated the use of pneumatic tourniquets. It is obvious, 
however, that these are not suitable either for the arrest of 
severe haemorrhage or the compression of a large artery such 
as the femoral, though they may be satisfactory for the com¬ 
pression of veins to facilitate the intravenous administration 
-of drugs, such as salvarsan and its substitutes. What is 
required in the design of a tourniquet is simplicity of 


pressure to obliterate the arterial circulation. When the 
circular outline of the tubing becomes flattened by forcible 
stretching it can easily be slipped through the lateral slot in 
the proximal opening, the size of which is calculated to 
prevent the escape of the tube. Any subsequent slipping of 
the tourniquet is then guarded against by threading the 
tubing through the complete ring (Fig. 2) and pulling it tight. 
Two turns of the rubber tubing are sufficient for the lower 
extremity, and in the case of the arm the necessary com¬ 
pression can easily be obtained with a single turn. It is, of 
course, necessary to protect the skin of the limb in the usual 
way with a fold of lint or other soft material. 

I have used this new tourniquet in a number of cases with 
complete satisfaction, and the necessary manoeuvres to apply 
it take longer to describe than to carry out. I have been 
agreeably surprised to find that an inexperienced dresser can 


Fid. 1. 


Fig. 2. 


Method of application. 


Applied. 




application, strength, and security. The fastening which is 
here depicted has all these merits. It consists essentially of 
a shaped metal plate (see illustrations) with a wide base and 
two circular openings. One of these is complete, whilst 
the other is split so that the rubber tubing which supplies 
the elastic compressing force can be slipped into it. 

The method of application is as follows :— 

The left forefinger should be hooked through the complete 
ring (Fig. 1) and the plate held on the upper aspect of the 
limb, whilst the first turn of the tourniquet is passed round 
and under the limb and beneath the metal plate. The base 
of this is then pressed down on the rubber so that it is held 
secure, while the right hand is again passed beneath the 
limb to apply the second turn of the tourniquet with sufficient 


apply it successfully when no instructions at all have been 
given to him. 

Three points should be especially noted :—(l)The complete 
Ting is for the forefinger of the left hand, where it should 
remain till the tourniquet is in position ; (2) by pressing 
the widened base on to the first turn of the tube around the 
limb all loss of tension is avoided ; and (3) the slot of the 
incomplete ring should be directed towards the right hand 
of the surgeon, and to ensure this one aspect of the metal 
plate bears the words “ upper side.” 

I am much indebted to Messrs. Down Brothers, St. 
Thomas’s-street, London, S.E., for the care with which they 
have carried out my design. 

Joseph E. Adams, M.S. Lond., F.R.C.S. Eng., 

Devonshire-place, W. Captain, R.A.M.C. (T.) 


A SPLINT FOR THE WRIST-DROP OF RADIAL NERVE 
PARALYSIS. 

This splint, a description of which is supplied by Mr. 
Bryden Glendining, F.R.C.S., was originally extemporised 
by a member of the firm of Henry A. Murton, Ltd., surgical 
instrument manufacturers, of Newcastle-on-Tyne, who was 
serving in the Army and was invalided from the front. He 
became a patient in the Duchess of Bedford’s Woburn 
Military Hospital, and designed the appliance to meet his own 
Fig. 1. case. The splint is made of 

/>) aluminium, and consistsof wrist 

J// portion (Fig. 1), moulded and 

rtf U / Jf - -«•... shaped to adapt itself to the 

volar surface of the wrist and 
55? 5? lower ends of the radius and 

j | ulna, and attached by a webbing 

1 11 strap and buckle ; and palmar 

^ ^ portion (Fig. 2), which is shaped 

and cut out for the hand, and at the same time is capable of 
extension, whereby it can be lengthened or shortened accord¬ 
ing to the size of the hand, or according as it is desired to 
carry the support to the metacarpo-phalangeal joint only, or 


to the first inter-phalangeal joint, a fly-nut in the splint 
locking the sliding surfaces and fixing the apparatus at the 
required length. Between the wrist and palmar sections the 
splint is hinged and fitted with two strong wire springs, 
which act in 
the direction 
o f dorsal 
flexion, so 
that, unless 
counteracted 
by action on 
the part of 

the wrist and hand flexors, the position assumed is constantly 
that of hyperextension. The support is not carried beyond 
the first inter-phalangeal joint, since it is considered more 
beneficial for patients to exercise the fingers by means of the 
lumbrical muscles attached to the back of the extensor 
tendons over the first phalanges. 

The advantages claimed for this splint are its small bulk 
and lightness, and the increased pleasure which patients 
derive from being able to use the arm and hand during 
convalescence. It has been generally adopted at the Woburn 
Military Hospital. 
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The Health of the People. 

Some 90 years ago the social and economic con¬ 
ditions in England, grievously affected by the 
Napoleonic wars, produced a feeling among many 
of the more, far-seeing, who were also blessed 
with a humanitarian sense, that the health of the 
people ought to be a national care. Even though 
that feeling took outward form mainly in designing 
methods whereby the ills of the poor, as far as they 
were the outcome of disease, should not spread to 
the population at large, there existed behind it a 
consciousness that eradication of those ills, rather 
than a lopping of their branches and a topping of 
their shoots, ought to be effected. In short, the 
need for making the health of the people the 
care of the State had become obvious to those who 
could read with a sympathetic heart the signs of 
the times ; and from this position to that of to-day, 
when by common accord we welcome the founda¬ 
tion of a State Department of National Health, 
seems but a short step—certainly one that should 
not have required 90 3 ears of consideration. But 
to come to this conclusion is to forget that only a 
few people grasped the signification of the condi¬ 
tions in which a large proportion of the population 
were struggling; that the removal of those condi¬ 
tions was in most cases beset with the difficulties 
everlastingly associated with established custom 
and vested interests; and that the science of 
medicine had not acquired a familiarity with the 
etiology of disease that could enable its professors 
to preach the doctrine of prevention with sufficient 
authority either to arouse the public conscience 
or reinforce the voice of reform. 

The Poor-law Commissioners of 1834 perceived 
that ill-health was a principal source of pauperism, 
and that the removal of the causes of ill-health ought 
to be a more economical proceeding than the treat¬ 
ment of its consequences, and early public health 
* legislation contained the germ of a National Health 
Department; but the nation—its units no more than 
its rulers—did not appreciate the splendour of the 
work which was beginning, resenting only the 
manifest drawbacks to legislation conceived, with 
however sensible an object, in the wrong spirit. 
None the less the work went on, for men were 
growing more liberal-minded; and as medicine, 
leaping forward in bounds to accurate knowledge, 
became first an official aid and then an inspiriting 
counsel to further effort, sections of the community 
became alive to the fact that in various directions 
they could be relieved of masses of evil, to whose 
pressure they had hitherto resigned themselves. 
They learned that by sanitation there could be 
removed barriers to their health and happiness, 
which remained erect with no better apology 


than could be found in their antiquity; and, 
as each section was aroused, it made its claim 
for relief heard, with the result that the remedy best 
fitting the circumstances was applied. Schemes 
of reform initiated in this haphazard manner 
were entrusted for their carrying out to various 
departments of Government and various local 
authorities, with a consequent overlapping of juris¬ 
dictions and waste of energy and money, while the 
resulting confusion has been worse confounded by 
the creation of new Government bureaux and the 
rearrangement of local administrative machinery. 
The outcome has been to make the care of the 
health of the people, as conducted in this country, a 
magnificent and illogical muddle, in which fine ideas 
and accomplishments, many of which elicit the envy 
of modern civilisation, are blended with the oppor¬ 
tunities for extravagance and dissipation of strength 
inevitably associated with the want of a central 
plan. All this has been for many years perfectly 
obvious to the medical profession, as well as to men 
and women whose public life has brought them 
into contact with the truths of our social existence. 
With them the feeling has been implicit that 
the health of the people, being a national asset, 
should have the national supervision of a State 
department. And now the whole nation, under the 
stress of war, sees eye to eye with them. 

The Unionist Social Keform Committee has, 
therefore, put forward at a very apposite moment 
a well-written pamphlet 1 on the subject of the 
health of the people, which unravels in clear 
terms the intricacies of the position. The writers, 
deliberately leaning to the economic side of 
their arguments for a thorough reorganisation of 
our care of the health of the people, demonstrate 
with figures the appalling loss in man power 
suffered by a nation which takes no heed to 
the health of its members. This loss they 
translate coldly into terms of money, men¬ 
tioning sums that even in these times, while 
our ears learn of millions being spent daily 
in the conduct of the war, are so enormous 
as to challenge the attention of all. And, 
incidentally, it may be of considerable value to 
future progress that the popular mind should 
have been familiarised with the necessity of paying 
colossal sums to achieve worthy ends; poor we all 
shall be after the war, but we shall have learnt the 
lesson that great efforts are worthy of great sacrifices, 
and shall be ready to start a campaign against 
disease with the open-handedness which has 
marked our military procedure, and, let us hope, 
with less grounds for the reproach of waste and 
disorder. A State Department of National Health 
is imminent, and, from the details so far made 
public, it seems s$fe to assume that in the new 
bureau full recognition will be accorded to the 
work and claims of private practice. Whatever 
prevention may do for the health of the people 
in bulk, the sick will have to be treated in 
detail; and it will be excellent that those 
practitioners who have to make good the places 

1 The Health of the People: A New National Policy. A Report of 
the Unionist Social Reform Committee. London : Argus Printing 
Company, H.C. 4. 1917. Price 3 d. 
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where the defences have broken down, or to 
confirm on their patients the outcome of scientific 
investigation, should possess the same central 
authority as those carrying out the work of pre¬ 
vention or research. In this way there will be a 
community of interests between the official and 
the private doctor from which the public will 
benefit. 


“ Soldier’s Heart.” 

The articles which have recently appeared 
in our columns, as well as the letters published 
in this issue, bear witness to the interest 
taken in the subject of ’“disordered action of 
the heart” in soldiers. The Medical Research 
Committee has now published a report by Dr. 
Thomas Lewis of the investigations made by 
himself and his colleagues at the Mount Vernon 
Hospital, Hampstead, which the Committee has lent 
to the Army Council for the pumose. No name yet 
suggested for the condition is quite satisfactory- 
A considerable number of cases returned originally 
as valvular disease of the heart have been included 
in this report, as further examination showed that 
they did not present convincing evidence of 
organic disease, and therefore came within the 
scope of the inquiry. As the condition is not 
unknown among civilians, the term “ soldier’s 
heart ” is not really applicable, and as there is no 
proof that it is primarily cardiac any such name as 
“ disordered action of the heart ” is neither 
accurate nor advisable. For the impression that 
he is suffering from disease of the heart retards 
the patient’s recovery. Dr. Lewis prefers the 
non-committal term of “ effort syndrome,” though 
this label probably will not gain general accepta¬ 
tion. He considers the leading symptoms, in 
order of importance, to be breathlessness, pr®- 
cordial pain on exertion, exhaustion, giddiness, and 
fainting. He notes, as of less importance, palpita¬ 
tion, headache, lassitude, irritability of temper, 
insomnia, shakiness, and flushing. A disinclina 
tion to take alcohol in any form (sometimes for 
conscientious reasons, but as commonly for reasons 
of distaste) is to be reckoned a frequent and 
remarkable association. The characteristic signs 
on examination he classifies as follows: In 
creased heart-rate, with an exaggerated response to 
emotion, exercise, and posture. The response of 
the systolic blood pressure is similarly exaggerated, 
and in patients who are up and about high readings 
are often obtained. A diffuse apex beat and irregu¬ 
larity of the heart’s action, increased by deep 
respiration, are not uncommon. Fleeting dis¬ 
turbances of temperature may be observed, and 
quickened respiration is the rule after exertion, 
but may also occur in the resting state. Coldness, 
blueness, or wetness of the palms and soles is 
frequent. Tremor of the hands is the rule. Deep 
reflexes are usually exaggerated. The urine is 
hyperacid and the output of calcium is increased, 
chiefly in the form of calcium oxalate crystals. 
Spermatozoa are very common in the urine. There 
is an increase of white corpuscles in the blood to 


12,000 per c.mm. on the average, the increase being 
chiefly in the lymphocytes. The alteration of the 
blood lies in the deficiency of those salts, which, 
acting as buffers, ease the shock to the reaction 
caused by the addition of acids or alkali. In their 
absence the acids evolved by muscular exercise 
tend to irritate the respiratory centres. 

In dealing with the cases at the Mount Vernon 
Hospital a preliminary sorting eliminated the 
cases of early phthisis, frank exophthalmic goitre 
mitral stenosis, aortic regurgitation, and aneurysm. 
In Dr. Lewis’s opinion the great majority of those 
patients who have merely systolic murmurs at apex 
or base prove not to have valvular disease. He regards 
auscultation as the least valuable method employed 
in this sorting. As to this, Dr. Alexander 
Morison’s protest against the modern contempt 
for cardiac murmurs demands consideration; if it 
is true that not long ago we exaggerated the 
significance of murmurs, that is not to say that 
nothing is to be learnt from their detection. A 
second sorting of the cases was then carried out 
by more detailed inquiry and by the response to 
graduated exercises. Where the symptoms dated from 
rheumatic fever or there had been recurrent rheu¬ 
matism the men were not regarded as suffering from 
effort syndrome. Dealing with the remainder, Dr. 
Lewis reports that malingering in the sense of 
simulation of the full symptoms of the malady 
is very rare, but conscious exaggeration of sym¬ 
ptoms is almost certainly common. Of 93 patients, 
only 2 wished to return to active' service, 41 
wished for home service, and 50 for discharge from 
the Army. No doubt this mental attitude influences 
recovery. A valuable point that has been deter¬ 
mined is the high incidence of the condition among 
men who were formerly in sedentary occupation. 
There is real necessity for more tender methods 
in the initial stages of training the conscript who 
for years has been accustomed to take no exercise. 
The frequency with which the symptoms develop 
during convalescence from febrile and intestinal 
affections suggests the desirability of a graduated 
system of re-training in such cases, while rest in 
bed, Dr. Lewis holds, should be avoided at all 
stages of treatment, except in instances of severe 
praecordial pain, severe headache, or severe giddi¬ 
ness. It is quite obvious why the inclination of 
many of these soldiers to stay in bed should be 
discouraged ; a high proportion of them are of 
neurotic temperament, and self-abuse is by no 
means unknown among them. Occupation is clearly 
indicated, and light employment in the open air 
with graduated exercises and general hygienic 
measures are the best therapeutic means we have. 
No suggestion should be made that the heart is 
affected. As to drugs, bromides may be of service 
in the initial stages, but later they are ol no avail. 
Digitalis is without influence in these cases, and 
the report suggests, therefore, that its use should be 
discarded; the only soldiers in whom it has a real 
value are unfit to remain in the Army. On the 
lines of treatment here described it is claimed that 
the duration of the incapacity is considerably 
reduced. The average duration of stay at the 
hospital is now, we understand, six weeks. 
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As to the cause of the condition, Dr. Lewis’s 
conclusions are mainly negative. That it is par¬ 
ticularly apt to occur in men who have lived 
a sedentary life and have had some form of 
infection he is clear; he is satisfied that tobacco 
is not responsible for producing it, but is also sure 
that it aggravates the condition, once it has 
been produced. Alcohol is certainly not a cause. 
He rejects the theories of bacterae mia, toxaemia, 
and hyperthyroidism. On the other hand, Dr. 
Strickland Goodall in a recent Chadwick Lecture 
considered the nervous and irritable heart to be 
due to a compensatory hyperthyroidism, initiated 
by excessive emotional stimulation of the supra¬ 
renale, and a somewhat similar view was put 
forward recently by Dr. Langdon Brown in the 
Hunterian Society’s Oration. 1 Dr. Lewis admits 
that the patients show nervous symptoms, but 
to a less extent than those commonly classed 
as neurasthenics. He concludes that “ it is 
conceivable that the symptoms arise not from 
poisoning by toxic products but by products of 
faulty metabolism engendered by infectious disease. 
The same fault of metabolism might reasonably be 
considered to arise from chronic infections of 
different types." He regards the changes in the 
blood and urine as strongly supporting this view. 
We would suggest that this faulty metabolism 
may yet be found to be associated with one of the 
ductless glands, even though the thyroid may not 
be that one. In the course of the research at 
the Mount Vernon Hospital Dr. F. R. Fraser and 
Dr. R. McN. Wilson have found from their observa¬ 
tions upon apocodeine and adrenalin that the sym¬ 
pathetic nervous system is more easily stimulated 
and also more easily depressed, but whether this 
is due to hypersecretion of the adrenal glands has 
not been determined. In this connexion the effect 
of acute infections in exhausting the chromaffin 
material in the adrenals is certainly suggestive. 


i Thb Labgbt, Peb 24th, 1917, p. 293. 


The late Mr. Leonard George Boor.—T here 
died recently at Nelson, N.Z., in his ninety-second year, Mr. 
L. G. Boor, who was educated at Christ’s Hospital, London, 
and received his medical training at Westminster Hospital, 
where he was house surgeon in1851. In the following year 
he took the M.R.C.8. Eng., and practised in London till 1854, 
when, his health failing, he went to New Zealand, and, after 
a short experience of farming, accepted in 1870 the appoint¬ 
ment of surgeon to the Nelson Hospital and Asylum, which 
he held for 27 years. Mr. Boor was an enthusiastic supporter 
of the Volunteer movement, and was a brigade-surgeon in 
the New Zealand Defence Force, taking part in 1881 in the 
Parihaka Expedition against the Maoris, and receiving in 
the following year the Imperial Volunteers Decoration. He 
was a prominent Freemason. 

The Cancer Hospital.—A t the recent annual 
meeting Colonel J. W. Webber, who presided, said that at 
the beginning of the war accommodation was placed at the 
service of the War Office and many soldiers had been treated 
by massage and electrical means and their return to service 
facilitated. In the research department important investi¬ 
gations had been carried out. During 191b 798 new cases 
were admitted to the wards, an increase of 20 on the pre¬ 
ceding year, while new out-patients numbered 1519 as com¬ 
pared with 1424 in 1915. The total attendances of out¬ 
patients had increased from 16,154 to 23,922, and the daily 
average number of beds oocupied was 90, or an increase of 
six on the preceding year. Tne financial statement showed 
a deficit of £9165 on the working expenses. Mr. Charles 
Ryall, obairman of the medical committee, said he thought 
that no hospital had suffered more by the depletion of its 
honorary medical staff than the Cancer Hospital. 
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In a supplement to the forty-fifth annual report 
of the Local Government Board Sir Arthur 
Newsholme, medical officer of the Board, has 
analysed the causation of deaths occurring in 
England and Wales during infancy and in the next 
four years of life. The statistics relied upon 
are those of the years 1911-1914, practically 
the four years immediately preceding the war. 
He cites the shuddering figures of infantile 
mortality in some of our crowded centres, and 
proves by their contrasts offered in other centres, 
as well as in rural areas, that increased organised 
endeavour would save for the country a large 
proportion of the sacrificed babes, as well as 
preclude the deterioration of those who emerge 
alive from their first year’s experience of the world*. 
In common with the report of the Unionist Social 
Reform Committee, he does not disguise the part 
played in the slaughter of the innocents by 
lamentable housing conditions, but without laying 
undue stress upon this matter alone: a reticence 
that has its wise side, for many men and women, 
anxious to play their part in helping their 
fellows, have been driven into the inert watch¬ 
ing of much infant suffering by the belief that it 
was all due to bad housing, and that bad housing 
could not be bettered. This is a mode of thought 
that requires correction. Even in the most back¬ 
ward of the towns and boroughs mentioned in Sir 
Arthur Newsholme’s black-list much saving of 
child-life has already been secured. The component 
factors producing excessive loss of child-life vary 
greatly in different areas, but in every area a large 
proportion of the total present mortality may be 
obviated by enlightened administrative action. 
Sir Arthur Newsholme does not consider the 
ignorance of the working-class mother to be 
greater than that of mothers in other classes of 
society, but her ignorance is more dangerous 
because associated with relative social helpless¬ 
ness. How the environment of the poor child, in 
its widest sense, may be levelled np towards that 
of the well-to-do infant is the main and closely 
reasoned subject of the report. With this levelling 
up the economic obstacles to improving the 
housing of the poor will disappear because the 
greater economy of saving lives and prevent¬ 
ing disease will become apparent. When com¬ 
munities appreciate that to cure disease or to palliate 
its sequelae costs in the long run infinitely more 
than to prevent disease in children; and when the 
country holds, as we believe it holds already, that 
the preservation of the health of the child is the 
duty of the people, and therefore of the State, there 
will be little reluctance to finding the necessary 
money. Let the good that has followed in a few 
localities upon thorough attempts to deal with the 
housing question, in places like Port Sunlight and 
Bourneville, be seen by the citizens of other 
localities in its real proportion, and the victory of 
reform will be won. All that is necessary is that 
the community should know on which side true 
economy lies, and one of the most useful func¬ 
tions of this report is the dissemination of accurate 
information, free of party spirit and authoritative 
in tone. 
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THE NATURE AND FUNCTION OF EOSINOPHILE 
CELLS. 

The study of eosinophilia has always been of 
interest to hmmatologists, and excess of it in the 
blood is met with in many and various morbid 
conditions, and gives rise to as many interpretations. 
The origin of eosinophile cells is equally disputable; 
do they represent an entity special to themselves, 
or are they ordinary neutrophiles which in certain 
contingencies, and for reasons connected with 
biological and pathological factors, are able to 
assume the character of eosinophiles ? Some light 
is thrown on such questions by Professor R. 
Marchesini, of the University of Rome (II Poli- 
clinico , Medical Section, Jan. 1st, 1917), who 
has made a study of the presence of eosino¬ 
philes in the blood and in pathological tissues, 
besides carrying out experiments in animals. 
He found that the simple fact of repeated 
bleedings for a long period was sufficient to 
produce in the bone marrow a large excess of 
eosinophiles, while, on the other hand, substances 
introduced under the skin caused evident phago¬ 
cytosis bpt absence of eosinophilia. Thus he con¬ 
siders the question of the origin of eosinophile 
cells from the bone marrow, as true individualised 
cells required for special functions, to be definitely 
solved, and, as a consequence, that the eosinophile 
granules themselves are a product elaborated from 
the cell or its nucleus destined for functions of 
special nutrition or repair. The multiplicity of 
pathological instances in which eosinophilia is met 
with is evidence that it is Hot bound up with any given 
pathological process, but rather that it constitutes 
a special and unique reaction of the organism both 
in cause and effect. Eosinophilia is always present 
in tuberculosis, this being a disease which causes 
lesions in the tissues, but it sometimes seems to dis¬ 
appear from the circulation whenever owing to the 
onset of destruction of the tissues, and hence 
rupture and greater permeability of the vessels, the 
accumulation of the eosinophiles at the damaged 
site is facilitated. Moreover, in the most severe 
forms of tuberculosis their production becomes 
exhausted owing to the toxic and cachectic state of 
the whole organism and with it of the bone marrow. 
In benign cases of tuberculosis, where the foci 
remain shut off through necrosis of the vessels 
leading to the tubercle, the localisation of eosino¬ 
philes is rendered difficult; but if the stimulus 
continues, the cells requisitioned from the bone 
marrow remain in the circulation in readiness to 
penetrate wherever it is possible. Hence their 
noticeable presence in the circulation has a favour¬ 
able prognostic import. In asthma the eosinophilia 
is explained by the condition of semi-asphyxia 
and consequent change in the broncho-pulmonary 
epithelium produced by the accumulation of 
carbonic acid, a powerful haematic poison; all 
these factors uniting in causing a profound altera¬ 
tion in hsematopoiesis and a requisition in situ of 
numerous eosinophile cells. In parasitic infection 
the greater or less amount of eosinophiles bears no 
relation to the nature of the parasite, but is asso¬ 
ciated only with the lesion caused by it and the 
tendency in the organism towards its encapsulation. 
In the granulomaba, malignant tumours, and intoxi¬ 
cations by haamatic poisons there is a tendency in 
the organism towards the protection and repair of 
the injured tissues and organs and stimulation of 
the bone marrow to reproduction by the presence 
of the foreign bodies, which have to be got rid of or 


encapsuled. Professor Marchesini has observed in 
examining sections of liver infected with actino¬ 
mycosis and echinococcus that the eosinophiles 
which are met with in large numbers are arranged 
in such a manner as to prove that they con¬ 
tribute entirely to the formation of fibrous 
tissue by means of their granular secretion. In 
tuberculous infection of the lungs, also, the eosino¬ 
philes are most numerous where necrosed tissue 
has been repaired by young connective tissue. As 
a result of his researches Professor Marchesini 
believes he has found the clue to the special 
function of eosinophiles in the organism—namely, 
that they must be regarded not as simple phago¬ 
cytic cells, but as nutritive and plasmic cells of a 
high grade, having a special secretive power for 
defence, and for preparing a substratum for the 
rebuilding of substitution tissue wherever there 
are toxic substances to be neutralised, extraneous 
matter to be enveloped, animal parasites to be 
encapsuled, or destruction of tissue to be repaired. 


SPRUE. 

The war has not resulted in many instances of 
this tropical disease being seen in this country, 
but its general prevalence in the East and its 
occurrence in certain parts of Australia suggest 
that we must be on the look-out for cases 
of this nature. Therefore, we think it will be 
useful to refer to an excellent summary of 
what is known of sprue, which is given by 
Dr. A. Breinl and Dr. H. Priestley in the Medical 
Journal of Australia for February. Sprue is a 
chronic inflammation of the alimentary tract, 
affecting chiefly the tongue, cesophagus, and small 
intestine. This leads to degenerative changes, 
ulceration, and to atrophy of the liver. Characteristic 
clinical features are the passage of numerous large, 
frothy, clay-coloured stools, the general intracta¬ 
bility of the diarrhoea, the intermittent course, and 
the progressive wasting. The cause of sprue is 
unknown. It was thought that because, from the 
tongue and faeces of most of the cases, certain 
yeast-like organisms could be isolated that these 
were the causal agents. Castellani isolated quite a 
number of strains, and hints that they are the 
responsible organisms, as do also Bahr and Ashford; 
but it has been shown that similar yeasts can be 
obtained from patients suffering from diseases other 
than sprue. Animal experiments have been nega¬ 
tive. Morbid examination shows hyperemia of the 
oesophagus and small intestine, as well as ulcera¬ 
tion, especially in the lower segments of the small 
gut. Similar ulceration may be present in the large 
intestine. The liver is invariably reduced in size. 
The pancreas is sometimes atrophic and fibrous; 
at other times it is normal. The onset of sprue is 
insidious, and the early stages may last for weeks or 
months. Generally the first definite symptom is sore¬ 
ness of the tongue. A few small rounded vesicles of 
whitish colour appear on the edge and tip of the 
tongue; later these break down, forming shallow 
ulcers with ragged edges, which persist for a varying 
period. At the same time there is a patchy 
desquamation of the epithelium which may spread 
over the dorsal surface, leaving an angry-looking, 
smooth, shiny surface. In the later stages the 
tongue presents a complete denudation of its epi¬ 
thelial layer and shows longitudinal and trans¬ 
verse fissures which bleed easily. Gastro¬ 
intestinal symptoms dominate the earlier stages. 
Obstinate indigestion, distension and flatulence, 
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and belching of gas occur during the whole 
course pf the disease. Diarrhoea is' present 
to a greater or less extent throughout. The 
stools vary in character, but often present their 
characteristic appearance. Sallowness and definite 
pigmentation come on; the skin shows atrophic 
changes and becomes dry and shiny. The general 
aspect of the patient alters and he becomes listless, 
depressed, and anxious. The temperature, blood, 
and urine show no changes. Sprue needs to be 
diagnosed from pellagra and from pancreatic 
disease. From the latter, diagnosis may be 
extremely difficult, especially as there is some pro¬ 
bability that the pancreas is actually implicated in 
sprue; from pellagra the differences in the skin 
changes offer the most certain distinguishing 
features. Sprue may be fatal; if contracted late in 
life it nearly always is so, but early cases with 
suitable care, and especially by removal from the 
endemic area, may be cured. Treatment by drugs 
is disappointing; emetine and collosol argentum 
have been tried. Dietetic treatment is required. 
In the early stages a rigid milk diet is the best, and 
an ampler diet must be governed solely by the 
general condition and bowel activity of the patient. 


HOSPITAL TREATMENT FOR POOR-LAW 
PATIENTS IN IRELAND. 

A dubious anomaly exists in the law governing the 
powers of Poor-law guardians in Ireland to provide 
special hospital treatment for Poor-law patients. The 
guardians have only power to send to the hospitals 
for special treatment such patients as are already 
inmates of the workhouse. They have no power to 
provide any special hospital treatment for the poor 
patients under the care of dispensary medical 
officers. It has long been the custom for dispensary 
medical officers, who considered patients to be in 
need of special hospital treatment, to have them 
formally admitted to the workhouse hospital, and 
forthwith despatched to a city hospital for the 
required treatment. It is clear that in many 
cases no other procedure would have provided 
the required treatment in time to be of service. 
Up to recently, the guardians and the Local 
Government Board recognised this fact, and no 
obstacle was put in the way of Poor-law medical 
officers obtaining for their patients whatever treat¬ 
ment they thought right. A few weeks ago, however, 
the guardians of the Listowel union, co. Kerry, found 
themselves surcharged by the Local Government 
Board auditor for the expenses incurred in obtain¬ 
ing special hospital treatment for a patient who 
had only spent one night in the workhouse, and had 
not been an inmate at the moment the guardians 
made an order authorising the treatment. If this 
ruling of the auditor is to be taken as laying down 
a precedent, it may interfere seriously with the 
efficient treatment of the sick poor in Ireland. 


THE ETIOLOGY OF HEMORRHAGIC RETINITIS. 

A thesis by M. Amsler based on 164 cases of 
hemorrhagic retinitis occurring in Lausanne 
(i Correspond . bl. f. Schw. Aerzte , 1917, p. 318) gives 
an interesting analysis of the etiology of this com¬ 
plaint. The cases were taken from both private 
and hospital practice. Stated in percentages, the 
etiological factors were as foliows: Arterio-sclerosis, 
55; heart disease, 8; albuminuria, 8; glycosuria, 
3; menopause, 6. The percentage incidence in 
successive decades from 20 to 70 years was 4, 7, 


13. 27, and 36 respectively, and 13 above 70 years. 
Nearly two-thirds of the cases were in women, and 
in them the prognosis was relatively more favour¬ 
able, especially in the cases associated with the 
menopause. In 20 cases the typical picture of 
thrombosis of the central retinal vein was present, 
and in one of these—a woman aged 47 years—sight 
was restored in six months, and vision was still 
4/5 four years later. The low percentage. of cases 
of albuminuria in these statistics is somewhat 
remarkable, but tends to support the views recently 
expressed by Dr. P. C. Bardsley 1 that the prognosis 
in cases which show moderate vascular disease of 
the retina is not so bad as has generally been 
thought. As has been shown by Mr. Foster Moore, 8 
cases of retinal vascnlar disease must be classified 
in various categories, the prognosis varying accord¬ 
ing to the particular type. It is therefore some¬ 
what misleading to regard haemorrhagic retinitis 
as a single clinical entity; it is a symptomatic 
condition which must be evaluated according to 
concomitant factors. 


SUCCESSFUL OPERATION FOR A BULLET 
LODGED IN THE WALL OF THE 
LEFT VENTRICLE. 

We remarked last week that the surgery of the 
present war had furnished instances of the 
successful extraction of bullets from the heart 
substance, while removal from the heart cavity has 
been reported. At a meeting of the Acad6mie de 
Medecine de Paris on March 3rd Professor Gaudier, 
of Lille, described an interesting case in which a 
bullet lodged in the wall of the left ventricle and 
had little disturbing influence on the heart’s 
action. The patient was a Russian sergeant, aged 
23 years, who was wounded near Monastir on 
Oct. 1st, 1916. While lying prone on the ground 
a bullet grazed the left parietal bone and passed 
through the supra-clavicular fossa. He became 
unconscious for a time which he could not fix, and 
was then able to get up. Finding himself alone, he 
walked until he met some soldiers. He was in a 
feeble state and walked with difficulty. He could 
not stand upright and advanced stooping forwards. 
He felt a severe pain at the apex of the heart, 
especially when he tried to straighten himself. 
While being carried to a dressing-station he 
again became unconscious and passed the 
night in that condition. He was taken by 
motor ambulance and train to Salonica. During 
the journey he regained consciousness, but suffered 
severely from pain in the region of the heart and 
could not lie on either side: he rested either on his 
back or on his abdomen. He was admitted to hos¬ 
pital, where the wound suppurated a little. He 
became very weak and the cardiac pain was con¬ 
tinuous. and was increased by deep inspiration. 
He was sent to France, where he arrived on Oct. 27th 
with the parietal wound still suppurating but the 
supra-clavicular one healed. The pain still con¬ 
tinued. About Oct. 15th he was able to get up 
and go about a little. His general condition was 
good. While resting the respiration was normal 
and the pulse 80. After going upstairs there was 
slight dyspnoea and the pulse varied from 85 to 90; 
there was no intermission. Auscultation showed 
nothing abnormal. He was put on ordinary diet and 
allowed to get about, but as the pain still persisted 
and there was some dyspnoea after rapid walking he 

1 Briti-h Journal of Ophthalmology, April, 1917. 

* Quarterly Journal of Medicine, January, 1917. 
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was submitted to radioscopy, which showed that 
the bullet lay transversely near the apex of the 
heart and followed all the movements of the left 
ventricle. It was independent of movements of 
the diaphragm. Under ether the third and fourth 
left costal cartilages were exposed and divided, the 
pleura incised, and the “coBtal shutter” turned 
outwards by an assistant. The pericardium was 
incised vertically for a distance of 5 cm. The 
heart was seized in the left hand and brought out¬ 
side the pericardium. In the anterior wall of the 
left ventricle was a transverse ridge H cm. long 
above the apex. This was due to the embedded 
bullet, which was removed. The pericardial incision 
was closed with catgut and the cartilages sutured. 
During the operation there was an occasional inter¬ 
mission of the pulse. Recovery was complicated by 
cough and some fever and some scattered pul¬ 
monary r&les were heard. The projectile was a 
leaden Bulgarian bullet, 42 by 7 by 5 mm., with a 
sheath of “ maillechort,” flattened at its centre. 
Similar cases are rare, but one almost identical has 
been recorded by Duvergen, of Bordeaux, 


THE SPECIAL SCHOOL CODE 

The alterations in the regulations of the Board 
of Education for special schools for blind, deaf, 
defective, and epileptic children (Special School 
Regulations, 1917, Cd. 8505, price 3d. net, pp. 53) 
represent for the most part the changes necessary 
to bring the regulations more into accord with the 
best existing practice in special schools and also in 
ordinary public elementary schools. Since 1909, 
when the last regulations were issued, more 
extensive provision has been made for open-air 
education and playground accommodation; the 
new regulations ensure that special schools shall 
not fall short of the standard set by the 
present-day public elementary school. Again, 
the facilities afforded for the detection of 
mental and physical defects by the institution 
of the School Medical Service have resulted 
in an increase by 50 per cent, of the .number of 
children in attendance at special schools. New 
types of schools have been provided; not only are 
partially blind and partially deaf ohildren receiving 
appropriate instruction, but tuberculous and 
delicate children are afforded opportunities of 
attending open-air schools, where not only is the 
instruction more suited to their particular needs 
but their return to health is facilitated. In view 
of the duty placed on local education authorities 
by the Defective and Epileptic Children Act, 
1914, of providing classes or schools for feeble¬ 
minded children, a statement of the present 
requirements of the Board in respect to the 
arrangements of special schools for mentally 
defective children is opportune. Among other 
important features is the provision that blind and 
deaf children should be examined from time to time 
by a medical practitioner possessing special oph¬ 
thalmic or aural experience; in the case of schools 
provided by local education authorities the Board 
requires that the medical inspection and examina¬ 
tion of the children should be conducted by the 
school medical oflicer of the authority or under 
his immediate supervision. In the case of blind 
children the Board points out that where suitably 
qualified blind teachers are on the staff of the 
school their services would be especially useful in 
giving touch-developing lessons to all the classes as 
well as lessons in Braille reading and writing. A 


further note of progress is sounded by the inclu¬ 
sion of regulations for trade schools for special 
school ex-scholars. The new regulations indicate 
that the interests of defective children are not 
being overlooked during the waging of a world-wide 
war. _ 


MALARIA IN TRINIDAD.I 

A report on malaria in Trinidad has been 
recently issued 1 by Dr. C. F. Lassalle, formerly 
acting assistant medical officer of health for the 
colony, but now, we understand, promoted to a 
higher and more responsible office in the Public 
Health Service of the island. This report is in 
three parts, relating to (1) a spleen census made in 
1914; (2) an anopheles survey carried out in 
1914-15; and (3) a description of the mosquitoes 
found in Trinidad during an inquiry made in 1915. 

The spleen census .—The spleen census of 1914 is 
the second that has been carried out in Trinidad, 
the first having been made in the previous year, 
when out of 17,495 children examined 3134, or 
17*91 per cent., had enlarged spleens. In the second 
spleen census now reported upon by Dr. Lassalle 
25,927 children came under examination and 3658, 
or 141 per cent., showed splenic enlargement; in 
addition, 1576, or 6 per cent., of those examined 
were suffering from anaemia. The results of the 
Trinidad spleen census are compared with similar 
examinations carried out in other countries. In 
Mauritius, for example, in 1907-8, out of 31,022 
children, 10,595, or 34*1 per cent., showed enlarged 
spleens; and in Ceylon, in 1908, out of 92,258 
children submitted to the test, 31,421, or 34 per 
cent., had splenic enlargement. Compared with 
these other two island colonies the effects of 
malaria in Trinidad, as tested by the presence of 
enlarged spleen among the children, are not 
specially severe, and Dr. Lassalle predicts that, with 
enforcement of the appropriate preventive measures 
now in vogue, the colony will in the future show 
even smaller effects of malaria than at the present 
time. A number of statistical tables relating to 
the various areas in the island are appended to the 
report. 

The anopheles survey .—Anopheles surveys of the 
districts comprised within the colony were begun on 
March 15th, 1914, and continued up to April 30th, 
1915, when they had to be temporarily suspended. 
In all of the districts surveyed large and extensive 
mosquito breeding-grounds were found, as weU ^ as 
others of smaller extent. The work was carried 
out by sanitary inspectors who had been specially 
trained in t»he details of a mosquito survey. That it 
is possible to rid a town of anopheles has been com¬ 
pletely proved in Trinidad. The city of Port of Spain, 
formerly infested by these insects, may be regarded 
as free, it being now a very rare occurrence to find 
an anopheles mosquito. Through the constant 
efforts of the sanitary department of the town 
even the formerly ubiquitous stegomyia and oulex 
have almost disappeared. Dr. Lassalle remarks 
that it may be an impossibility—mainly on account 
of financial considerations—to eradicate every single 
mosquito breeding place throughout the colony, but 
“it is entirely within the range of practiced politics” 
to carry out a scheme of destruction of anopheles 
breeding grounds within, and for a certain distance 
around, all towns and villages, plantations, and 


1 Trinidad Malaria Report. By 0. F. Lassalle, Acting Assistant 
Medical Officer of Health. The Government Printing Office, Port of 
Spain. 1916. Pp. 128. 
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other centres of population. It is obvious that 
the reduction of the danger of malaria in a locality 
must be directly proportional to the reduction of 
the number of breeding places—the intensity of 
malaria infestation bearing a direct ratio to the 
number of mosquitoes regularly hatched out. Dr. 
Lassalle therefore recommends as a first step in a 
new campaign against malaria in Trinidad that 
anti-mosquito regulations applicable throughout 
the entire colony should be introduced at once. 

The mosquitoes of Trinidad .—In his report on the 
mosquitoes of the colony, Dr. Lassalle says that 
the collection of eggs, larvae, adults, Ac., obtained 
in the course of the above-mentioned anopheles 
survey provided material for the study of the 
varieties of Trinidad mosquitoes in a more compre¬ 
hensive manner than would otherwise have been 
possible. Specimens were sent to the British 
Museum, the Imperial Bureau of Entomology, and 
to the Bureau of Entomology, Washington, for the 
identification of certain species. A complete list is 
given of all the Trinidad mosquitoes now known, 
and a description is also furnished of the most 
important and best-known species. Dr. Lassalle 
discusses the association of anopheles larvae and 
fish in natural breeding-places. There seems to be 
some difference of opinion regarding the value of 
larvivorous fish in keeping down the breeding of 
anopheles under natural conditions. In concluding 
his report Dr. Lassalle expresses the opinion that 
further investigations will doubtless unearth other 
species of mosquito. _ 

CERTIFYING SURGEONS AND COMPENSATION 
FOR LOSS OF INCOME. 

Correspondence has recently passed between 
the Association of Certifying Surgeons and the 
Home Secretary on the possibility of compensation 
being granted to those surgeons who have lost 
income in consequence of the abolition of investi¬ 
gations into accidents. A loss of £12,000 per annum 
has been incurred by the medical profession as the 
outcome of the economical decision of the Home 
Office to dispense with these investigations, and 
most of this loss falls upon surgeons who hold 
important appointments in manufacturing districts, 
quite a number of them suffering to the extent 
of between £200 and £300 a year. It was 
pointed out by the association that surgeons 
holding the better appointments had given up 
other work by arrangement with the Home 
Office, and that many had combined the duties 
with those of other public appointments, such as 
medical officer of health, when the loss could not 
be made good by taking fresh work. The association 
represented also that when public officials holding 
appointments on similar terms are dispossessed com¬ 
pensation invariably follows. The Home Secretary, 
we learn, does not see his way to grant compensation, 
considering that the terms of employment preclude 
it, and that the increase of remuneration under 
certain new duties should be compensatory. But 
the association has pointed out that the new 
duties of their members had been of very 
little monetary advantage to them outside the 
Pottery districts, the most remunerative work 
of the kind instanced (that of appointed surgeon 
under special rules) being open to the whole 
profession. _ 

Mr. John H. Morgan, C.V.O., has gone to France 
in the service of the Croix Rouge Frangais, and is 
taking command of a large hospital at Nevers. 


IRELAND. 

(From our own Correspondents.) 


The Health of Belfast. 

At a meeting of the city council offBelfast, held last 
week, it was reported that from Feb. 8th to March 17th 96 
cases of infections disease had been notified—viz., 10 cases 
of typhus, 36 of typhoid, 26 of scarlet fever, 12 of diph¬ 
theria, and 13 of erysipelas. During the four weeks ended 
March 17th last there were actually 12 more deaths than 
births (761 to 739), 62 of the deaths being due to zymotic 
disease. 112 deaths were due to pulmonary tuberculosis, 
136 to respiratory diseases (exclusive of pneumonia), and 
108 to pneumonia. The annual average death-rate from 
all causes was very high—24-9—while in the corresponding 
period of 1916 it was 20*2. The unwelcome reappearance of 
typhus (20 cases in all), the prevalence of typhoid (upwards 
of 90 cases at present in the Fever Hospital), and the rise in 
the general death-rate are all disquieting features^of the 
present health of the city. 

The Belfast Ophthalmic Hospital. 

At the annual meeting of the Belfast Ophthalmic Hospital 
held on April 6th it was reported that during the year 1916 
there had been treated 4206 cases of eye disease and 1704 
cases of diseases of the ear and throat; 129 urgent cases 
were admitted to the wards for morning dressings and 204 
patients attended, making a total of 6243 passing through • 
the hospital. During the past two years, owing to five of 
the surgeons to the hospital being engaged elsewhere in war 
work, the out-patient department had only been opened on 
two days a week, yet the number of patients had increased, 
and Dr. J. W. Browne, the senior member of the staff, single- 
handed, has carried on all the work. Financially there was 
a balance of £28. 

Hilden Convalescent Hospital , Belfast. 

Through the generosity of a well-known member of 
an old Belfast family—Mrs. Harold Barbour—(who gave 
£2000 for the equipment of the institution, and has, 
in addition, undertaken to subscribe £1000 per annum 
for its maintenance during its existence) another hospital 
has been founded in Belfast and district for the reception 
and treatment of wounded soldiers. It is called the Hilden 
Convalescent Hospital, having been named after the great 
thread works with which the Barbour family is associated, 
and is situated in one of the healthiest districts of 
Belfast, Galwally Park. It has been established by the 
Ulster Joint Committee of the British Red Cross Society 
and the Order of St. John, and is the first hospital 
opened by these organisations in Ulster. A grant of 
£3000—part proceeds of “Our Day” collection—has been 
received from the Red Cross. The institution itself, which 
will be shortly opened, contains 61 beds for patients and 
an extensive wooden building, in course of erection, as a 
wing to the main hospital, will accommodate an additional 
75 beds. The medical staff so far appointed is as follows, 
all the officers being honorary:—Medical superintendent, 
Dr. John Macintosh; visiting surgeon, Dr. James Taylor; 
visiting physician, Dr. J. R. Davison ; consulting physicians, 
Sir John Byers, Dr. R. W. Leslie, Dr. H. L. M‘Kisack, 
Dr. W. L. Storey, and Dr. W. Calwell; consulting surgeons, 
Dr. Robert Campbell, Dr. Howard Stevenson, and Dr. S. T. 
Irwin; anaesthetist, Dr. V. C. L. Fielden ; radiographer, 
Dr. S. All worthy; surgeon-dentist, Mr. S. A. Deans, L.D.S. 

Maternity and Child Welfare. 

At the annual meeting of the Belfast Health Society, held 
in the city hall, Belfast, the Lord Mayor presiding, the 
total attendance of mothers and infants at the various 
“ babies’ clubs ” was reported to have nearly reached 8000, 
while 8145 pints of milk had been distributed, the mothers 
paying half the cost. An address on child welfare was 
given by Sir John Byers, who suggested that Belfast should 
take part in the proposed National Baby Week, to be held 
from July 1st to 7th. 

April 10th. 


Centenarian. —Mrs. Elizabeth EIvy has died at 
Eastling, Faversham, in her 101st year. 
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Reports op School Medical Officers. 

In Berkshire the number of elementary school children 
under the county education authority was 22,500 in 1915. 
The number of children examined as entrants, intermediates, 
and leavers was 2596. The acting school medical officer, 
Dr. W. Si8am, states that from May onwards the routine 
medical inspections had to be suspended, owing to depletion 
of the medical staff. 

Nutrition was found to be satisfactory in 87 per cent., and in only 
0’65 per cent, was it actually bad. Cleanliness was satisfactory in 
99 per cent. ; in no child were pedlculi found on the body, and only in 
six cases were they found in the head. The eyesight was normal in 
85 per cent, of the children tested, and in only 5 5 per cent, was it 6/18 
or le«8. Organic heart-disease was found in 19 children (073 per cent.); 
in 10 children (0 38 p«»r cent.) pulmonary tuberculosis was diagnosed, 
and In 79 (3 04 per cent.) It was suspected. Non-pulmonary tubercul mis 
(glandular, articular, Ac.) was found in 10 other children (0*38 per cent). 
Toe only treatment undertaken by the Education Committee was that 
for ringworm by means of X rays, which was carried out at Reading, 
Newbury, and Oxford in 47 cases with satisfactory results. 

An education area entirely rural in character and occupa¬ 
tion is that dealt with in Dr. Frank Robinson’s report on 
sohools in Cambridgeshire during 1915. the borough of 
Cambridge not being included. The number of children on 
the register was 12,406, of whom -3637 were examined 
according to the routine inspection of age-groups. 

• Nutrition was satisfactory in 83*7 and “ very bad ” in 1 *3 per cent. In 
only twochild’en were pedlculi found on the body (0*05 per cent.) and 
in 13 cases (0*35 per cent.) in t he head. The vision was normal in each 
eye in 85 per cent, of the children tested. In 6 children (0*16 per cent.) 
organic heart disease was diagnosed. Only in 1 child was pulmonary 
tuberculosis definitely found to be present, but in 19 it was suspected 
(0*52 per cent.); in 11 others non-pulmonary forms of the disease were 
found. Ringworm shows a most satisfactory decline compared with 
former years, only 6 oases having been met with In routine inspection. 
In one school there were 5 cases in one family (specially inspected), 
the father persistently refusing treatment, in spite of “repeated 
visits by the medical staff during the year,” until prosecution was 
threatened. Tnis demonstrates the necessity for prompt action 
in dealing with culpable ignorance or aostinacv of this kind. The 
percentage of unvaccinated cnildren, which in 1909 was 6*3, has now 
risen to 191. and in the youngest children newly admitted to school is 
as high as *3*5, compared with 6*7 per cent, in 1909. The examination 
of visuai defects has been carried out satisfactorily in the outlying 
districts by Dr. Jessie Gellatly, a portable electrical ophthalmoscopic 
apparatus, with trial lenses, test-types, Ac., adapted for oicycle transport, 
having been employed, at a total cost of £8 15«.; retin tscopy is done in 
the school cloak-rooms, the windows being brown papered. Infectious 
disease was exceptionally heavy in 19H, measles ne -essitatlng 87 school 
closures. Swabbing for diphtheria was extensively practiced with good 
results ; positive evidence of Infection was obtained in 31 cases. 

In presenting his report on schools in Cheshire Dr. 
Meredith Young, the chief school medical officer, alludes to 
the strain on the administration during the year owing to 
war conditions. The children examined in the entrant, 
intermediate, and leaver groups during 1915 numbered 
17,890. 

Nutrition was below normal in only 7 per cent., and in no case was 
It actually bad. Cleanliness of the body was also satisfactory in all but 
2 per cent., and pedlculi were only found In 0*3 per cent.; in 0*6 per cent, 
they were present in the head. Normal vision in each eye was found in 
71*4 per cent- Organic heart disease was diagnosed in 48 children (0*27 per 
cent); pulmonary tuberculosis was detected in 17 children (0*t/9 per 
cent.) and suspected in 42 others (0*23 per cent.); tuberculosis other 
than pulmonary was met with only in 34 children '0*19 per cent.). 
Attention is drawn by Dr. Margaret Or mis ton, assistant medical officer 

i Cheshire, to a senseless but very common practice in the 

clothing of children -viz., the excessive number of garments covering 
the chest and trunk, as many as 11 layers being sometimes met with • 
while very short f • ocks and bare knees may lead to chill of the extremities 
and • growing pains. ’ Children suffering from ringworm of the head are 
allowed in school if provided with a prooerly fitted cap until cured 
This procedure was found to be quite satisfactory. Thyroid enlarge¬ 
ment is reported as being prevalent in the rural districts of Nantwich 
union and in the Middiewich area, several members of a family being 
affected in many Instances, and transmission being mostly through 
the mav-rnAl relations. This would be an interesting subject for 
investigation, as goitre, or “ Derbyshire neck,” has not been hitherto 
noted in this part of the country. 

Owing fco depletion of the medical staff on account of the 
war the work of school medical inspection in the county of 
Durham was limited, during the latter half of 1915, to 
the examination of ailing and defective children and to 
re-inspection of children previously found to need treatment. 
Previous to this, 16,126 entrants and leavers had been 
examined by Dr. T. Eustace Hill and his assistants. 

waa on fche wh °l e satisfactory, being considered bad in 
only 0*8 per cent.; In an Additional 10 5 per cent, it was below normal. 
Uleanlinesa was also satisfactory, body vermin being found in only 
0*3 per cent, and pedlculi capitis in 1*1 per cent. Organic heart 
disease waa detected in 91 children (0*6 percent.); 57 of these were girls 


(0*72 per cent.) and 34 boys (0*4 per oent.), showing a marked dis¬ 
crepancy in the sex incidence. Pulmonary tuberculosis was found In 
only 9 children (0 05 per cent.), but was suspected in 36 other cases 
(0*2 per cent.); non-pulmonary forms were diagnosed in 0*3 per 
cent. Energetic measures were taken in regard to the presence of 
vermin, under Section 12 of the Children Act. and In some bad cases 
of neglect the parents were sent to prison. Unf-rtunately, no treat¬ 
ment is undertaken by the county Education Committee, except for 
defective vision, and owing to the absence of the school oculist on active 
service comparatively few cases received attention. 

Dr. J. Middleton "Martin’s report on Gloucestershire sohools 
deals with the routine inspection of 10,579 children, as well 
as with 3598 special examinations. 

Of the former category, comprising the entrants, leavers, end Inter¬ 
mediates, the nutrition was below normal in 16*86 per cent., but in 
only 0 09 per cent, was it actually bad. Body cleanliness was satis¬ 
factory in 94*5 per cent., body vermin were found in only a single 
Instance ; on the head they we e found in 15 chil Iren (0*14 per cent.), 
all being girls except tw». Great improvement has taken place in 
regard to this condition, the number infected oeing only about half 
what was found when examina'-lon by the nurse was instituted first In 
1908. and a badly Infected head being now rarely discovered. In the 
Tetburv urban district the percentage of infection has been reduced 
from 39 In 1909 to 7 in 19L5. Vision in the right eye was perfect in 
86 per cent, and in the left eye in 85 per cent.; the proportion of 
children having normal vision in each eye is not stated. Organic 
heart disease was diagnosed in 298 children (2*82 per cent.); 
134 of these were among the entrant infants, giving a percentage 
of 2*91, which seems to be remarkably high. Pulmonary tuber¬ 
culosis was only found ia 3 cases (0*03 per cent.) and suspected in 15 
others ; in 11 children non-pulmonary forms were found. Treatment 
for teeth is carried out by the county authority as wh|1 as, in certain 
districts, by voluntary agencies supported by loed effort. Infectious 
diseases were especially prevalent in 1915, and 206 departments had to 
be closed on this account—nearly double the previous maximum of 118 
in 1913. There were, however, fewer eases of infectious skin disease 
(ringworm, impetigo, and scabies) than in any previous year. 

In Kent the number of children on the roll of schools 
under the county education authority was 84,707 aud the 
number examined during 1915 in the code groups was 
20,509. 

Of these children 94 per oent. were well nourished, and only 0*1 per 
cent, were in a bad condition in this respect; 92*2 per cent, were ciean 
as regards the body. Defective vi -ion wa« much more prevalent among 
girls (13*2 per oent.) than among boys (9*6 per cent.). Heart affection 
(organic or functional not distinguished) was diagnosed in 2*1 percent., 
being somewhat more frequent in girls (2 4 per cent.) than in boys 
(1*9 per cent.). Tuberculosis of the lungs was found in 0*6 and suspected 
in an additional 0*3 per cent, and other forms of the disease in 0 1 per 
cent. As to the age incidence of the specific fevers in children an 
interesting table shows that 50 per cent, of the tnvs aged 5 had 
already had measles. At the age of 9 the percentage was 76*3; at 13 It 
was 83*9. The analogous percentages for whooping-cough were 34*6, 
51, and 51, and for Bcarlet fever 2*8, 6*4, and 11*2 respectively. For 
diphtheria the ratios w*-re 15, 3*5, and 8*2 per cent. The ratios for 
girls were for each disease very similar to those of the boys. A table of 
heights and weights of 2000 boys and 2000 girls shows that in height 
boys and girls (in Kent) are almost equal at 9 years of age (49 7 and 
49*8 Inches), and at 13 years (55*6 and 55*8 Inches). In weight the girls 
outgrow the boys in these four years: at 9 years the boys average 
56*1 lb. and the girls 54*6 lb ; at 13 years the boys -have increased 
to 75 7 lb., but the girls have gone up to 77 4 fb. The relative 
increase is, however, not so marked as in children in London, where 
girls of 13 are on an average nearly 3 lb. heavier than boys of that age. 
The condition of enlarged tonsils and adenoids (not differentiated) 
was diagnosed in 24‘7 percent, of the boys and23 4 percent, of thegirls. 
An abnormally large proportion in a group of ca«es was fQund among 
children habitually taking their dinner at school because of distance 
from their home or for some private reason; the prevalence among 
these children was three times as great as among those who go home 

. The connexion of this condition with deafness was shown by 

the fact that out of 516 ca-es of defective hearing in 28*2 per cent, 
enlarged tonsils were present. It is gratifying to hear that oare of the 
teeth is becoming general, the demand for toothbrushes almost 
exceeding the supply provided by the Education Committee. 

Owing to war conditions the routine medical inspection 
of school children in Norfolk during 1915 had to be 
suspended in April. Matters requiring urgent attention 
and the management of outbreaks of infectious disease, also 
the examination of children specially brought forward by the 
teachers as needing medical care, were dealt with by Dr. 
J. T. C. Nash, the county medical officer of health, per¬ 
sonally during the remainder of the year. His report deals 
with a total number of 3847 children submitted to theiroutine 
examination. 

Of these children 86*93 per cent, were well nourished, and in only 
018 per cent, was the nutrition actually bad. Alt the children were 
clean except 1*5 per cent., and in only one child were body vermin 
found to be present. Organic heart disease was diagnosed in 0*18 per 
cent., and non-pulmonary tuberculosis In 0 32 per cent. Not. a single 
case of tuberculosis of the lungs was definitely diagnosed, and In onlv 
one child was it suspected. Defective vision (less than 6/9 in either 
one or both eyes) was found in 7*93 per cent. The provision of X ray 
treatment for ringworm being impracticable, systematic application of 
mercurial ointment was carried out in a ringworm class of 33 children 
with such good effect that at the end of the year there Were only two 
children still uncured. 

In Northamptonshire the work of medioal Inspection in 
1915 was carried out by Miss M. J. Eeers, M.B., after the 
departure of Dr. J. H. Mason on military service in April ; 
4571 children were systematically examined. 
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Ot these 95*4 percent, were well nourished, and only one child was 
considered to be actually in a state of malnutrition ; 95*4 per cent, also 
were clean, and in only three instances were body vermin detected. 
Organic disease of the heart, was present in 0 59 per cent, and pul¬ 
monary tuberculosis in 0*46 per cent., other forms of ti is latter disease 
being found In 0*24 per cent. Normal vision was present in 67 per cent, 
of the 1898 children tested. The weights of the boys (734 >h.) and 
girls (73} lb.) in the urban districts at 12 to 13 years of age were prac¬ 
tically equal; in the rural districts the corresponding figures were 
74} lb. for the boys and 77} lb. for the girls. In ©me uding his report 
Mr. Charles B. Paget, thecouoty medical officer, notes that, owing to 
the war, a larger number of children than usual have failed to receive 
treatment, especially In respect to defective vision and throat cases. 

In Warwickshire , during the early part of 1915, the 
routine medical inspection of 1979 school children was 
carried out in addition to special examinations; after 
Jane 1st, owing to war conditions, only children specially 
selected by the teachers and health visitors were examined, 
to the number of 1112. 

A considerable proportion of defects was fonnd in these “special’ 
cases, treatment of which was undertaken with benefit; the inter¬ 
ruption of the routine inspection, though maklig a regrettable 
hiatus in the progressive improvement of the health of the school 
children In the © unty, was probably unavoidable. Verminous heads 
and ringworm give a good deal of trouble, and treatment of these 
casts in rural nlstricts Is full of d fficulty, as the distance from the 
nearest practicable treatment centre is often considerable. “No 
scheme for the provision of treatment by the county council of 
defects found in school children h>»s yet been adopted.” Dr. Bostock 
Bill mentions the difficulties that have been experienced in carrying 
on the work of medical inspection on account of the war, and is 
satisfied with the results that have been obtained Of the 1979 children 
examined as entrants and leavers nutrition was below normal in 15 2per 
cent., being actually bad in only 0*4 per cent.; body cleanliness was 
unsatisfactory in 4*1 per cent., organic heart disease was detected in 
0*9 per cent., and pulmonary tuberculosis in only 0*1 per cent. 

The report on school medical inspection in the West Riding 
of Yorkshire in 1915 is very short on account of the absence 
of nine of the medical staff (including Dr. J. R. Kaye, the 
school medical officer) on military service. The work has 
been maintained in spite of difficulties due to this cause. 
The number of scholars on the school roll was 200,513, of 
whom 38.023 were examined at the routine inspections, 
besides 18,971 special cases. 

Of the routine cases—entrants, intermediates, and leavers—0*18 per 
cent, were poorly nourished, and 14*26 per cent, were verminous as 
regards the head. Pulmonary tuberculosis was diagnosed in 0*23 per 
cent., and other forms of tuberculosis in 0 38 per cent. Of the w ole 
number of children—entrants, intermediates, and leavers—26 70 per 
oent. were unvaccinated; of the entrants the proportion was 45 60 per 
cent, of the leavers 14*69 per cent. Tbeae figures speak for themselves. 
At 17 secondary schools the entrants were inspected; of ages 11 to 14 
1714 per cent, were unvaccinaied, and 6*31 per cent, were verminous. 
It Is unfortunate that several of the care committees have cessed to 
exist, leaving in their respective districts the whole visiting work to be 
done by the school nurses. 


URBAN VITAL STATISTICS. 


(Week ended March 31st, 1917.) 

English and Welsh Towns— In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 18,000.000 persons, 
the annual rate of mortality was 17*7, against 18*5 and 16 5 per 1000 
In the two preceding weeks. In London, with a population exceeding 
4,000,000 persons, the death-rate was 17*8, or 0*3 per 1000 above that 
recorded in the previous week; among the remaining towns the 
rates ranged from 4*7 In Baling, 5'4 in Acton, and 8*4 in Oxford, to 
24*5 in Bolton, 24*7 in Rochdale, and 25*5 in Plymouth. The 
principal epidemic diseases caused 406 deaths, which corresponded 
to an annual rate of 1*2 per 1000, and included 252 from measles, 
57 from whooping-cough, 43 from Infantile diarrhoea. 41 from diphtheria, 
10 from scarlet fever, and 3 from enteric fever. The deaths from measles 
showed a further increase compared with the numbers recorded in 
the nine preceding weeks, and caused the highest annual death-rates 
of 3*3 in Plymouth and In South Shields, 3*9 in Ilford, 4 0 In Walsall, 
and 7*2 in Dudley. The 795 cases of scarlet fever and the 1377 cases 
of diphtheria under treatment In the Metropolitan Asylums Hospitals 
and the London Fever Hospital were respectively 22 and 100 below 
the numbers at the end of the previous week. Of the 5866 deaths 
from all causes in the 96 towns, 181 resulted from violence. The 
causes of 54 of the total deaths were uncertified, of which 11 were 
registered in Birmingham, 8 in Liverpool, and 4 each in London, 
Manchester, and South Shields. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual death rate 
was equal to 17*9, against 18*3 and 16*2 per 10(0 in the two preceding 
weeks. The 418 deaths in Glasgow corresponded to an annual rate 
of 19*5, or 3*2 per 1C00 above that recorded in the previous week, and 
Included 28 from whooping-cough, 16 from measles. 5 from infantile 
diarrhoea, 3 from diphtheria, 2 from scarlet fever, and 1 from enteric 
fever. The 116 deaths In Edinburgh were eqnal to a rate of 18*2 per 
1000. and Included 7 from whooping-cough. 5 from measles, 2 from 
infantile diarrhoea, and 1 each from scarlet fever and diphtheria. 

Irish Towns .—The 172 deaths regi-»ered in Dublin were equal to an 
annual rate of 22*5, or 3*8 per 1000 below that recorded in the 
previous week, and included 17 from measles, 7 from Infantile diarrhoea, 
and leach from whooping-cough and diphtheria. The 133 deaths in 
Belfast were equal to a rate of 17*6 per 1GO0, and included 4 from 
measles, 2 each from enteric fever and Infantile diarrhoea, and 1 from 
scarlet fever. 


THE SERVICES. 


BOYAL NAT At MBDIOAL 8BRVICB. 

• To be Temporary Surgeon : F. A. Knott. 

The following appointments have been notified Fleet-8urgeon : 
A. Woollcombe to Pembroke. Temporary Surgeons: ft. W. Townley 
and J. L. Pringle to Pembroke. 

ROYAL NAVAL VOLUNTEER RESERVE. 

J. T. Wood, L.D.S., to be temporary Dental Surgeon. 


ARMY MEDICAL SERVICE. 

Col. H. A. Bruce, Canadian A.M.C., to be temporary Colonel. 
TERRITORIAL FORCE. 

To be Deputy Assi«tant Directors of Medical Services: Major W. E. 
Miles and Capt. H. Pinto-Lelte. _ 

ROYAL ARMY MBDIOAL CORPS. 

A. J. J. Johnston, Surgeon-General, R.N. (ret.), to be temporary 
Lieutenant-Colonel. 

Temp. Major A. G. P. Gipps to be temporary Lieutenant-Colonel. 
Temp. Major E. Webb-Jobnson, D.8.O., to be acting Lieutenant- 
Colonel whilst commanding a General Hospital. 

Captains to be temporary Majors L. J. Rhea, Canadian A.M.C., 
N. B. Gwyn, Canadian A.M.C., C. Wollard, Canadian A.M.C., and S. R. 
Harrison, Canadian A.M C. 

To be temporary Majors: Temp. Capts. W. P. Yetts and Wilford V. 
Robinson (whilst commanding troops on a hospital ship); B. C. St&bb 
(while employed at the Manor County of London War Hospital). 

T. G. M 'orhead to be temporary honorary Major. 

Temp. Capt C. G. G. Keane to be Lieutenant and to be granted the 
rank of temporary Captain. 

Temp. (apt. J. D. Gimlette relinquishes the rank of temporary 
Major on reposting. 

The undermentioned are granted temporary honorary rank whilst 
serving with No. 22 General HospitalAs Lleutenant-C -lonel: H. 
Cabot. As Major: G. C. b hat tuck. B. G. Crabtree As Captain: E. S. 
Bridges. As Lieutenant: E. D. Busby, E. 8. Welles, F. B. Grinnell, 
E S Fish. 

To be temporary Captains: Lieut. T. C. Bowie and 0. Robinson, 
Temp. Lients. E. H. Wheeler and F. G. Thomson and F. S. B. 
Fletcher. S. G. BilUngton, H. S. Berry, G. B. Flux, B. N. Murphy. 

M. C., late Captain R A.M.C. 

To be temp rarv Lieutenants: H. McLean, B. G. Magllnn*. R. 
Apple'on. S. W. Milner, J. B. Mitchell, J. B. Wilkie. G. McNeill, H C. 
Qulrke, T. McFftririge, W. L. G. Anderson, H. C. W. Wood, W. G. 
Attenho*ougb, A. G. Stewart. R. B. Fletcher, J. G. B. Smith, B. A. 
Price, N. Glegg, W. H. Miller. C. P. A. Stranaghan, P. Murphy, R. J. 
Croxford, A. E. Baron, E. C. TarnpUn, F. Jubb, Temp. Hon. I.teut. T. B. 
Johnston, A. M. Caverhlll, L. N. Morris. C. H. Wagner, T. B. Davies, 
H. L. Blackley, A. Armer. J. B. McD. uga.ll, D. S Clarke, J. B. Ball, 

N. 8. Lucas, D. Young, A A. Wilkinson. H. E Graham, B. A. Campbell, 
H Bards’ey, A. W. Hare, W. L. M. Day, E. Wragg, G. Nelson, D. W. 
Anderson. 

Officers relinquishing their commissions: Temp. Capts. D. Lawrie 
and T. J. S. Moffett. Temp. Lieuts. D. C. Wilson, W. J. Greehy, and 
C. B. Richardson, and Temp. Hon. Lieut. W. H. Thomas (having ceased 
to be employed with the British Red Cross Society in France). 

SPECIAL RESERVE OF OFFICERS. 

Lieutenants to \m Captains : D. R.Hennessy, J. A. C. Kidd, S. J. V. 
Furlong, J. Y. McLean, D. Roger. 

A. H. Mitchell, from Aberdeen University Contingent, O.T.C., and 
J. R. John, from London. University Contingent, O.T.C., to be Lieu¬ 
tenants. 

Capt. W. J. Reid relinquishes his commission. 

TERRITORIAL FORCE. 

Major B. 0. M. Foster to bo acting Lieutenant-Colonel whilst com¬ 
manding a Field Ambulance. 

Major W. E. Miles is restored to the establishment on vacating the 
appointment of Deputy Assistant Director of Me deal Services. 

Capt. T. 8. Allan to be temporary Major whilst in command of a 
Military Hospital. 

Capt. H. Pinto-Lelte is seconded while holding the appointment as 
Deputy Director of Medical Services. 

To be Captains: Cap'. A. J. W. Stephen (from Northern General 
Hospital); and Lieuts. J. S. Cooper, J. B. Hogarth, H. England, 
P. G. Phillips. 

Lieutenants to be temporary Captains whilst serving with the 
Medical Unit of the University of London Contingent, Senior Division, 

O. T.C.: J. H. R> ffel and W. Wright. 

A. G. Harriogton to be Lieutenant. 

Capts. A. J Archibald and W. Love relinquish their commissions on 
account of ill-health.. Capt. W. J. Deighan relinquishes bis commission 
on account of ill-health, contracted on active service, and is granted 
the honorary rank of < aptain Capt. F. W. A. Stott, Attached to Unite 
other than Medical Units, relinquishes his commission on account of 
ill-health. 

VOLUNTEER FORGE. 

A. F. Turner (late Lieutenant 2nd V.B. Gloucestershire Regiment), 
to be temporary Captain and Medical Officer 3rd Battalion Gloucester¬ 
shire Volunteer Regiment. _ 

INDIAN MEDICAL SERVICE. 

Lieut.-Col. H. B. Nt-lville, on return from leave, has been posted to 
Gorakhpur as Civil Surgeon, Brevet Col. H. F. Cleveland has been 
appointed Deputy Director-General, vice Lieut.-Col. F. B. Swlnton, 
and Lieut -Col. James has h*en elected a member of the Punjab 
Medical Council. Capt. R. H. Bott has been elected an ordinary 
Fellow of the University of the Punjab. 

Col. le Bel, the chief doctor of the French-Canadian Hospital at St. 
Cloud, has been presented with the Cross of the Legion of Honour, 
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C0rmpairtrmt. 

" Audi alteram partem." 


“ SOLDIER'S HEART.” 

To the Editor of Thh Lancet. 

Sir,— The remarks of Captain Adolphe Abrahams 1 and 
the comments of Dr. Thomas Lewis have mnch interested 
me, and perhaps I may be pardoned for again trespassing 
upon your space. 

The opinion of both Oaptain Abrahams and of Dr. 
Lewis upon cardiac strain seems to me to be par¬ 
ticularly valuable. Although I cannot lay claim to the 
athletic distinction of Oaptain Abrahams, yet I have' 
been capable of prolonged and strenuous exertion, and 
having been at the same time interested in morbid affections 
of the heart, naturally I have paid some attention to 
the effect of exercise upon the heart. As an illustration of 
the fact that I have at times put my own heart to more or 
less severe tests, it may be mentioned that although I have 
long passed the age of youth, in the month of April preceding 
the outbreak of war I rode on an ordinary “push-bicycle ” 
from Taz-malt in Algeria to Algiers, a distance of 179 kilo¬ 
metres (112 miles) in nine and a half hours, although my 
low gear was out of order and could not be used. All the 
hills were ridden, some of them no mean ones, and the ride 
ended over a road paved for six or seven miles with cobble¬ 
stones. The ride also happened to have been during an 
unusually hot spell of weather for the month of April. I 
was told that the thermometer on the day of my ride had 
registered 98° F. in the shade in Algiers at one hotel. 

While it has not fallen to my lot to meet with oppor¬ 
tunities upon which to base an opinion regarding the 
question of cardiac strain such as have fallen to Sir Clifford 
Allbutt and to Captain Abrahams, it has always appeared 
to me that an “ athletic heart,” if it occurs at all, must be so 
rare as to require to be classed under the heading of 
medical curiosities rather than of pathological conditions 
worthy of serious attention. Yet during an experience in 
the post-mortem room covering about 2500 necropsies I met 
with three instances of great enlargement of the heart 
which, by excluding all other possible causes of enlargement, 
appeared with some reason to have been consequent upon 
prolonged physical exertion. But two of those cases occurred 
in stokers in gasworks, and the third in a blacksmith. It is 
obvious that in those cases strenuous worlj was carried on 
under unusual conditions—namely, under the influence of 
great heat—and the question arises whether the heat may 
not have been the more important factor in leading to the 
cardiac enlargement. During heavy work in a hot atmosphere 
most of the water drunk must be passed off by the skin, 
comparatively little by the kidneys. Toxic products of 
metabolism may be retained and the heart suffer in con¬ 
sequence. A good example of toxic enlargement of the 
heart, it may be mentioned in passing, is the enlargement 
which is not so very uncommonly met with as a result of 
excessive indulgence in alcohol, but alcohol as a oause for 
enlargement in the above cases was as far as possible 
excluded. 

However reasonable or unreasonable my theory may be 
regarding a toxic causation for enlargement of the heart 
occurring in association with prolonged arduous work, it is 
a sufficient supply of fluid that I require to enable me to 
arrive at the end of a long ride feeling capable of doing 
as much again. Captain Abrahams attributes the warding 
off of fatigue during one of his physical feats to a good 
meal. It seems to me that if the circulation benefits from 
the solid constituents of a meal taken during exercise it oan 
only do so because the food acts as a mechanical stimulus 
to the abdominal vaso-motor system, a stimulus which, of 
necessity, reacts on the general circulation. The muscles 
can derive no direct benefit from the meal until time has 
allowed digestion to take place, whereas the influence of a 
meal on the sense of well-being is almost immediate. Some 
persons may require abdominal stimulation of the vaso-motor 
system during strenuous exercise, in others fluid taken in 
sufficient quantity to make up for the loss of water by 
perspiration may be all that is neoessary. It is true that in 

1 The Lancet, March 24th, 1917, p. 442. 


the above-mentioned ride 1 drank two bottles of sweet 
lemonade and two large cups of caf6-au-lait containing sugar, 
and thus took a rapidly diffusible food in the form of sugar; 
but on several occasions during a ride of nearly 1300 miles 
in Algeria and Tunisia, including a ride from Algiers to 
Tunis, 1 frequently had water only in the oourse of the day, 
which fortunately could often be procured clear and fresh in 
the mountainous and hilly districts. 

In addition to physical conditions affecting the circula¬ 
tion, as Captain Abrahams points out, the mind also has its 
influence. A child may run about all day after butterflies 
and show no sign of fatigue, but become hopelessly tired 
after an hour’s dull walk. The athlete may have an object 
in view and feel no fatigue until the object is attained. This 
is not the case with the soldier. Most of his exercise is 
undertaken with no other stimulus than that of fulfilling, it 
may be, dull duty. He is at a disadvantage in another way. 
The athlete’s feats are more often than not spasmodic. 
Consciously or subconsciously, should he overstrain in some 
measure his physical powers he, by a diminution in outlet 
of energy, allows time for recuperation. The soldier is not 
his own master in such matters, and in the absence of 
sufficient time for recuperation the nervous balance of the 
vaso-motor system may be upset. 

The athlete will, I think, if he study his own circulation 
for a day or two after some feat in whioh he had put a 
strain upon his physical powers, great even for himself, And 
some departure of the vaso-motor system from its usual 
smooth working. This is most likely to take place when 
strenuous exercise has ‘not previously been undertaken for 
some time, but it seems to me that slight temporary dis¬ 
turbance of the vaso-motor system may undoubtedly occur. 
The conditions of life of the athlete are such that he suffers 
no harm. The conditions of the soldier may be otherwise. 

I am, Sir, yours faithfully, 

April 2nd, 1917. THEODORE FlSHER. 


To the Editor of The Lancet. 

Sir,—W ith Captain Adolphe Abrahams’s conception of the 
“soldier’s heart,” 1 with his observation of the aggravation 
of that condition which frequently appears to result from 
much attention being called to it in cordaria or in general 
hospitals, and with his experience of the natural disinclina¬ 
tion manifested by some who have suffered from it again to 
‘ ‘ face the music ” of outrageous war my own views and 
experience largely agree. The “defensive neurosis” of 
which he writes is certainly shown by some, although not by 
all. Others are bravely anxious to resume duty and do so, 
and I have found this even among “ gunners,” whose “job,” 
to use a Service term, is more arduous than that of some 
other branches. 

The psychical and neural factors, as I have before argued, 
play a large part in some cases of persistent soldier’s heart, 
but a tedious or protracted form of this condition is met 
with also in the unemotional and stable man who is 
physically played out and whose nervous system doubtless 
manifests changes not otherwise expressible at present 
than by such terms as the loss of reserve force or exhaustion. 
The prospects of even a young and healthy man, who has 
escaped invalidism and injury and been actively engaged in 
modem warfare for 18 months or 2 years and who shows 
the “ soldier's heart ” (the advent of which, in some cases, is 
precipitated by a “shell shock”), of again being able to 
resume full duty are not good. Who can say that such a 
one has not earned relief from work in the fighting line, 
although there is no release in war ? He has “ done his bit ” 
and may find useful war work elsewhere than on the stricken 
field. 

It is, however, to another point in the heart of the 
soldier, as distinguished from the “ soldier’s heart,” that I 
wish now briefly to allude, conceiving the point to be of 
practical importance. Captain Abrahams’s remarks, if I 
may without offence say so, have, on the whole, a com¬ 
mendable reserve and balance, but I would respectfully 
suggest that as an adherent of the new cardiology—the 
modem aspect of heart disease, to use the phrase of the 
last Lumleian lecturer—he has revived, in his oontempt 
for the cardiac bruit, a view whioh, I had hoped, was 
fast finding a richly deserved quietus. The “purrs,” 
“barks,” “roars,” and “squeaks” of the heart are not 


i The Lancet, March 24th, p. 442. 
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precisely analogous to the various grunts of an efficient 
motor-car. In making this comparison Captain Abrahams 
doubtless is, however, rhetorical rather than instituting that 
analogy which has been well called the fruitful mother of 
many errors. 

Many systolic bruits, transient or extracardial in nature, 
which are usually easily diagnosed and have frequently been 
fully appreciated, are, of course, negligible. But with all 
due regard for the value of integrity in muscular power (the 
importance of which, so far as I know, has for long been 
recognised even by those who find some wisdom in old 
aspects of heart disease) is it contended, may I inquire, that 
it is an excellence in the cardiac mechanism to possess a 
defective valvular apparatus? The new cardiologist? who 
regards with some complacency his additional enlighten¬ 
ment, would appear at times to think so. Is the career of a 
soldier one to be chosen by those who possess even a mitral 
lesion which has survived with impunity the calls of civil 
life and shows when examined no material enlarge¬ 
ment or dilatation of the organ ? Experience answers, 
Certainly not. Organic valvular disease, direct and 
reflux, which has been overlooked or ignored, and notwith¬ 
standing exceptions to the rule, has frequently been found 
to lead to hopeless invalidism, and at times even to the 
death of the Boldier. So well established is this fact that no 
medical officer, however “modern” his outlook on heart 
disease, would be justified in subjecting the bearer of suoh a 
lesion to the exertions and vicissitudes of the soldier’s life 
in war. It is to emphasise again this point, on which a 
considerable experience enables me to speak with conviction, 
that I write these lines. Fortunately, the Army Medical 
8ervice as a whole, and in spite of 11 modern ” conceptions, 
continues to prefer an entire to a broken pump in the 
circulation, even when the break is only in the wash-leather. 

I am, Sir, yours faithfully, 

Alexander Morison. 

Upper Bcrkeley-street, W., April 2nd, 1917. 


THE LUMLEIAN LECTURES ON HEART 
DISEASE. 

To the Editor of The Lancet.. 

Sir,—T here is one point in the modern study of heart 
disease which, I think, hardly meets with the recognition 
that it deserves, and I venture to believe that in the future 
it will greatly alter the attitude of the medical profession 
to this study. It is this : that we can from the most frequent 
cause of heart disease in this country not only isolate the 
exciting cause, but reproduce the lesions, and thus the 
rheumatic heart is proved to be an infective process. From 
the date of this acquisition to our knowledge I hold that much 
teaching on the subject of heart disease has been entirely 
altered. So far as cardiac infections are concerned, we 
see at once that there are two phases—running of course, 
the one into the other—the active phase, in which every¬ 
thing ever to be gained in the way of cure must be sought 
for, and the stage of scar formation, in which palliative 
measures are only possible. Further, we realise that the 
study of heart disease is not, as would so often appear to be 
thought, a study of the heart alone, but a study of the 
response of the heart to infection, correlated with the responses 
of the other viscera. 

It is often enough that the character of the infection, qud 
virulence, determines the future of the patient rather than 
the particular physical signs at the moment. To estimate 
this virulence we must study not the heart alone but the 
patient. The life-history of the infection is of more cardiac 
importance than irregularities of action or valvular lesions. 
Why does the infection, in some cases, linger stubbornly on, 
breaking out at intervals, and producing in this way stenosis ? 
Why do the valvular lesions sometimes fail to heal and thus 
produce various grades of malignancy? Again, why does 
the rheumatic infection in some cases damage the nervous 
mechanism of the heart, as in children it does the brain in 
chorea, thus producing intractable cardiac “ neur as thenia ” ? 
How much can we influence the development and course of 
heart disease by more careful attention to angina faucium ? 
What can we do to prevent scar formation by alteration of sur¬ 
roundings and more prolonged convalescence ? When are we 
going to look upon scar formation as a failure in our methods 
and not as •• heart di se as e ” ? These are problems with 


which what I venture to call the modem study of heart 
disease confronts us ; these are the problems the solution 
of which, however imperfect, will lead to the relief of the 
human race from much affliction. Our text-books mostly 
begin at the end of the story, or perhaps it would be 
more correct to state that they lavish most of their wisdom 
on a lost cause. There are admittedly very many points 
in heart disease unassociated with infection, and I have 
nothing but admiration for the investigations connected with 
them, but I do claim that the establishment of cardiac in¬ 
fection in rheumatic heart disease is not only modem, but 
will eventually alter entirely the methods of description of 
many of the most important developments of heart disease. 

. I am. Sir, yours faithfully, 

Devonshire-plaoe, W., April 6th, 1917. F. JOHN POTNTON. 


THE EXAMINATION OF THE BLOOD OF 
TYPHUS FEVER CASES BY DARK- 
GROUND ILLUMINATION. 

To the Editor of Thb Lancet. 

Sir, —The infective agent in typhus fever has been a 
subject of much investigation in recent years. In Belfast 
we have made numerous blood cultures, but have failed to 
isolate any micro-organism which could be definitely incrimi¬ 
nated as the cause of the disease. During the past few weeks 
we have had an opportunity (through the courtesy of Dr. 
Gardner Robb) of examining the blood of typhus fever 
patients with dark-ground illumination. Our investigations 
are yet far from complete, but the following facts seem 
worthy of putting on record. 

1. In all cases examined before the crisis the blood shows 
a well-defined slender body which is about the thickness 
of the B . typhosus and, like the latter, is of variable 
length. This body is extremely pliable, wriggles, and shows 
distinct motility. In some cases its length is about 4/*, in 
others 6-8/4, and often a long slender filament about 16/4 is 
seen. The clean-cut outline and the motility and the 
characteristic appearance indicate its parasitic character 
and differentiate it from any artefact. Whether it should be 
classed as a bacillus ot spirochsete must be decided by 
further study. The appearance in the dark field is such as 
is presented by ordinary bacilli, but the longer forms are 
not unlike the straighter forms of the Spiroohata iotero- 
hamorrhagioa. Against the view that it is a bacillus is the 
fact that our cultures so far have been completely negative. 
It is remarkable that blood which contains numerous living 
form8 of above description inoculated on all kinds of media 
both under aerobic and anaerobic conditions shows no 
growth. The micro-organism at each pole shows a highly 
retractile granule, and its slender pliant body differentiates it 
from the diphtheroid bacilli described by Plotz and others. 

2. The micro-organism is free in the plasma. If the 
citrated plasma is centrifrugalised and the deposit examined 
in the dark field the presence of the germ is readily 
detected, but as a rule there is no difficulty in finding it 
without this procedure. Since the disease is transmitted by 
lice it is obvious that the virus must be present even in a 
small drop of blood. 

3. The presence of above germs in blood which gives no 
growth on ordinary media is diagnostic of typhus fever. 

4. So far we have examined blood from 12 separate cases 
of very different ages and in all have found the micro¬ 
organism. The day of the disease at which blood was 
examined varied from the fifth to fifteenth. During convales¬ 
cence the germ could not be detected in several specimens, 
though it had been found at the acute stage. 

In conclusion, we may state that a very careful examina¬ 
tion of five specimens of normal blood showed no bodies at 
all resembling the above. We used Leitz’s dark-ground 
condenser, 1/6 objective lens and 4 ocular, and as a 
source of illumination Mill’s electric arc lamp. We need 
hardly add that slides, coverslips, &c., were scrupulously 
clean and sterile. In our opinion the micro-organism is 
closely related to the Spirooharta ictero-hamorrhagioa and to 
the bacillus found by Wolbaoh in Rocky Mountain fever, 
and pending further investigation might be described as the 
Spirocfueta typhi.—'We are. Sir, yours faithfully, 

W. James Wilson, 
Georgina R. Darling. 

Hygiene and Public Health Laboratories, Queen’s 
University, Belfast, April 6th, 1917. 
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THE CLOSURE OF COLOTOMY OPENINGS. 

To the Editor of The Lancet. 

Sir, —In his letter in your issue of April 7th Mr. Lockhart- 
Mummery still maintains that the enterotome method of 
closing a colotomy opening is the best. He objects to the 
method of Greig Smith on the ground that— 

“ The extraperitoneal operation is very liable to leave a 
weak place in the abdominal wall, and many patients have 
subsequently to wear belts. It also leaves a condition which 
is not normal and is liable to cause trouble later.” 

In his paper in your issue of March 10th, in discussing the 
enterotome method, he states : 

“ The only objection to it is that the condition deft is not 
quite normal, as the bowel remains attached to the abdo¬ 
minal wall, and there is often a weak spot which may 
necessitate the wearing of a belt or support.” 

Wherein lies the difference ? 

I have seen no trouble subsequent to the extraperitoneal 
operation. Mr. Lockhart-Mummery condemns the extra- 
peritoneal method as being dead, but in doing so condemns 
his enterotome method. He wrote bis paper feeling that as 
surgeon to St. Mark’s Hospital he should call the attention 
of the uninitiated to the best method of closing colotomy 
openings. The enterotome method he regards as' “the 
easier and by far the safer ” when compared with the resec¬ 
tion method. He must admit the same for the extra- 
peritoneal method, as from his own statements he has no 
more objection to it than he has to the enterotome method. 

His paper was also written to describe “(1) the easiest 
and (2) the best methods of closing a colotomy.” A third 
object might have been the safest method. The statistics 
given by him show by his methods 14 per cent, deaths and 
16 6 per cent, failures after repeated operations. The figures 
I gave in my letter of March 31st show for the extra- 
peritoneal method 2 6 deaths and no failures. I think that 
even Mr. Lockhart-Mummery should agree that the extra- 
peritoneal method is the one to be adopted by the less 
initiated, the resection method being kept for the unusual 
case and the enterotome put into the museum. 

A point whioh has not apparently been made clear is, that 
there must be adequate clearing of the bowel before the 
opening is closed. If this is done, what can be the object of 
having the bowels opened on the second day ? It will cause 
undue tension on the sutures. There are no masses of hard 
fmces in the bowel. Even if there were hard masses of faeces 
present due to faulty preparation, then a small enema or 
small doses of salts will not break them up, The stimulus 
will only cause them to come into the neighbourhood of the 
sutures, a condition of things which, I agree with Mr. 
Lockhart-Mummery, is to be avoided at all costs. In my 
opinion, routine opening of the bowel on the second day will 
cause failure in the closing of colotomy openings. 

I am. Sir, yours faithfully, 

Ernest Finch, M D., M S. Lond., F.R.C.S. Eng., 

April 9th, 1917. Assistant Surgeon, Royal Infirmary, Sheffield. 


TUBERCULOSIS AND THE WAR. 

To the Editor of The Lancet. 

Sir, —In reply to Dr. Edward E. Prest’s letter in 
The Lancet of March 24th, as a believer that a good 
deal of the trouble in the comparison of tuberculous cases is 
due to the inexact use of terms, I should be glad to know 
what he means by “that he may be permanently cured,” 
and how the condition is recognised when it is attained, as 
after much inquiry I have up to date failed to find a 
satisfactory description of how it may be achieved and 
recognised. 

In connexion with his desire to give five months’ treat¬ 
ment in a sanatorium to cases classified as Class I., I may 
state that I have had two cases sent to my sanatorium this 
week from the Army which illustrate the point. One patient 
came from India; there was T.B. bacillus found in the 
sputum months ago, when his condition of health was very 
low. He is now his normal weight, he has no temperature 
variation (taken rectally), no increase of pulse-rate, no cough, 
no sputum ; desires and is quite capable of working after a 
short holiday. Should I send him to “a properly conducted 
sanatorium”? The other case was discharged from my 
sanatorium 20 months ago, apparently all active symptoms 


having subsided and in excellent health. He has now been 
returned from France after 12 months’ service, 1 atone 
heavier than when he left, with no cough, no sputum, no 
increase in pulse-rate, and no variation of temperature He 
is much amused at his success in getting his discharge and 
pension. He is a very efficient “swinger of the lead,” as I 
know from experience, and he will remain in the sana¬ 
torium as long as we are willing to keep him, and would 
thoroughly enjoy “ five months’ treatment.” 

I fully believe in sending Class I. cases into a sanatorium 
if they show any loss of resistance during dispensary attend¬ 
ance ; in fact, very few others are admitted here except 
soldiers’ dependents or cases forwarded by the War Office ; 
but frpm watching a considerable number of cases (about 
2000) I am satisfied that there is a stage anterior to that 
requiring the complete cessation of wage-earning, which the 
sanatorium treatment necessitates. Any threat to their 
resistance by the tubercle organism can be countered 
without turning them into invalids, even temporarily. This- 
stage takes a certain amount of care in recognising, and 
is generally classified as incipient phthisis. When a sana¬ 
torium is indicated the lesion has usually become more 
definite, and permanent tissue destruction has occurred, as is- 
demonstrated by the physical signs of the grosser nature 
easily recognised by the ordinary stethoscope. 

More than 50 per cent, of the cases that have been passed 
through the sanatorium here in the last two years are in full 
work, many for a considerable time, without deterioration. 
Still, I should hesitate to describe them “as permanently 
cured,” and it is considered advisable that they should still 
attend the dispensary occasionally for observation and advice. 

I am. Sir, yours faithfully, 

Middlesbrough, April 4th, 1917. HENRY A. ELLIS 


READING BY EAR. 

To the Editor of The Lancet. 

Sir, —Will you permit me to point out that the article in 
the Timet of March 29th describing a recent trial of the- 
optophone was of a somewhat misleading character. On 
Jan. 25th Dr. d’Albe undertook to give a demonstration of 
the practical value of the optophone before some experts of 
the National Institute for the Blind, this demonstration 
to consist of the reading of newspaper type at the rate of 
25 words a minute. It was deferred until Dr. d’Albe bad 
practised to a degree which he considered sufficient on the 
instrument to be employed. Dr. d’Albe selected March 26tb 
as the date, and I have it from him that he had practised 
130 hours on the optophone used. 

As to how far short he fell of his expectations the follow¬ 
ing extract from a report submitted to me by the four 
experts of the National Institute for the Blind who attended 
the demonstration, and two of whom were blind men, will 
show. 

The speed which the inventor was able to attain—one 
word in one minute and a quarter—would be utterly useless. 
Dr. d’Albe’s contention that increased speed was purely a 
question of practice is not convincing, for our knowledge of 
tne optophone leads us to believe that the speed must alwayB 
be so slow and the use of the instrument so nerve-racking as 
to make the optophone of little or no value to blind people, 
whatever may be its use in other directions. But even 
assuming that a satisfactory speed could be obtained, the 
expensive character of the instrument would put it out of 
the reach of the average blind person. 

I hope that Dr. d’Albe will now cease to issue misleading 
statements with regard to the practical value of the opto¬ 
phone as a means of enabling blind people to read. It can 
at present be only described as an interesting scientific 
toy. It is to be most sincerely hoped that Dr. d’Albe will in 
the course of time succeed in producing results from his 
ingenious invention which will render it worthy of serious 
consideration by those who have the interests of the blind 
at heart. I am, Bir, yours faithfully, 

Arthur Pearson, 

President., National Institute for the Blind. 

Great Portl&nd-street, London, W., April 2nd, 1917. 

*** We noted on Feb. 17th Dr. d’Albe’s demonstration of 
the optophone at the Rontgen Ray Society and his claim that 
with practice printed type could be read at the rate of several 
words a minute. This claim he appears to have failed to 
establish.—E d. L. 




THBLaNCBT,] 


THE WAR. 


[April 14,1917 591 


ck* mu. 


The Casualty List. 

Thb following names of medioal offloers appear among the 
•casualties announced since our last issue :— 

Wounded. 

Major J. 8. Jenkins, Canadian A.M.C. 

Capt. A. Peden, R.A.M.C. 

Capt. P. R. Bolus, R.A.M.C. 

Capt. J. G. Greenfield, R.A.M.C., attached Cameronians. 
Capt. G. P. Hardy, M.C., R.A.M.C., attached Royal Garrison 
Artillery. 

Capt. J. Hardie, Australian A.M.C. 

Capt. P. R. Sturridge, R.A.M.C., attached Royal Sussex 
Regiment. 

-Capt. J. A. R. Wells, R.A.M.C., attached Lancashire Fusiliers. 
Capt. V. E. Badcock, R.A.M.C., attached Highland Light 
Infantry. 

Capt. C. H. Fischel, R.A.M.C., attached Royal Field 
Artillery. 

Capt. R. P. Rosser, R.A.M.C. 

Capt. A. A. Rutherford, R.A.M.C. 

Misting. 

Capt. 8. J. Linzell, R.A.M.C. 


Deaths among the Sons of Medioal Men. 

The following sons of medioal men must be added to our 
lists of those who have fallen during the war :— 

Second Lieut. R. B. W. Gosse, Cheshire Regiment, attached 
Royal Warwick Regiment, second son of Dr. H. W. 
Gosse, of Eccleshall, Staffs. 

Lieut. P. C. Woods, Royal West Surrey Regiment, younger 
son of the late Surgeon-Major Woods, A.M.S. 


Mentioned for War Services. 

The name of the following medical officers are to be added 
to the list given in The Lancet of March 3rd, p. 353:— 

Temp. Col. J. Atkins, C.M.G., A.M.S.; Temp. Capt. W. T. Finlay- 
*on, B.A.M.O.; 8urg. Lt -Col. and Hon. Surg.-Col. D. Hepburn, 
R.A.M.C.; Major (temp. Lt.-Col.) G. S. Mansfield, Reserve of Officers, 
R.A.M.C.; Temp. Capt. C. R. 8tewart, R.A.M.C.; Temp. Major R. H. 
Swan, R.A.M.C.; Major and Br..-Lt.*Col. C. R. 8jlvester-Bradley, 
R.A.M.C.; Temp. Capt. D. J. Thomas, R.A.M.C.; Lt.-Col. F. H. 
Westmaeott, R.A.M.C. 

The following corrections in the list given in The Lancet 
of March 3rd are announced 

For Lt.-Col. J. Batteraby read Lt.-Col. H. L. Battereby; for Maj. E. 
Grey read Maj. R. Gray l for Maj. J. H. H. PIrie read Maj. W. R. 
Ptrle; for Davies, Temp. Capt. F. J. P., read Daly, Temp. Capt. F. J. P. 


The Central Medical War Committee: The 
Supply of Medical Officers for the Army. 

At a meeting of the Central Medical War Committee, held 
on Wednesday, April 11th, a report by- the Assessment Sub¬ 
committee was read, showing how it was proposed to meet 
the demands of the War Office for further medical officers. 

The report stated the position was as follows—that of 
the number of medical officers required by the War Office by 
May 31st, some 250 men were still wanting, and that, as the 
first step towards making up this deficit, it had been decided 
to include in a further call men between 41 and 45, men 
passed for home service only, and men who, having served 
with the Army, have returned to civil practice for not less 
than one year, this being in addition to any men under 41 
who could still be spared from the districts in which they 
practised. 

The Assessment Subcommittee proceeded by dividing all 
the material possibly available into three groups—namely, 
areas which cannot under existing circumstances supply 
more medical men; areas in which it is not possible 
to say that this disability definitely exists ; and, lastly, 
areas on which a call can be made immediately. 
Under this third group were included those areas and 
sub-areas in which more medical men are now avail¬ 
able by an increase in their number since the last call 
was made, or by the raising of the age-limit. Having made 
careful analysis of the sources of supply in minute detail, 
the Assessment Subcommittee, in the report, considered 
that the new call which it proposed would make good the 
estimated deficit in the number of medical officers 
demanded by the War Office by May 31st. 


The report of the Subcommittee, after debate, was 
approved in a resolution of the following terms:— 

1. That the Committee approves the report of the Assess¬ 
ment Subcommittee as to the prospects of meeting the 
requirements of the War Office for May 31st, and authorises 
calls to be made forthwith in accordance therewith. 2. That 
on the facts ascertained from tne critical review now made 
of the remaining provision for the civil community the 
Committee records its opinion that no further substantial 
reduction in the number of doctors in civil practice can be 
effected without such public dissatisfaction as, in the opinion 
of the Committee, should not be occasioned on its fcole 
responsibility; it therefore deems it its duty to place the 
position before the Government through the departments 
with which it is ohiefly brought into relation—namely, the 
War Office, the Local Government Board, and the Insurance 
Commission. _ 


At a recent meeting of the Executive Committee of the 
Wandsworth Division of the British Medical Association, a 
resolution was unanimously carried protesting against any 
measure of compulsion being applied to the medical pro¬ 
fession which is not at the same time applicable to the whole 
community. 


The Medical Service of the United States Navy. 

America’s momentous decision to take a part in the war 
gives special interest to an illustrated article dealing with 
the United States Naval Medical Service which appeared in 
the New York Medical Journal of March 17th. Before the 
passing of the Act of August 29th, 1916, which provided for 
a large increase in the personnel, the Medical Corps of the 
United States Navy consisted of 345 medical officers. The 
full complement is now 683 and there are stated to be about 
300 vacancies. The limits of age for appointment are 21 to 
32 years, and, as in our own naval service, candidates have 
to pass both a physical and a professional examination. No 
candidate is accepted unless his physical condition warrants 
an expectation of active service until the retiring age of 
64 years, when he receives two-thirds of the pay of his 
grade. The professional examination is divided into two 
parts, the first being for enrolment in the Naval Reserve 
Force. If successful the candidate attends a course of 
instruction at the Naval Medical School on full pay 
and allowances, upon the completion of which he takes 
the final examination for appointment in the Medical 
Corps of the Navy. The pay of an assistant surgeon on 
shore dnty is $2000 per annum with quarters, or, when 
quarters are not supplied by the Government, an additional 
allowance for quarters amounting to $432. At sea the 
assistant surgeon receives $2200, his quarters And attendance 
being furnished him aboard his ship. Every five years the 
pay of an officer increases by 10 per cent., although the 
increment cannot exceed 40 per cent., calculated on the 
annual base pay of his grade. The pay of a medical director 
with the rank of captain is thus limited to $5000, that of a 
medical inspector with the rank of commander to $4500, and 
that of surgeon with the rank of lieutenant commander to 
$4000. The pay of a medical director with the rank of a 
rear-admiral is $6000 for the lower half and $8000 for the 
upper half of those in that grade. 

In addition to the regular Naval Corps there is a 
medical division of the Naval Reserve Force which requires 
500 surgeons, membership being open to all medical men 
under 44 years of age who are American citizens. A member 
receives two months’ retaining pay for every year of his 
enrolment, in addition to service pay for any term of actual 
service which he may give, the pay corresponding to that 
for similar ranks in the Navy. Members who re-enrol for 
four years, subject to certain conditions, receive an increase 
of 25 per cent, of their base retaining pay. After 20 years’ 
service an officer may be retired on his own application, with 
a cash credit equal in amount to his retaining pay during the 
last term of enrolment. In order to meet the need for 
rapidly training reserve officers in the duties of medical 
recruiting during mobilisation a correspondence course has 
been established at the Naval Medical School, Washington, 

D.C. - 

Medical Arrangements in Volunteer Bat¬ 
talions. —A question addressed to the Under Secretary of 
State for War last week in the House of Commons elicited 
the fact that the appointment of medical officers to 
volunteer battalions has been sanctioned by the War Office. 
It has not yet proved possible to proceed with the formation 
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of rolanteer field ambulances, owing to changes of organisa¬ 
tion consequent on the passage of the Volunteer Act. 
Proposals were, however, under consideration, and Mr. 
Macpherson hoped that the matter would shortly be settled. 

The Army Doctor’s Risks.— In the House of 

Lords last week, when the Military Service (Review of 
Exceptions) Bill was read a third time and passed, Lord 
Derby said it was impossible to set up medical appeal boards 
aU over the country, as was asked for in the House of 
Commons, because there were not sufficient doctors to do the 
work. Some people, he said, thought that the work of the 
Royal Army Medical Corps was free from danger, but, as a 
matter of fact, the Army lost more than 400 doctors killed 
and wounded in the Somme battle alone. At the present 
moment, he added, the Army was not critically, but certainly 
lamentably, short of doctors. 



Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England.— At the Second Professional Examination of the 
Conjoint Board in Anatomy and Physiology, held on March 
28th and 29tb and April 2nd, 52 candidates presented them¬ 
selves, of whom 30 were approved and 22 were rejected. The 
following are the names of the successful candidates 
Hussein Amin, Cairo and Guy’s Hospital; Henry Edwards Archer, 
St. Bartholomew's Hospital ; Arthur Beadblook, University 
College; Benjamin Faltas Behman, Assiut and King’s College; 
Anna Bridget Broman, London School of Medicine for Women; 
Harold Mafiows Brown, Guy's Hospital; Marjorie Oamsew Chappel, 
London 8chool of Medicine for Women ; Alice Maud Mary Clegg, 
Liverpool University; Saul Cohen, Guy’s Hospital; Redgewell 
George Dansie, King’s College; Thomas Draper, Edinburgh; 
Henry Dryerre, Royal Colleges, Edinburgh; Abdel Hamid 
B1 R«kshi, Cairo and King’s College; Bdwin Spencer Etheridge, 
University College; Gerald Hartas FitzGerald, Guy’s Hos¬ 
pital ; Herman Meyer Gerson, London Hospital; Wahba Girgis, 
St. Mary’s Hospital; Harry Cunliffe Hopkinson, Cambridge and 
Manchester Universities and Middlesex Hospital; Aga Mohamed 
Kazlm, Bombay University and Madras Medical College; Henry 
David Keif, St. Bartholomew’s Hospital; Frederick Charles Lewis, 
Liverpool University ; Edgar Duncan Macmillan, St. Bartholomew’s 
Hospital; Syed Francis Mahmood, Cardiff and St. Bartholomew’s 
Hospital; Anna Miller, London School of Me lidne for Women ; 
George Geoffrey Newman, London Hospital; Arthur Samuel 
Pearson, Birmingham University; Guy Klngham Reeves, Guy’s 
Hospital; Bonn Roland Reynolds, Unlversltv College, Cardiff; and 
Gerald Maurice Joseph Slot and William Gilbert Desmond Harold 
Urwick, St. Bartholomew’s Hospital. 

University of London.—A t examinations for 
internal and external students held reeently the following 
candidates were successful 

Second Examination for Medical Degrees, Part I. 

Dulde Stapleton Adkins and Doris Elizabeth Aloock, London School 
of Medidne for Women ; Christopher Howard Andrewea, St. Bar¬ 
tholomew’s Hospital; Marjorie Henrietta S. Auden, Frances Sophia 
Barry, and Geraldine Mary Barry. London School* of Medicine for 
Women; Davis Evan Bedford, Middlesex Hospital; Percy Croad 
Brett, St. Mary’s Hospital; John Laird McKenzie Brown, 
St. Bartholomew's Hospital; Margaret Minna Browns tone, London’ 
School of Medicine for Women; "Maurice Danks Cadman- 
Sfc. Thomas’s Hospital; Frederick Cecil Wray Capps, St. Bartholoi 
mew’s Hospital; Joan Katherine Somerville Cave. London Scboo. 
of Medidne for Women; George William Cheater, King’s College * 
Anaple Frances Mary Christie, London School of Medicine for 
Women; John Joseph Coghlan, London Hospital; Joseph 
Alfred Cohen, King’s College; Julius Cohen, St. Mary’s 
Hospital; Henry Nathan Warner Collins, King’s College; 
Nancy Macnaughton Coutte, Elsie Eleanor Cowperthwalte, and 
Barbara Cubltt, London School of Medidne for Women; 
Qodfried Leon Jozef A. De Rynck, University College; Edith 
Monica Down, London School of Medidne for Women; Nicholas 
Bernard Dreyer, Guy’s Hospital; Archibald Glen Duncan, London 
Hospital; Edith Marian Evans and Ada Marion Freeman, London 
School of Medidne for Women ; Arthur John Gardham, University 
College; Janet Katharine Gatty and Madeline Giles, London 
School of Medicine for Women; Humphrey Hart Gleave, Univer¬ 
sity of Leeds; Kate Glyn-Jon'es, London School of Medicine for 
Women; Brian Wilson Barnett Gordon. St. Mary’s Hospital; 
Bleanor Graham, London School of Medidne for Women; 
Nellie Gray, King’s College; Katharine May Harbord and 
Gertrude Eleanor Harre, London School of Medidne for 
Women; Martin Curgenven Hartley, London Hospital; Majorie 
Christina Hawkins, University College, Cardiff; HildaMay 
Haythomthwaite and Phyllis Mary Horton, London School 
of Medicine for Women; Margaret Olwen Howell, Uni¬ 
versity College, Cardiff; Margery Kathleen Illingworth and Doris 
Eleanor Parker Jolly, London School of Medidne for Women; 
David John Jones and Dilys Menai Jones, University College, 
Cardiff; Dorothy Maud Kemp and Kathleen Helena Beatrice King, 
London School of Medidne lor Women; William Edward Kappel 
Kirby, University College; "Joseph Victor Landau, St. Bar¬ 
tholomew's Hospital; Geraldine Zarita Lee Le Bas, Bedford College; 
Margaret Long bottom, London School of Medidne for Women; 
Rupert Alexander Madgwick, London Hospital ; Montague Maizels, 


University College; Iva Clare Marion Molony and Eva Joyce 
Newton, London School of Medidne for Women; Bertram Sydney 
Nlss4, London Hospital; Sybil Mary Nuttall, Helen O’Brien, and 
Alice Owen, London School of Medicine for Women; Charles 
Frederic Parry. Rupert John Parry, and Thomas Parry, University 
College, Cardiff; Louise Olivia Paterson and Winifred Peacey. 
London School of Medidne for Women; Norman August 
Marais, London Hospital; Phoebe Myfanwy Phillips, Evelyn 
Violet Pilley, Tressila Laura Pi res, Alice Dorothy Pooock, and 
Cassia Ethel Pratt, London School of Medidne for Women 
Charles Arnold Probert. private study ; Louise Agnes Proctor and 
Hilda Winifred Richards, London School of Medidne for Women; 
Philip Lawrence Richardson, Guy’s Hospital; Isabella MoDougall 
Robertson, London School of Medidne for Women; William 
George Rose, St. Mary’s Hospital; May Kathleen Baddy and 
Maud Sanderson, London School of Medidne for Women; John 
St. Clair Shadwell, Guy’s Hospital; Abraham Isaac Silverman, 
Middlesex Hospital; HI f rid a Elizabeth Ada Spencer, B.A., London 
School of Medidne for Women; Harold Edwin Thomas, University 
College; Frederick Henry Wickham Tozer and Mark Tree, 
London Hospital; Doris Lyne Veale, Norah Walden, Gladys 
May Watklnson, Agnes Bdie Westwood, Agnes Sidney Wilkins, 
and Ada Kathleen Williams, London School of Medidne for 
Women ; Samson Wright, Middlesex Hospital; Jacob Elias Zeitlin, 
London Hospital; Michael Israel Zimmerman, King’s College. 

* Awarded a mark of distinction. 

N.B.—This list, published for the convenience of oandldates, is 
issued subject to its approval by the Senate. 

University of Durham : Faculty of Medicine. — 
Ai the Convocation held on March 31st the following degrees 
were conferred:— 

Doctor of Medicine.— Idris David Evans and Robert Peart. 

Bachelor of Medicine ( M. B.).— Norman Br&tthwaits, Ernest Bramley, 
Richard Vere Brew, Stephanie Patricia Laline Hunte Taylour 
Daniel, Donald Henegan, James Dixon Johnson, John Kerr Rftohie 
Landells, Kamel Ibrahim Shal&by, Charles Rees Smith, and 
Iskander Soil man. 

Bachelor of Surgery (B.S.).— Norman Braithwaite. Ernest Bramley, 
Richard Vere Brew, Horace George Bennett Dove, Donald 
Henegan, John Kerr Ritchie LandeUs, Kamel Ibrahim Shalaby, 
and Charles Rees Smith. 

The following received the Diploma in Public Health 
(D.P.H.):— 

Richard Julius Oyriax and Douglas Catterali Leyland Orton. 

The following reoeived the Lioence in Dental Surgery 
(L.D.8.) 

Wilfred Philllpaon Spenoe. 

Through a decision of their Joint Matriculation 
Board the Universities of Manchester, Liverpool, Leeds, 
Sheffield, and Birmingham have now come into line with 
other examining bodies in not requiring that Latin should 
be taken as an obligatory subject in the entranoe examination 
to the Faculty of Mediome. 

Royal College of Physicians of London.— 
An extraordinary Comitia of the College was held on 
April 2nd. Dr. Frederick Taylor, the President, occupied 
the chair and delivered the presidential address, in the 
course of which he first mentioned the changes in the 
College list, among them that the College had lost by death 
during the year 6 Fellows, 8 Members, 1 Extra-licentiate, and 
195 Licentiates. Among the 8 Members was the senior 
Member, Dr. Horace B. Dobell, who founded the lecture 
which bears his name. A long and interesting list of honours, 
military and civil, conferred upon Fellows, Members, and 
Licentiates of the College was then read out, after which 
the lectures delivered during the past year were mentioned— 
namely, the Harveian Oration, by Sir Thomas Barlow; 
the Bradshaw Lecture, by Dr. H. W. G. Mackenzie; the 
FitzPatrick Lectures, bv Dr. W. H. R. Rivers; the Horace 
Dobell Lecture, by Dr. H. R. Dean ; the Lumlei&n Lectures, 
by Dr. G. A. Sutherland; the Goulstonian Lectures, by Dr. 
C. H. Miller; and the Oliver-Sharpey Lecture, by Dr. C. 
Bolton. The medals and scholarships awarded were next 
referred to, the fact that there were no candidates for 
the Murohison scholarship being announced. After review¬ 
ing the principal matters whioh had come before the 
President, the Comitia, and the various boards and 
committees, the President read obituary notices of 
the ‘six Fellows who had died daring the year— 
namely, Sir Lauder Brunton, Bart., Dr. William Orange, 
C.B., Dr. Duncan Burgess, Dr. W. W. H. Tate. Dr. William 
Cayley and Sir James F. Goodhart. Bart. A ballot was taken 
for the office of President, and Dr. Taylor was re-elected. 
After some formal business the Comitia was dissolved. 

Royal Institute of Public Health.— A second 
course of lectures and discussions on “ Public Health 
Problems under War and After-war Conditions” will be 
held in the lecture hall of the Institute on Wednesdays from 
April 18th to July 25th inclusive, at 4 p.m. The lectures range 
over a large area of immediately pressing tomes, each of 
whioh is to be dealt with by an acknowledged expert, and 
discussion will follow the delivery of the lecture. Medical 
officers of health, medical praotitioners, sanitarians, and 
others engaged in pnblio health work are invited to attend. 
A syllabus of the course may be obtained on application to 
the secretary, 37, Russell-square, London, W.C. 1. 
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! London Temperance Hospital, Hampetead-road, N. W. 1.—Temporary 
Anaesthetist. 8alary 25 guineas per annum. 

Maidstone, West Kent General Hospital— Assistant * House 
8urgeon. Salary £126 per annum, with board, Ac. 

Manchester, Ancoats Hospital.— House Physician. Salary £150 per 
annum, with board, Ac. 

Manchester County Asylum, Prestwicb.— Locum Tenens. Salary 
£7 7s. per week, with board, Ac. 

Manchester Northern Hospital tor Women and Children, Park* 
place, Cheetham Hill road.—House Surgeon. Salary £150 per 
annum, with board, Ac. 

Netlet, Welsh Hospital.— Medical Officer for Pathological 
Department. Salary £400 per annum, with board, Ac. 

Northampton General Hospital.— House Surgeon. Salary £150 per 
annum, with board, Ac. 

Nottingham, Notts Education Committer.— Female Assistant 
School Medical Officer. Salary £300 per annum. 

Qukkh Mary’s Hospital for the Hast End, Stratford.—Haase 
Surgeon. 

Queen’s Hospital for Children, Hackney-road, Bethnal Green, B — 
House Physician, Casualty House Surgeon, and House Surgeon 
for six months. Salary £100 per annum, with board, Ac. 

Heading, Royal Berkshire Hospital.— Resident Clinical Assistant 
for six months. Sslsry £150, with board, Ac. 

Rotherham Hospital.— Junior House Surgeon. Salary £150 per 
annum, with board. Ac. 

Royal College of Surgeons of England.—E xaminers. 

St. Peter’s Hospital for Stone. Etc., Henrietta-stree*, Covent 
Garden, W.O.—Junior House Surgeon for six months. Salary at 
rate of £75 per annum, with board, Ac. Also Junlor Anarothet 1st. ■. 

Serbian Relief Fund, 5. Cromwell-road, London, S.W. 7.—Medecln 
Chef to Hospital on Salonica Front. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Shrewsbury. Shirlktt Sanatorium, Shropshire.—Temporary Assist* 
ant Resident Medical Superintendent. Salary £300 per annum. 

West Bromwich and District Hospital.— Assistant House Surgeon. 
Salary £120 per annum, with board, Ac. 

Whitehaven and West Cumberland Infirmary.— Resident House 
Surgeon. 8alary £150 per annum, with board, Ac. 

Winchester, Royal Hampshire County Hospital.— Female Assistant 
Resident Medical Officer. Salary £250 per annum, with board, Ac. 

Tn Chief Inspector of Factories, Home Office, London, S.W., gl\e* 
notion of vacancies for Certifying Surgeors under the Factory 
and Workshop Acta at Brynamman and Bishop's Waltham. 


IStarriages, anfr Jfeatfts. 


BIRTHS. 

Dorrasmian.— On April 6tb, at Oakleyequare, N.W., the wife of 
L’eutenant G. Rowland Dobrashian, R.A.M.O., of aeon. 
Hallows.— On April 5th, at Glouoester-gate. Regent's Park, Mery, 
wife of Captain Norman F. Hallows. R A.M.C., of ar son. 

Kidd.— On April 4tb, at Hariey-street, London, - the 1 wife of Frank 
Kidd, F.R.C.*.. of a son. 

Pennell.— On April 2nd, at Wincbmore Hill, N.* the wife of Vernon 
Pennell, M.A., M.B., B O. Cantab.—a son. 

Pinson.- On April 5tb, at Stockport-road, CheadlOi the wife of K. B. 

Pinson, M.B., M.R C.9., of a daughter 
Pringle.— On March 30th, at Glaslyn Crescent-read, Ipewioh. Jessie 
Era (vfe Hart), M.B.. B.S., the wife of Arthur Young Pringle, 
M.R.C.8., L.B C.P , of a son. 

Rainey.— At Wakefield House, Hattboufne, the wife of Osptahi B. H. 
Rainey, R.A M.C., of a daughter. 

Wbbb.- On April 4th, at Grosvevtor-oquare, Southampton, the wife of 
Captain G. Harvey D. Webb, R.A.M.O., of a son. 


MARRIAGES. 

Cardew— Grafme Marshall.—O n April 4th* at the Parish Church, 
Cheltenham, Arthur Barrett Cardew, M.C., F.R.C.8., B.A.M.O., of 
Overbury, Charlton Kings, to Nora Graeme Marshall, second 
daughter of the late James Marshall, of Hillhead, Glasgow. 

Fraser—Mellor.— On March 27tb, at the Parish Church, Ashton-* 
under-Lyne, Thomas Lochhead Fraser, Captain, R.A.M.C., to 
Dorothy Walton, only child of the late Mr. A. If: Mellor, J.P., of 
Springfield View, Ashton-under-Lyne. 

Kerby—Leman.— On April 5th, at St. Mary’s, 8trand, by the BeW 
Harcourt Hillersdon, Surgeon T. R. F. Kerby, R.N., to Liilkn, only 
daughter of D. Jackson Leman, of Westboume-terrace, W. 

Morgan-Reed.— On March 30th, at Valparaiso, H. Lewis Motgarr; 
F.R.C.3., to Minnie, daughter of Mr. and Mrs. Wm, Reed/ 
Stockton on Tees. 

Pearse—Wilburn.— On March 30th, at St. Saviour’s Church, Colgate, 
Captain Robin Pearse, F.R.O.8., O.A.M O., of Toronto, to Amy 
Christine, eldest daughter of Mr. and Mrs. B. J. Wilburn, The 
Croft, Southwlck. _______ 

DEATHS. 

Barker.— On April 5th, Henry Martyn Barkery M.D., of " Stalncbff," 
Sandown, Isle of Wight. 

Boult.— On Palm Sunday, at St. Margaret’s-teirare, 8*. Leonani’a-on- 
Sea. Edmund Farrington Boult. Surgeon-Major, R A.M.C. (retired), 
eldest son of the Ute Edmund Boult, F.R.C.8., of Bath. * 

Jot.—O n April 1st, at the Manor House, Tam worth. Staffs, Charles H. 
Joy, M.D.. aged 46 years. 

Mark.— On Feb. 19th, at Bhusawal, India, of enteric, James Marr* 
M.B., C.M.. District Surgeon. G.I P. Railway,aged 47 years. 

Pottfr.— On April 9th, suddenly, Henry Percy Potter, M.D., 
F.R.C.S., for 37 years Medical Superintendent of Kensington- 
Infirmary, In his 63rd year. 

N.B.—A fee sf 5a. is charged for the insertion of Notices of Births, 
Marriages, and Deaths, 
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Sjjffrt taments, anb Jnskrs 
to <£ffrmpmtbtnk 

MEDICAL NOTES IN HISTORICAL MANUSCRIPTS: 
THE STUART PAPER8. 

Following are some further excerpts from Part VI. of 
the Stuart Papers. The first instalment appeared in 
The Lancet of April 7th, p. 558. 

Death of Queen Mary. 

The Earl of Panmure to the Duke of Mar.— 1718, May 9, Paris.— 

The Queen was taken ill on Sunday the 1st, which I did not know 
till Monday evening, so I went to St. Germains Tuesday morning 
and Dr. Biair went with me. They told us there that the Queen 
was better and that they did not think her in any danger. Dr. Blair 
did not then see her nor was his advice asked, but on Saturday 
morning an express came for him, so he went to St. Germains in all 
haste, but found her speechless, and put all hopes of recovery, for 
she died about two hours after. I’m told that Dr. Garvan and the 
King of France’s physicians thought she was in no danger the night 
before and were resolved to have given her physic the next day, but 
I will not enlarge on so melancholy a subject.” 

Father Gaillard, the Queen's Confessor , to James III.— 1718, 
May 9, St. Germains.—“ 11 s’agit de vous instruire en detail pour 
votre consolation premlAretnent de ce qui s’est passe dans cette 
salnte mort et secondement de ce qui vous y regarde personnelle- 
ment par les sentlmens que la Keyne m’a marques a vostre egard et 
par tout ce qu’elle ma charge de vous ecrire. Premier article de ce 
qui c’est passe A la mort de la Reyne: II y avolt quel que temps 
environ un mois que la Reyne avoit est£ atfaqu^e d'un rhfime qui 
dlsparolssoit quelquefols, et qui de temps en temps sa renouvelloit 
n’estant pas toutafalt gueri. La Reyne se portolt assez bien le 
dimanche, premier jour de may, feste de 8t. Jaques et St. Phillippe. 
C’estoit le jour qu’elle avolt choisi piur remplir l’heure de son 
adoration devan tie St. Sacrement, s'estant associee a la confrairie de 
parrolsse de St. Germain. Sa Majesty se rendit pour cela a l’egllse 
de la parrolsse cinq heures du dimanche apres disner ayant fait ses 
devotions a l'ordlnalre le matin dans sa chapel le et y ayant 
recite le rosaire a quatre heures a la manlere accoutumAe. 
Le St. Sacrement fut expose A la parrolsse des que la Reyne 
y fut arrivee un peu avant cinq heures. La Keyne com¬ 
mence son adoration & genoux ou elle se tint pendant une 

demiheure, et fut assisse sur ses jambes U demlheure suivante, 
n’ayant pas voulu s'asaeoir sur son fauteuil qui luy estoit prepare. 
L’heure de l’adoration finie, le salut fut commence A six heures, 

auquel elle asslsta a genoux. Bn suite elle monta dans son 

carrosse pour s’aller promener sur la terrasse ou elle sentit du 
frold. C est ce qui la fit retourner apres demiheure de promenade 
sans pourtant s’estre trouvee lncommodee, car elle soupa ce 
soir la avec plus d’appetlt qu’elle n’avolt fait depuis longtemps. 
Kile sa coucna a l’heure ordinaire, mais elle passa assez mal la 
nuit jusqu’a cinq heures du matin du lundy qu’elle fut saisie du 
frisson de la fievre qui dura une heure, ce qui fut sulvi de la 
chaleur. C’est ce qui fut compte pour peu de chose. Je fus apelle 
et j’eus l'honneur de s’entretenir selon to us les sentimens de sa 
pietA. Cette fievre n’a point cessA jusqu'au dernier jour de 
sa mort, elle parut plus considerable par les redoublemens qui 
survenoient, l’un le matin plus leger, l’autre sur les quatre heures de 
l’apres disner, qui commen^olt par une toux assez violent®, c’est ce 
qui a dure jusqu’au dernier jour. La nouvelle de cette maladie 
ayant estc Beetle & Paris, Monseigneur le Mareschal de Villeroy par 
son zele trds vif et tr&s fidelle par la Reyne me fit l’honneur de 
m’ecrire pour offrlr A la Reyne les medecins de la cour, qu’elle 
souhaiteroit Sa Majesty demanda Monsieur Dodart, aujourd’huy 

f >remler medicin du roy, et Monsieur Boudin. Ce sont les deux qui 
a traittement dans sa grande maladie derniAre. Ces medecins sont 
venus tous les jours depuis mardy jusqu'au vendredy, veille de la 
mort. D’abort 11s ne trouverent rien de mortel dans cette fievre, 
ils ordonnerent une second saignee, la premiere ayant estA faite des le 
lundy psr l’ordre de Mr. le chevalier Garven. Cette suite de redouble- 
ments et de toux les a embarrasses, mais ils n’en ont pas paru trop 
alarmAs. Le mercredy et jeudy se pasaerent de mesrae facon et meame 
la nuit du jeudy au vendredy fut si bonne qu’on commence A mieux 
esperer et mesmes on ordonna une medicine pour le lendemaln, 
samely. Pendant tout le temps la j’ay rendu mes assidu’tAa a la 
reyne, la messe tous les jours, et les prleres ont estA dites dans sa 
chambre. Des le jeudy la reyne demanda a se confessor. Les 
medldns me prierent de l’en detourner, de peur que la preparation 
A la oonfession ne donnat quelque agitation, qui lut pfi troubler le 
bon estat qui sembloit s’establlr. Je priay la reyne de dlfferer sa 
oonfession. Le lendemaln, vendredy, elle m’en parla encore avec 
quelque inquietude de mourlr, disoit elle, sans confession. Ce qui 
me determine A oorisentir & sa demande fut une toux trAs 
forte et un redoublement tres violent qui la prit vers les cinq 
heures du vendredy peu apres que les medecins furent partis 
avec esperance de la trouver mieux le lendemaln, disant 
pourtant qu’ils trouvolent la fievre blen ardente. Je traitty alors 
avec la reyne l affaire de la confession sur l’empressement qu’elle 
m’avoit marque. Pour la delivrer de tout inquietude je la priay de 
prendre tranqulllement tout cette preparation, qu’ll falloit falre 
tranquillement sans manquer a prendre tous les soulagemens qui 
* devolent l’interrompre. Ainsi fut il fait. La reyne me fit s» con¬ 
fession avec les sentlmens ordinalres de sa grande piete, et de son 
vif Amour pour Dieu dans une grande paix. Quelque heure apres ou 
trouva que la reyne s’afoiblissoit, etoue la violence du mal s’augmen- 
toit. Je pris avis de Mr. Garveo, s’il jugeoit qu'il fut temps de luy 
faire reoevoir les demiers sacremens. II en fut d'avis, je n’eus nulle 
peine u en informer la reyne, qui n’en fut pas plus emue que si on 
luy avoit dlt d’aller entendre la messe dans les temps de sa sante. 
Je fis avertir Monsieur le prieur, cure de la parrolsse, pendant que 
j’estois attache A preparer la reyne & la reception des divins 
sacremens. L’extreme onctlon luy fait premierement donnea 
par .M. le CurA, et en suite le st. viatique. Avant que 
1 


de la reoevoir, elle fit demander pardon A tout® l’asslstante dee 
pelnes qu’elle avoit pu faire a qui que ce soit, done mon¬ 
sieur le curA fit le recit public. Depuis ce temps la, ou tout 
fut achieve A onze heures et demle du vendredy, jusqu’au 
lendemaln sept heures et demle du samedy la reyne ne voulot plus 
s’entretenir qu’ avec Dieu. Bile demanda les prleres des agonisane 
sur les deux heures apres mlnuit. Com me on les faisoit au pteds de 
son lit, elle ordonna qu’on s’sprochat pour les mieux entendre et y 
repondre. Les prleres ont estA faits deux fois par messieurs les 
aumosniers de la reyne, auquels je rependois. Mon occupation 
fut depuis onze heures et demle du soir vendredy jusqu’A sept 
heures et demle samedy de me tenir auprAs de la reyne, et de ms 
presenter de temps en temps A elle pour luy fournlr des sentimens 
de piAte. Certatnement elle n’en avoit pas besoin. Car Dieu luy 

insplrolt luy mesme les plus devots sentimens. Bile voulut 

avoir le crucifix entre ses mains et sous ses yeux, et tout 
cela partagA entre les prleres que l'on faisoit aupres d’elle, 
et les sentimens qu’elle prenolt ou d’elle mesme ou de ce que je luy 
suggerois. Tout cela s’est paasA avec toute la presence de son f sprit, 
pendant que le corps se dAtruisoit par l’oppression de la poitrlne ou 
tout le mal a about! et par 1’lnfiammation qui s'y est faite. mats aveo 
quelle douce patience a elle tout souffert pendant la duree de huit 
heures apres les sacremens receus, ayant toujours non seulement 
1’esprit mais la parole fibre jusques A un quart d heure avant sa mort. 
et mesmes dans ce quart d’heure, elle me donna des signes qu’elle 
entendoit tout ce qui je luy diaols sans pouvoir former des paroles 
pour y repondre. Ainsi, ainsi cette salnte reyne s’eet elle endormle 
au Seigneur, auquel de samedy matin 7e may, 1718. J’avols oublie 
qu’a quatre heures du matin elle demanda que la messe fut dite dans 
sa chambre a quoy elle s’unlt par toute l’affection de son coeur. 
2nd Article: Voicy ce qui vous regarde personnellement, dans 
les sentimens de la reyne, vous aves connu son ccour tendre- 
ment maternel, qui s’est toujours conserve tel jusqu’a sa mort. 
vous n’ignores pas suss! les peines qu’elle a ressenties sur lee 
demiers ordres qu’elle avoit receus de votre Majesty. TrAs persuade* 
de toute vostre affection elle m’a ordonne de vous mander que tout- 
ce qui luy estoit venu de vostre part, quoyque contra!re A ses pensees 
et A s©3 inclinations, n’avolt fait aucune Impression contraire a son 
affection et qu'elle ne vous scavoit aucun mauvals grA, mais qu’elle 
vous prlolt de luy pardonner toutes les peines qu'elle auroit pu vous 
faire par les petites contestations, sur quoy elle m’a ordonne en 
termes exprAs de vous dire de sa part les choses les plus tendres : et 
de vous asseurer qu’esperant la mlsericorde de Dieu elle prieroit le 
Seigneur dans le ciel pour le succes de vos affaires presentee, j ay cru 
mesmes avoir entendu qu’elle a nomme partlculierement l’affaire dee 
Suedois. D’ailleurs, en recevant le st. viatique, ay ante demande 
qu'on priat pour elle, elle ajouta pour le rol, mon fils, Afin qu’il perde 
mille vies plutost que de souffrir la moindre alteration de sa foy, ce 
qui fut repete tout haut par M. le curA, lore que de la part de le 
reyne il dlt, que sa Majeste demandoit pardon de toutes les peine* 
qu'elle avoit pu faire A qui que ce soit. Bn suite elle s’est faitaporter 
un petit crucifix, qu’elle a mis entre les mains de madame de Molza 
avec ordre de vous i’envoyer de sa part, ce qu’elle luy a encore reifcer* 
une autrefois, Afin que son ordre sur ce sujet sols fidellement 
execute.” 

Sir Hugh Paterson to the Duke of Mar.— 1718, May 20, Rotterdam.— 
“We have now the afflicting news confirmed of the good Queen’* 
death. By a letter I have seen from one that was present during 
her sickness till her death I find that the physicians that attended 
her are much blamed for their conduct, and, since I mention this, I 
must tell you that many of the King’s friends both here and at home 
seem concerned that he has not a more skilled physician and of a 
better character about his person than the one they hear is ah 
present with him. 1 remember very well, when the Princess died, that 
some of those then present complained very much, in their letters to 
Bngland, of the conduct of the physicians that attended her and 
that he that’s now with the King was particularly blamed about it. 
I hope he shall have very little occasion for the advice of any of 
them, but, should it please God to make it otherwise, it would be no 
small grief and uneasiness to his friends to think he should want 
the attendance of a prudent skilled physician, which I must take 
the liberty of saying Dr. Macgie is far from being thought. I 
have often been pressed by many to represent this, which 1 have 
omitted doing till now; therefore, if ita thought officious, I hop* 
it will be excused, since It proceeds from no other motive than a. 
true zeal for the King’s welfare." 

(To be concluded.) 

DRUGGING BY A DENTI8T. 

To the Editor of The Lancet. 

Sir,—I was last night called to see a patient who gave me 
the following acoount. He had that day been to see a dentist 
who was treating him for a carions tooth, to which the 
dentist applied a dressing and gave him a bottle containing 
42 pills, each of which, according to the label on the bottle, 
contained morph, sulph. gr. j. He was directed to take one 
to three till relieved of pain. Fortunately, after taking two 
he felt ill and sent for me. 

I am, Sir, yours faithfully, 

Bradford, April 3rd, 1917. W. GILCHRI8T BURNIB. 

THE MANGOLD WURZEL. 

The Food Controller has just issued recipes for cooking 
mangold wurzels. In this connexion the following para- 
graph from “ The Dictionary of the Farm,” by the Rev. 
W. L. Rham, vicar of Winkfleld, Berkshire (1775-1843), a 
book which was very popular in its time, is of interest to 
medical men 

The common field-beet for cattle, which has long been known in 
Germany, was introduced into Bngland at the latter end of the last 
century ; and its Introduction is generally attributed to the late Dr. 
Lettsom, a physician of reputation, and a member of the Society of 
Friends. The German name is “mangold wurzel” or “mangold” 
root, but it is commonly pronounced “ mangel wurzel,” which means 
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scarcity root; and by a strange translation It is called In French 
ratine d'abondartce, or root of plenty, as well as ratine de dinette, or 
root of scarcity. The name of “ field-beet" is much more appropriate. 

Mr. Rbam also supplies much further information 
concerning the mangold and its cultivation. In the Dic¬ 
tionary of National Biography it is stated that John 
Coakley Lettsom translated a pamphlet on the subject 
from the French of Abb6 de Commerell in 1787, grew the 
mangold himself, and imported a large quantity, which he 
distributed to farmers and others in this country as well as 
in Europe, America, and the West Indies. 

The following are three recipes for cooking the mangold 
wnrzel issued by the Food Controller 

Recipe i.—Ingredients: 1 lb. mangold wurzel, i lb. vegetable 
butter or dripping, 2 small onions, pepper and salt. 

Cook the mangold wuizel in the butter for about 20 minutes, 
or until tender. Then add the onion (which has been previously 
chopped) and pepper and salt. Drain for a moment before serving on 
cooked lentils, buttered rice, or cheese sauce. 

Recipe 2.— Ingredients: 1 lb. mangold wurzel; 2 oz. vegetable 
butter or dripping ; 2 tablespoonfuls of stock (vegetable or meat); 
a little pepper and salt. 

Out the mangold wurzel into small dice. Dust them in whole¬ 
meal flour. Place in saucepan together with the butter and stock, 
and let simmer till tender, but care must be taken that the mixture 
does not boll. Serve as a vegetable. 

Recipe 3 — Ingredients: 1 lb. mangold wurzel. 

Cut into dice and cook as for No. 1. Drain and then dip Into a 
batter made from the following: legg; ± lb. flour; 2 oz. bread¬ 
crumbs ; sufficient milk to make a nice trying batter. Fry in 
vegetable butter and other cooking butter or dripping. 


3hfeicxl giarg fat % ensuing ft&eek. 

' SOCIETIES. 

ROYAL SOCIETY OF MEDICINE. 1. Wlmpole-street, W. 

MEETINGS OF 8BCTI0N8. 

Thursday, April 19th. 

DERMATOLOGY (Hon. Secretaries—J. B. R. MoDonagh, Henry 
MacCormac): at 5 p.m. 

Paper: 

Major H. MacCormac: Skin Diseases as seen in War Conditions In 
France. 

N.B.—No cases will be shown at this Meeting. 

Friday, April 90th. 

ELECTRO-THERAPEUTICS (Hon. Secretaries—B. P. Cumberbatch, 
R. Knox): at 8.30 P.M. 

Pepper: 

Dr. H. J. Gauvaln: Heliotherapy and X Rays in the Treatment of 
Surgical Tuberculosis. _ 

ROYAL MICROSCOPICAL SOCIETY, 20, Hanover-square, W. 

Wednesday.—8 p.m., Dr. B. C. Hort and Mr. P. M. Duncan: The 
Life-history of the Meningococci and Other Bacteria. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn 
Fields, W.O. 

Mnseum Demonstrations (Pathology) for Medical Students and 
Practitioners and First-Aid and Ambulance Students: — 

Monday —5 p.m., Mr. 8. G. Shattock : Syphilis. 

POST-GRADU1TB COLLBGB, West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m. , Medical and Surgical Clinic- X Rays. Mr. Gray: 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Simson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. P&rdoe: Operations. 
Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman: Diseases of the Bye. 

Friday. —10 a.m., Dr. Simson: Gyncoologioal Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Ear. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Hannan: 

S VC Operations. 2 p.m., Medical and Surgical Olinios. X Rays, 
r. P&rdoe: Operations. 

ROYAL INSTITUTE OF PUBLIC HBALTH, Lecture Hall of the 
Institute, 37. Russell-squnre, W.C. 1. 

Course of Lectures and Discussions on Pnblio Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 p.m., Lecture I.:—Sir Robert Armstrong-Jones, 
M.D.: Mental States and the War. Followed by a discussion. 


The following journals, magazines, Ac. have been received:— 

British Journal of Ophthalmology, British Journal of Children’s 
Diseases, New Zealand Medical Journal, Journal of the Missouri 
State Medical Association, Archives of Internat Medicine, Quarterly 
Journal of Experimental Physiology, Practitioner, American Medi¬ 
cine, Dublin Journal of Medical Science, Archives de M6decine et 
Pbsrmacle Navales, British Dental Journal, Edinburgh Medical 
Journal, British Journal of Dental Science. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any oase to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of looai 
events having a medical interest, or which it is desirable 
to bring under the notioe of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied bp 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We oannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.O. 2. 


MANAGER’S NOTICES. 


ALTERATION IN THE PRICE OF “THE LANCET.” 


Increased war expenses and cost of production necessitate 
an increase of the prioe of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rates of 
subscription remain as revised in October. 

Inland. 


One Year ... ... .£1 10 0 

8ix Months .0 16 0 

Three Months .0 8 0 


Colonies and Abroad. 

One Year. .£1 12 6 

Six Months .0 17 6 

Three Months .0 8 9 

Subscriptions (which may commence at anv time) are 
payable in advance. Cheques and Post Office Orders (crossed 
“ London County and Westminster Bank, Govent Garden 
Branch ”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 2. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offloes, 423, Strand, London, W.C. 2, are dealt with by 
them ? Subscriptions paid to London or to looai newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries oonoerning missing oopies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offloes. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effeot. 

ADVERTISEMENT RATES. 


Books and Publications . 

Official and General Announcements Five lines and 

Trade and Miscellaneous Advertise- ’ under.4«. Od. 

ments and Situations Vacant. 

Bvery additional lino, 6 d. 

Situations Wanted : First 30 words, 2s. 6 d. 

Per additional 8 words, 6d. 

Quarter Page, £110s. Half a Page, £2 15s. 

Entire Page, £5 5s. 

Special terms for Position Pages. 
Advertisements (to ensure insertion the same week) 
should be delivered at the Office not later than Wednesday, 
accompanied by a remittance. 


METEOROLOGICAL READING 8. 

(Taken daily at 8.30 a.m. by Steward’s Instruments.) 

Ths Lanckt Office, April 11th, 1917. 


Date. 

Bata¬ 
ta 11. 

Solar 

Radio 

la 

Vacuo. 

Maxi¬ 

mum 

Temp. 

Shade. 

Mia. 

Tem. 

Wet 

Bulb. 


Bemarke. 

April 5 


90 

52 

34 

36 

37 

Fine 

„ 6 


£6 

48 

33 

37 

38 

Snowing 

„ 7 

0*28 

76 

46 

33 

34 

35 

Fine 

.. 8 


83 

51 

32 

39 

42 

Fine 

„ 9 

0*04 

75 

48 

39 

38 

39 

Cloudy 

M 10 

0*14 

76 

43 

35 

33 

35 

Oloudy 

.. 11 

0*19 

80 

44 

34 

35 

35 

Snowing 


Other information which we have been accustomed to give in these 
•• Readings” is withheld for the period of the war. 
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BOOKS, ETC., RECEIVED. 


American Pediatric Society (Secretary, Dr. H. C. Cakpenter), 
1805, Spruce-street, Philadelphia, Pa., U.8.A. 

Transactions. Edited by L. E. La Petra, M.D. Vol. XXVIII. 

Baiixi&rs, Tindall, and Cox, London. 

Chemistry for Beginners. By C. T. Kingzett, F.I.C., F.C.S. 
2s. 6d. net. 

Bell, G., and Sons, London. 

Happy Warrior and other Poems. By Augustus H. Cook, M.B. Lond. 
2s. net. 

Cambridge University Press. 

Finch and Baines: A Seventeenth Century Friendship. By Archi¬ 
bald Malloch, B. A., M.D., Te nporary Captain, Canadian Army 
Medical Corps. 10#. 6 d. net. 

Constable and Co., Ltd. 

Ambulance No. 10: Personal Letters from the Front. By Leslie 
Boswell. 3#. 6 d. net. 

Dtnvon, H., et Pinat, E., 47 et 49, Qua! dee Gran is-Augustins, 
Paris, Vie. 

Organisation Physiologtq id du Travail. Par J ules Amar,Directeur 
du La bo rat (4 re des recherches sur le travail profassionnel au 
Conservatoire National des Arts et Mitten. Preface de H. le 
Chateller, Membre de l'lnstitut. 18 fr. 

Georoe William Hooper Foundation fob Medical Research, 
University of California Hospital, Second and Parnassus-avenues, 
Ban Francisco, U.S.A. 

Collected Reprints. Vol. I., 1915-1916. 

Harrison and Sons, London. 

Acute Appendicitis: Practical Points from 25 Years' Experience. By 

C. Hamilton Whlteford, M.R.C.S., L.R.C.P. 4s. net. 

Heinemawn, William, London. 

Painless Childbirth: A General Survey of all Painless Methods, with 
Special Stress on “ Twilight Bleep ,v and its Extension to America. 
By Marguerite Tracy and Mary Boyd. 

Laurie, T. Werner, London. 

War. By Pierre Loti. Translated by Marjorie Laurie. 2s. 6 d. net. 

Regimental Silhouettes. By C. Grlbble. With Preface by Sir H. L. 
Smith- Dorrlen, G.C.B., G.O.M.G., D.S.O. Is. net. 

Times of India, B mbay. 

Sanitation in Iniia. By J. A. Turner, C.I.E., M.D., D.P.H., and 
Others. Second edition. 

Urgency Cases Hospital, 37, Queeu’s-gate, 8.W. 

Le Faux Mtroir—Iiefl cttons from the Urgency Cases Hospital. 2s. 6 d. 

Weight, J.. Bristol. Simpkin, Marshall, London. 

•Index -of Differential Diagnosis of Main Symptoms. Edited by 
Herbert French, M.A., M.D.Oxon., F.R.C.P. Lond. Second 
•edition. 42s. net. 


Oommunicationa, Letters, Ac., have been 
received from— 

A. — Iieut.-Col. W. Alpln, I.M.S.; Evans, Sons, Lescher, and Webb, 

.Anglo-French Drug Co., Lond.; Loud.;EraamicCo.,Warrington; 

Messrs. Arnold and Sons, Lond.; Lieut.-Col.T. R. Elliot, R A.M.C.; 

Answers, Editor of; Messrs. Capt.E.Bmrys-Roberts,R.AM.C. 

Allen and Hanburys, Lond.; P.—The Food Controller, Lond.; 
Anglo-American Pharmaceutical Mr. B. Finch, Sheffield; Messrs. 
Co., Croydon; Archives Midi- W. H. Findonand Co.,Swindon; 
calea Beiges, Beveren-sur-Yser; Lieut.-Col. C. G. Fagan. 

Messrs. B. Anderson and Son, GL— Surg. P. C. Gibson, R.N.; 
Edinburgh; Dr. A. Abrahams. Capt. N. F. Graham, R.A.M.C.; 

B. —Dr. 8. A. Brown, New York; Messrs.GordonandGotch,Lond.; 

British Drug Houses Co., Lond.; Mr. A. B. Getting, St. Leon&rds- 

Messrs. Burroughs Wellcome on-Sea; Sir William Grey-Wilson, 

and Co., Lond.; Board of Mis- K.C.M.G., Lond.; Dr. A. 

sons, Nashville, U.S A., Secre- Graham - Stewart, Blackpaol; 

tarlea’ Asst.; Mrs. Burroughs, Mr. J. B. Graham, Bangor; Dr. 

Load.; Miss A. J. Brown, Lond.; J. G. Gordon-Munn, Norwich; 

Messrs. Brentano, Paris ; Messrs. Oapt. N. C. Graham, R.A.M.C.; 

W. H. Bailey and Son, Lond.; Dr. R. R. Giddings, Notting- 

Mr. J. M. Berwick, Yeadon; ham; Capt. N. Graham, 

Oapt. S G. Billington, R.A.M.O.; R.A.M.C.(S.R.). 

Dr. G. Booth, Chesterfield; H.—Mr. H. Hall, Lond.; Messrs. 
Major F. 0. Bell, C.A.M.C.; Bdwin Hancock and Co., Bath; 

Britlkh Medical Association, Lieut.-Col. D. Harvey, R.A.M.C.; 

Wandsworth Division, Hon. Sec. Messrs. A. Heywood and Son, 

of;Dr.G. Blacker,Lond.;Messrs. Manchester; Mr. J. G. Haller, 

Butterworth and Co. (India), Cal- Lond.; Dr. W. C. Hutt, Brighton; 

cutta; Board of Education, Lond.; Messrs. Howards and Sons,Ilford; 

Messrs. W. A Bates, Leicester, Mr. C. G. Hentsch, Milford-on- 

Dr. W. G. Burnie, Bradford; Sea;Lieut.J.T.Hyatt,R.A.M.C.; 

Major W. Blackwood, R.A.M.C.; Hunterian 8ociety, Acting Hon. 

Mr. W. Bryce, Edinburgh. Sec. of; Capt. G. 8. Hughes, 

C. — Miss A. B. Clark, Ardersier; R.A.M.G.(T.); Hospital for Epi- 

Dr. F. G. Crookshank, Lond.; lepay and Paralysis, Lond., Sec. 

Messrs. Cutting and Underwood, of; Capt. J. F. Hill, R.A.M.O.; 

Lond.; Dr. D. F. Curjel, Agra; Messrs. A. Heywood and Son, 

Messrs. B. Cook and Co., Lond.; Lond.; Capt. F, Hernaman-John- 

Messrs. Carters, Lond.; Chicago son, R.A.M.C.; Mr. W. Heine- 

School of Sanitary Instruction; 

Central Committee for National 
Patriotic Organisation, Lond., 

Sec. of; Chesterfield Hospital, 

Sec. of; County Asylum, Prest- 
wicl, M : lical Supt. of. 

D. -Messrs. W. Dawsou and Sons, 

I Lond.: Dr. W. A. Daley, Bootle; 

Mr. F. N. Donbleday, Lond.; 

Dr. R. Donaldson, Reading; Sir 
James M. Davidson, Lond.; 

Lr. W. F. Dearden, Manchester. 

B. -Dr. J. B. Bddlson, Leeds; 
i Dr. H. A. Ellis, Middlesbrough; 

Dr L. Bttlnger, Swindon; Messrs. 


J. F. Keogh and Co., Dublin ; Key .1 West B .sec* County Hus- 
LSeut. Col. B. Kidd, R.A.M.C.; pitai, Chichester, Sec. of; Meters. 
Messrs. R. A. Knight and Co., E J. Reid and Co., Lond.; 

Lond. Royal Institute of Public Health* 

L. — Laboratory Journal , Editor of; Lond., Acting Sec. of; Dr. 

Capt. A. H. Lowe, R.A.M.C.; C. 8. Redmond, Bast Ham; 

Mr. J. B. Lyth, Lond.; Messrs. Royal Sanitary Institute, Lond.; 

H. K. Lewis and Co., Lond.; Sec. of; Royal Faculty of Pby- 

Liverpool Guardians, Clerk to the; siciana and Burgeons, G lasgow. 
Leeds Public Dispensary, 8ee. of; S.—Dr. G. A. Sutherland, Lond.; 
London Dermatological Society, Mr. A. Stenhouse. Glasgow; Dr. 
Hon. Sec. of: London Hos- F. D. Simpson; Stcrthes Hall 

pi tel Medioal College. Sec. of; Asylum, Kirk burton, Clerk to the; 

Dr. W. Lonsdale, Lond., Messn. Saccharin Corporation, Load.; 
Longmans’ Advertising Agency, Dr. B. M. Smith, Lond.; Ma s— . 
Lond.; Mr. J. Little, Melbourne; Stevens, Lond.: St. Paul Mcdi- 

Mrs. H. G. Leyton, Lond.; cal Journal, St. Paul, U.8.A.; 

Dr. O. Leyton, Lond. H.M. Stationery OJlce, Lond.; 

M. —Gant. O. De Muth, R A.M.C.; Mean. G. Street and Co., Loud.: 

Dr, R. H. Marten. Adelaide; Capt. A. G. Sbera, R.A.M.C.; 

Burg. B. G. Morgan, R.N.; Messrs. Dr. Durgananda Sen, Midnapnr; 

C. Mitchell and Co., Lond.; Mr. G. V. 61ms, Brighton; Dr. 

Meesrs. McDowell, 8teven, and A. Sayba, Cairo; Stt George 

Co., Falkirk: Maltine Manufac- Savage, Lond.; Mr. W. Stuart- 

taring Co., Lond.; Mean. Ja. Lew, Lond.; School of Physic in 

Madehoee and Sons, Glasgow; Ireland, Dublin, Registrar if; 

Midland Counties Herald, Bir- Capt. N. I. Spriggv, H.A.M.C.; 

mingham; Dr.R. S. M&ir, Lond.; Society of PuWlc Analysts, 

Mr. J. B. *R. McDonagh, Lond.; Lond., Joint Hon. Bee. of; 

Mean. R. Maurice and Co., Mia J. L. Shaw, Z&rleh. 

Lond.; Dr. R. Morton, Load.; T.—Mean, W. Thacker and Ho., 
Mr. J. H. Makin, Manchester; Lond.; Mr. W. H. Thoeaa^ BOh; 

Capt. J. Miller, R.A.M.O. (T.); Dr. J. Tath&m, Old Oitedd; 

Mr. J. McCulloch, Glasgow; Capt. F. L. Tulloch, R.A.M.O.; 

Dr. A. Mori son, Lond.; Dr. L. B. The Times oj India, Bombay; 

Merlan, Zurich; Metropolitan Thames Export Packing Co., 

Asylums Board, Lond., Clerk to. Lond;* Messrs. J. Towns end Ofe, 

N. —Sir T. B. Nariman, Bombay; Melton Mowbray; Mp4 44 

North Lonsdale Hospital, Bar- Service. Lond., Hon. Sec. of. 
row in Furnea, Sec. of; Notts U.—Uni vanity of Durham Facility 
County Council, Nottingham, of Medicine. 

County Medioal Officer of Health V.—Victoria Hospital, Buraiery, 
of: D.\ L. Nicholls, Colombo. Sec. of. 

O. —Mr. J. Offord, Lond. W— Burg. F. A. Williamson, B.N.; 

P. —Lieut. F. G. Pedley, B.A.M.O.: Col. 0. Wallace A.M.8., C.M.G.; 

Post Office Western Central West London Hospital Boat- 

Dlstrict, Acting Postmaster of; Graduate College, Desn of ; L 

Price's Patent Candle Co., Lond.; Dr. L Wainwrfght, Lond.; 

Dr. D. P. Pen hallow, Paignton; Mr. J. H. Walters, Raiding; 

Sir Arthur Pears n, Bart., Lond.; Prof. : B. White, Sheffield ; 

Dr. B. O. Price, Bangor: Mr. K. Wat London Medioe-Ohir urgl- 

Parka, Lond.; Mr. J. Penoyre, cal Society, Hon. Bee. of; Capt. 

Lond.; Mr. H. Platt, Manchester; O. W. Wirgman, B.A.M.C.(T.F.); 

Messrs. Partridge and Love, West Kent General HoapMu,. 

Bristol; Messrs. Parke, Davis, Maidstone, See. of; Meat*, 

and Co., Lond. J. Wright and Bens, Bristol; 

Q. -Messrt. Quibell Bros., Newark. Capt. f. C. Walker, RJLM-C.; 

M.—Major C. Russell, O.A.M.O.; Welsh HospitaLlfetley, Offieer 

Dr. B. R. Rentoul, Liverpool; Commanding; West Bromwich 

Royal Surrey County Hospital, District Hospital, Bee. sf; Major 

Guildford, Asst. Sec. of; Messrs. W. I. De C. Wheeler, R.A.M.C.; 

Richardson and Co., Lond.; Wellcome Bureau cfcf Scientific 

Royal Hampshire County Hoe- Research, Lond., Sec. of. 

pi til, Winchester, Sec. of ; Z. - Dr. K. G. Zwlck, Berne. 

Letters, each with enclomre, are also 
acknowledged from— 

A. —Lady Adair, Dunadry; Messrs. Association of Nunes, Sec. of; 

Anderson and Son, Lond.; A. F. Dr. H. C. Lane, Aberdeen, U.S.A- 

B. —Mrs. Blackwood, Camborne; M.—Mr. J. C. Mead, Lowestoft; 

Mears. Butterfield and Son, Pi of. C. A. Morton, Bristol;' 

Northampton; Dr. R. Brown, Mr. A. Macdougall, Glasgow; 

Kenley; Mrs. Bird, Godaiming; Mean. Merten* and Co., Lond.; 

Fleet Surg. B. Bankhart, B.N., Lieut.-Col. McLaughlin. 

C V.O.; Mrs. Aston Bunls Lond.; N.— Messrs. F. Newbery and Sons, 
Mrs. Burges, Hartley Wintney ; Loud.;Mr. 8. Nave, lngatesteue, 
Drs. Brookhouse and Mont- P.—Mrs. Page, Blakeiiev; Mr. 
gomery, Bromley; Dr. W. R. C. J. Palmer, Mansfield Wood- 

Boy d, Richmond; Mira B. Bel- house; Mr. J. Pracy, Load.; 

lasny, Lond.; Mr. R. W. Burkett, Capt. D. H. Pennant, R.A.M.O., 
Nairobi; Mr. C.J. Bond, Leicester; D.S.O.; Dr. V. Pennell, Lond.; 
Dr. W. E. Burton, St. Kitts; Mrs. Phillips, Lond. 

Mears. Browning and Co., Lond.; R.—Mr. J. Reynolds, Stockport; 
Bristol Myers Co., New York. Dr. W. Ralne, Wat Hartlepool; 

0.—Capt. A. G. Clark, R.A.M.O. Royal College of Surgeons of 

D. —Capt. J. F. Dixon, R.A.M.C.; England, Lond., 8ec. of;Redruth 

Dundee Corporation. Rural District Council, Clerk to 

E. —B. F. the; Dr. M. J. Ryan, CrumHn; 

F. -Mr. W. S. Fenwick, Lond.; Dr. W. G. Reynolds, Shameen; 

Messrs. Faunln and Co., Dublin; Rockefeller Foundation, New 

Capt. P. Figdor, R.A.M.O.; York; Dr. J. N. Reynolds, Lon 1.; 

Mean. Fannin and Co., Load.; Surg.-Gen. H. D. Bollestoa, 

Dr. D. Fenton, Blackburn; B.N., C.B. 

Messrs, Fairchild Bra. and 8.—Capt. J. P Smith, B.A.M.C.; 
Foster, Lond.; F. 8. L. Salford Boyal Hospital, See. of; 

Q.—Oazctte Medicals de Parts ; Mrs. Symonds, Oxford; Messrs. 

Mr. P. Grogono, Lond.; G. N. A.; W. H. Smith and Son, Load.; 

Capt J. C. Glen, R.AM.C.; Messrs. Saward. Baker, snd Co., 

Mr. J. N. Goldsmith, Lond.; Lond.; Mr. H. C. Stephens, Lond.; 

Hears. Grantham and Co., Bead- Masrs. Sawyer, Lond. 

lng. T.—Mr. B. H. Tasker, Bristol; Mr. 

H.—Dr. G. D. Henderson, Holyoke; G. G. Turner, Newcastle-on-ljyne; 

Hoffmann-La Roche Chemical Dr. J. Batty Tuke, Polton. 

Works, Lond. V—Messrs. Gerth Van Wyk and 

[.—Ins Itute of Massage, Man- Co., Lond. 

chest x, W.—Dr. J. Weir, Lond.; Oapt. 

J.—Dr. 0. S. Jaffa, Lond. A. W. G. Woodforde, RJk.M.C.: 

L.— London Temperance Nurses' Mr. G. H. Widger, Llmpsfleld; 

Co-operation, Sec. of; London Dr. J. F. Wilkinson, Melbourne. 


mann, Lond.; Surg.-Gen. V. 
Hurley, A.I.F. 

I. —Capt. A. C. Inman, R.A.M.C.; 
Incorporated Society of Trained 
Masseuses, Lond.; India, Medial 
Services in, Director of, Simla. 

J. — Journal of the Royal Army 
Medical Corps; Mr. 0. A. Jou, 
Lond.; Dr. W. H. Judson, Lond.; 
Lieut. W. L. Johnston, R.A.M.O.; 
Dr. J. E. L. Johnston, Minna; 
Jeya’ Sanitary Compoun is Oo., 
Lond. 

L-Dr. B. H. Kitchen, Parkstone; 
Hears. J. Keele, Lond.; Messrs. 
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WAR SURGERY OF THE ABDOMEN. 

Delivered before the Medical Society of London 

By CUTHBERT WALLACE, B.S. Lond., 
F.R.C.S. Bng., C.M.G., 

SURGEON TO ST. THOMAS’S HOSPITAL ; CONSULTING SURGEON, BRITISH 
EXPEDITIONARY FORCE, 

LECTURE II. 1 

Delivered on March 9tnd, 1917. 

The Possibility op Spontaneous Recovery after the 
Perforation of Hollow Viscera. 

Mr. President and Gentlemen,—I t is quite true that 
people do recover after wounds of the hollow viscera, but 
the number is very few. Those who recover may be said to 
be the exceptions that prove the rule. 

1. We have instances of late-formed faecal fistula which 
may be due to sloughing of the bowel wall or to actual 
perforation. There have been fairly frequent instances of 
recovery after wounds of the colon, as has been insisted 
on by Makins, who, by the way, attributes such a favourable 
result to the intense local reaction produced by the contents 
of the colon. 

2. Actual proof of the pealing of the stomach was seen in 
a case in which a fragment of a mantle of a bullet perforated 
the liver on the anterior surface, penetrated its thickness, 
and wounded the stomach. The officer lived some days, and 
at the post-mortem one found evidence of a wound of the 
stomach which was closed, partly by its own reaction and 
partly by the application of the left lobe of the liver. The 
post-mortem was made by Captain J. S. Dunn. I have no 
doubt that if this officer had not succumbed to his other 
injuries the wound of the stomach would at the worst have 
led to a localised abscess. 

3. For the history of this remarkable case I am indebted 
to Surgeon-General Bowl by and Captain Bell. 

, A soldier was shot from side to side through the body at 
the battle of Loos. He was not operated on and recovered. 
As far as I know, there was nothing special about his con¬ 
valescence. He was again shot in the abdomen in the battle 
of the Somme and was operated upon. When the abdomen 
was opened several perforations of the small intestines were 
found in the neighbourhood of a mass of adhesions. The 
wounded and^adherent segments were excised and the man 
made a good recovery. On slitting up the adherent coils an 
entero-enterostomy was found between two adjacent loops; 
in addition there were several small herniated diverticula of 
the mucous membrane obviously pointing to closure of the 
previous penetrations. 

This case is of interest because the process of healing 
corresponds to that which Captain H. Drhmmond has shown 
to be the case when the intestines of rabbits are perforated 
and put back without suture. The herniated mucous mem¬ 
brane remains herniated and gradually becomes covered with 
a layer of lymph which slowly organises and seals the hole; 
the herniated mucous membrane still forms a diverticulum. 

Rupture of Viscera without Penetration of the 
Abdominal CAviTy. 

1. As in civil life, one meets with a fair number of 
abdominal injuries caused by horse kicks ; by falling in of 
dug-outs; by burial of men by shell explosions and by blows 
of fragments of wood which are hurled about; they present 
nothing out of the common and the injuries seen are the 
same as in civil life. Captain J. B. Haycraft had one case 
which may be mentioned, in which the post-mortem examina¬ 
tion on a man who died after burial by shell explosion 
showed numerous contusions of the small intestine without 
rupture. 

2. Similar injuries are caused by large shell fragments, 
usually shell caps, and several cases of the latter injury have 
been seen in which rupture of the intestine was accon*- 
panied by extensive contusions. Some years ago Makins 
wrote a paper on this subject, and he came to the conclusion 
that such injuries are caused by the bowel being caught 
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between the unyielding posterior abdominal wall and the 
on-coming object. This supposition, I think, is strengthened 
by the association of bruises along with perforations in the 
case already quoted. 

3. Rupture of solid organs by indirect violence of a passing 
projectile. —Such injuries are by no means uncommon. 
Here is a picture of a kidney in which many cracks in 
the capsule were produced by shell fragments which did 
not themselves touch the organ. I have also seen two cases 
of ruptured spleen ; in each case the left lower chest was 
bit and the ribs broken in both cases. In one the diaphragm 
was intact, but on opening the peritoneum much blood 
escaped and there was an extensive tear in the spleen. In 
another case the diaphragm was ruptured over a small area, 
the blow being a glancing one. There was a corresponding 
wound on the outer surface of the spleen, and from this 
wound there ran in all directions radiating fissures in the 
capsule, showing that the spleen had been burst by the 
indirect blow it had received. 

4. Cases in which the viscera are damaged by indriven bone 
fragments.—(a) There are many cases of injury to the liver 
and spleen by the driving in of fractured ribs. There is 
nothing particular in these. 

(6) The caecum and the ascending and descending colon 
and also the small gut in the pelvis are all apt to be injured 
by small bony spicules driven in through the peritoneum. 
Although the projectile itself does not penetrate this mem¬ 
brane, it is important to remember this possibility, because 
when such wounds are explored it is most probable that the 
small holes caused by the bony fragments would be overlooked 
and the peritoneum assumed inviolate. 

5. Rupture of hollow organs by indirect violence. —There 
seem to be two classes: (a) Rupture of the intestine by a 
bullet without penetration ; and ( b ) rupture of a viscus out 
of the track of a perforating bullet. Cases have been reported 
by Owen Richards, John Fraser, J. W. Dew, and others. 

(a) The first case was that of a man whose recti were 
divided almost completely by bullet. The wound was 
explored and the posterior rectus sheath found intact. As 
there were no symptoms the abdomen waft not opened; 
the man died. At tne post-mortem examination a careful 
search failed to show any rupture of the peritoneum. There 
were three holes in the small intestine which lay immediately 
under the wound in the abdominal wall showing the gat had 
not moved, although more than 24 hours had elapsed since 
the receipt of the injury. 

Fraser’s case was that of a man wounded by a piece of 
shell in the right iliac fossa and in which the caecum was 
found bruised and a small hole in the mesenteric border of 
the ileum. 

In Dew’s case the projectile had cut all the abdominal wall 
through save the peritoneum, through which the caecum 
could be seen. As there were no symptoms the abdomen 
was not opened but the man died from a ruptured ileum. 

(b) Fraser has also published another case in which the 
bullet penetrated the abdomen just below the umbilicus. 
There were no symptoms at first, but when they arose later 
on, coeliotomy showed a ruptured bladder. The bladder was 
apparently out of the direct line of the projectile. 

These raptures may be caused apparently in three possible 
way8. For instance, (1) when an object such as the aMomen 
and its contents, made up of layers of varying toughness, is 
sharply hit, more friable layers underneath may come away, 
while the more resisting overlying layers remained intact. 
(2) This may be termed the “ paper-bag ” theory, the 
intestine being ruptured by a smart blow in a similar way to 
that in which an inflated paper bag is burst on being hit. 

I do not know that there is any proof that this happens, but 
it is rather a seductive theory. (3) There is another possi¬ 
bility which must not be lost sight of. A man when he is 
hit may fall to the ground or against some object and the 
ruptured intestine be due to the blow thus produced and 
not to the actual missile which was the indirect cause of 
the fall. 

Mechanism of Wound Production after Penetration. 

The multiplicity of wounds of the small intestine has raised 
some doubt as to their method of production, especially in 
the case of bullets, where types of wound widely different in 
nature are seen. The question arises, Can a bullet pursuing 
a straight course cause these injuries, or must we invoke a 
rotation of the bullet or a bursting effect ? 

If a bullet is rotating quickly on a transverse axis it 
could easily produce complete division of the gut, but 
if it is radiating quickly enough to produce such injuries 
o 
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it is hard to see how it could at the same time produce 
small perforations. Some support is given to the rotation 
theory by the retention of many bullets, as one knows 
that their flight is unstable at the end. If the rotation 
theory is correct, one ought to have some evidence of this 
rotation at the entrance and exit holes. As a matter of faot, 
it is impossible to establish any relations between the size of 
the entrance and exit wounds in the skin and the amount of 
damage done to the intestine. As to the possibility of a 
barsting effeot, it is impossible, I think, to make any definite 
statement on the subject. All that one can say is that when 
great vessels are hit by bullets nothing has ever been seen 
in the nature of a lesion which suggested the presence of the 
so-called hydrostatic phenomena. 

I am rather inclined to think myself that these different 
types of wound are caused by the varying state of distension 
of the small gut. As is well known, one meets with lengths 
of the small intestine alternately distended with air and 
collapsed. If the bullet strikes a distended portion it will 
parforate it or cut a hole in it. If it strikes a portion which 
is collapsed, the intestine is so small that the diameter of 
the ballet is suoh that it oould divide both coats. 

Diagnosis op Intrapbritonbal Damage. 

This is determined in three ways: (a) By inspection ; 
(6) by experience ; (o) by symptoms. With all possible care 
and an extensive experience and a full appreciation of the 
numerous fallacies, it is frequently difficult to make sure that 
the wound is penetrating. If it is difficult when there is an 
entrance and exit wound it is still more so when there is only 
one wound. It may be that shock, haemorrhage, rigidity, or 
rapid pulse will be present, but in some canes which are 
received early there will be no such guides. The wound of a 
hollow viscus may in itself have no symptoms if it is not 
extensive enough to produce shock ; it is usually haemorrhage 
or peritonitis which gives the danger-signal. As there is a 
distinct relation between the interval since the receipt of the 
wound and the operation it is important to be able to 
determine the probability of penetration. 

(a) By Inspection. 

Antero-posteHor wctindB are the easiest to judge. The only 
point to be remembered is the thickness of the flank muscles. 
Below the transpyloric plane a wound with the entrance on 
one side of the middle line and an exit exterior to the 
lateral body line of the same side is very often non- 
penetrating, or one that has just opened the peritoneum. 
Above the transpyloric line suoh a wound, owing to the 
ronnded form of the thorax, is almost certain to be pene¬ 
trating. The bullet which passes in and out between the 
semilunar lines probably does not open the abdomen, while 
that wound that passes in and out outside these lines 
probably does. In the longitudinal direction a bullet which 
enters near the oostal margin and emerges above the groin 
will most likely traverse the abdomen. Where it is a 
question of single wound* there is really nothing except the 
symptoms to guide one. as it is usually impossible to tell 

• the direction of the projectile. A great deal of help is 
afforded by an X ray apparatus in such cases. 

One case may be quoted as showing the difficulty of 
judging where a missile ha* gone. 

A man was shot beside the nmbilious. The shape of the 
wound suggested a bullet; the area was a dangerous one, so 

• it was determined to explore the abdomen. As the wound 
was in a convenient situation the exploratory incision was 
made through it. It was then found that the rectus muscle 
was torn the length of the incision. This was enlarged 
downwards to the pubes, the muscle being much torn down 
•to the bone, but the sheath and peritoneum were intact. 
The bullet had passed down behind the pubes and, as there 
were no symptoms, nothing further was done, and the oase, 
after an interval of several days, was sent to the base doing 
well. 

(p) By Experience. 

This has shown that one has to be very careful in making 
a negative diagnosis, and it has also shown the wisdom of 
operation in doubtful cases. Bomb wounds require some 
notice under this heading. The fragments into which a 
bomb is broken on explosion are often very small, but so 
high is their velocity that they have very great power of 
penetration. The wounds are often so small and insigni¬ 
ficant that it sometimes takes some strength of mind to 
explore the abdomen, although the symptoms point to the 


possibility of visceral involvement. The number of these 
wounds makes individual exploration impossible, and the only 
way of settling the matter is to explore the abdomen by a 
well-placed incision, irrespective of the situation of the 
wounds. 

( o ) By Symptoms. 

These may be enumerated as follows:—Appearance, 
pulse, vomiting, haemorrhage, rigidity, pain, tenderness, 
shock, and subjective sensations. 

Appearance .—Usually a man hit in the abdomen looks ill. 
He is shocked and cold, often in spite of blankets and 
hot bottles, with which he has been surrounded in the 
ambulance. Sometimes he is apathetic and quiet; some¬ 
times restless—sometimes from pain—sometimes from dis¬ 
tress. He may be blanched or of a fair colour, even normal 
in appearance. Before rapid evacuation was the rule 
1 was struck by the fallaciously good facial expression of 
some of these cases, and it was often that one experienced a 
shock on taking up such a man’s hand to find it cold and 
clammy and the pulse running or even not palpable. Such 
cases invariably die, and operation only hastens their end. 

Pulse .—A rapid pulse, a pulse that does not fall, or a 
rising pulse is an indication for operation. A slow pulse is 
not necessarily a contra-indication unless the wound is in a 
non-dangerous area such as the liver. I have seen a man 
with a pulse of 60, with four holes in his small intestines, 
four hours after receipt of the injury. A rapid pulse is 
caused by loss of blood, and later on by peritonitis and 
sepsis. It does not seem to have any very definite connexion 
with the number of lesions of the intestine. The pulse often 
falls with rest and infusion, and it often happens that a 
falling pulse is more an indication of the possibility of 
operation than a contra-indication to operative measures. A 
rising pnlse is an indication for operation. 

From Table V. one can see the general average of the 


Table IV. 


Pulse up to— 

-60 

-70 

-80 

-90 

-100 

-110 

-120 

-130 

-140 


B. D. 

B. D. 

B. D. 

B. D. 

B. D. 

B. D. 

B. D 

B. D. 

B. D. 


1 1 

3 0 

, 

8 6 

14 10 

49 S3 

12 IS 

21 48 

S 23 

7 36 


B = To bMe. D - Died. 


pulse of a man wounded in the abdomen. A pulse of 100 
is very frequent and, on the whole, gives a good prognosis. 
A pulse of 110 seems to be a critical one, for the mortality 
after this rapidly mounts. 

Mention may be made here of unexpected results whioh 
some pulse-rates show. A man with a pulse of 160 with a 
wound in the liver went to the base without operation. 
Another pulseless man recovered after his bladder and small 
intestine had been sutured. A man with a pulse of 60 died 
from the effects of haemorrhage, although the bleeding 
was stopped by operation. A fourth man with a puke 
of 90 died from gas gangrene in the abdominal wall; 
a fifth with a pulse of 80 died from peritonitis on 
the third day; and another with a pulse of 160 recovered, 
the reason of the rapidity being txtraperitoneal hema¬ 
toma of the bladder, which was drained. From these 
instances it can be seen that, although the pulse is a 
very good indication, there are many surprises for the 
surgeon. 

Vomiting .—Wounds of the stomach nearly always lead to 
vomiting and very often to bssmatemeBis, bnt vomiting is 
also met with in all kinds of abdominal injury ; and beyond 
the faot that its absence shows that the stomach is most 
probably not involved, it hasno Bpeoial significance. 

Hemorrhage —This will be dealt with under wounds of 
different organs, and it is sufficient to say here that with the 
exception of blanching and a rapid pulse, both of which 
may be produced by other causes, the classical signs, such as 
restlessness, blindness, or air hunger, are usually absent. 
When present it gives the ordinary physical sigDS, but, as is 
well known, these are not very helpful, as to produce them 
the amount of blooi may have to be very great. 

Rigidity .—A very constant but varying symptom when the 
cases arrive. It is seen in low thoracic injuries, wounds of 
the abdominal wall, and in contusions of the abdomen and 
with true visceral injuries. 

(a) The rigidity produced in the abdomen by low thoracic 
injuries is well known, and it renders diagnosis very difficult. 
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especially in those oases where from a study of the track the 
bullet may or may not have entered the abdomen. 

One such case I well remember in which a man, hit in the 
lower right axillary region, presented a universal rigidity of 
the abdominal wall accompanied by considerable pain. His 
condition otherwise was not bad. It was determined to watch 
him, and he was put to bed and kept quiet for three hours. 
At the end of that time the rigidity had become board-like. 
There was considerable increase in his pain and his pulse- 
rate was slightly accelerated. An abdominal exploration 
showed that after all the abdomen was uninvolved, and that 
the only possible injury was a wound of the liver on its 
extraperitoneal surface. Curiously enough this man died a 
week later from tetanus. 

I do not know that there is any royal road to diagnosis 
between a thoracic and abdominal wound ; every case must 
be judged on its merits. Captain B. 0. Maybury has an idea 
that superficial abdominal tenderness is rather a feature of 
thoracic wounds. 

(ft) In the case of abdominal wall wounds the rigidity is 
apt to be local, and, as a rule, it does not give rise to very 
maoh confusion. Contusions of the abdomen do present 
considerable difficulty, and in cases which have recovered 
without operation I have seen rigidity, an extremely rapid 
pulse, and pallor all combined. Wounds of the pelvic floor, 
even when not penetrating, will produce a reflex hardness 
of' the anterior wall, and the same may be said for some 
wounds of the upper thigh. 

( 0 ) Visceral injury .—Injuries both of the solid and hollow 
vteoera are accompanied by rigidity. This rigidity seems 
to be brought about in three ways: ( 1 ) it is a reflex pro¬ 
tective measure after the receipt of any wound; ( 2 ) it is 
also brought about by irritation of the peritoneum either by 
blood or infection ; (3) it is largely independent of the 
amount of peritoneal .infection, and occurs in extreme form 
without any naked-eye appearances of inflammation. Under 
such conditions it is generally aooompanied by very great 
pain. 

Rigidity often oocurs when there is blood in the abdomen 
the source of whioh is only a wound of the mesentery or 
omentum. It is not as a rule very marked in these cases, 
and tends to subside with time in distinction to that due to 
peritonitis, which is progressive. One occasionally sees a 
somewhat rigid and tumid condition of the abdomen in cases 
arriving late. Such a condition is, according to my experi¬ 
ence, usually only a sign of haemorrhage whioh has been 
arrested, and I always advise the leaving alone of such 
cases. 

Considered clinically, (1) rigidity may be slight, and this 
generally or local. (2) It may be confined to one part, and 
if. this spreads it generally means an intestinal lesion. 
(3) Alternating rigidity. Daring examination the abdomen 
is sometimes soft and sometimes hard. This is a very pnzzling 
condition and its indication is not very clear; it is sometimes 
accompanied by extensive injuries. (4) Apprehensive rigidity, 
if one may use the term. Here, although the abdomen looks 
soft and moves on respiration, it at once hardens when the 
hand approaches to palpate. As a rule, it is accompanied by 
no serious injury. (5) Board-like rigidity is most puzzling 
when aooompanied by & slow pulse. If there is extreme pain 
it nearly always means that there is a wound of the intestine. 
( 6 ) Complete absence of rigidity; this, when accompanied 
with obvious penetration, of the abdomen, has often a grave 
significance, as has been pointed out by Taylor and Meyer. 
Sach oases often quickly end fatally. It may be here stated 
that morphia in moderate doses seems to have very little 
efSeoton the state of the abdominal wall. 

The spinal abdomen. —One has to be on one’s guard not to 
ba misled by the slightly rigid and tumid abdomen which is 
met with in cases of spinal injury, and especially when such 
injuries are accompanied by vomiting. This state of the 
abdomen is sometimes oaused by a distended bladder, but it 
may be present without it. 

Tenderness ,—This phenomenon has very much the same 
value as the tenderness met with in penetration of the intes¬ 
tine due to disease. Pam is nearly always present in some 
form or another, but it varies from almost uncontrollable 
agony to nothing more than discomfort. There does not seem 
ta be any particular relation between the amount of pain and 
the, amount of injury. 

Shock. 

This can be considered under two heads: (1) subjective 
sensations; (2) shock proper. 


1. Subjective sensations .—The sensations of a man shot in 
the abdomen vary in a remarkable degree. As can be well 
imagined the size of the projectile must have a considerable 
influence. The shell fuse-cap produces much the same 
effect as a violent blow from the heels of a horse, although 
there may be no open wound, and the subsequent course 
proves that there is no visceral injury. A somewhat similar 
effect may be produced when a portion of the abdominal 
wall is torn away, but as the blow is a more or less glancing 
one in such conditions the amount of “knock-out ” effect is 
often surprisingly little. Men have walked considerable 
distances with such wounds, their intestines supported by a 
bandage. To quote a case :— 

A man had his abdominal wall ripped open by a bullet 
just as we were being compelled to evacuate a trench. He 
was bandaged up with a shell dressing, and insisted on 
walking to a trench in the rear, where he lay on the fire- 
step for some time until things became quiet and he was 
able to be taken away to the ambulance. He made a 
complete recovery. 

Sometimes a man, thongh he knows that he has been hit 
in the abdomen, is quite unconsoious that his intestine is 
prolapsed, although a considerable amount may be outside 
his body. To quote a case:— 

A man was hit just above the pubes ; he experienced very 
little inconvenience. When the first dressing was applied 
some of the small gut lay on the belly wall. This was 
covered up with a dressing and the man taken straight to an 
advanced abdominal hospital. When he arrived there he 
was in good condition and in no pain. Six or seven feet of 
small intestine perforated in places lay under the dressing. 
He made a complete recovery after operation. 

When the missile is a small one and penet rates and 
wounds the intestine there may be very little pain or 
disturbance. 

One man, hit in the iliac region, in whom a subsequent 
operation proved intestinal injury., was quite unconscious 
that he had received a severe wound. He thought that he 
had been hit in the leg, the bullet having disturbed some of 
the lumbar nerves. 

Another man, a bearer in the R.A.M.C., who had been 
wounded in the abdomen and, as subsequent operation 
proved, in the intestine, was brought on a stretcher to an 
advanced dressing station, but seeing there were many 
wounded to be attended to he got up off his stretcher ana 
lent a hand. 

Another case may be quoted as showing how little disturb¬ 
ance a wound in the intestine may produce*. It was one of 
the cases I saw early in the war, and which confirmed my 
opinion that the expectant treatment was wrong. This 
officer had a side-to-side penetrating wound of the abdomen. 
When I saw him at a clearing station about six hours after 
receipt of the wound he was in good condition, free from 
pain, cheerful,And smoking a cigarette. He was unoperated} 
he was dead of peritonitis in 24 hours. Post mortem he had 
a single hole in nis intestine. 

On the other hand, a man shot in the abdomen by a 
bullet or some of the smaller projectiles may experience a 
tremendous blow which may knock him out. Now this 
sensation of a tremendous blow is experienced even when 
small missiles hit the limbs. It is curious to remember that 
the blow, or kick, sensation is experienced by those who 
rupture muscle fibres while playing games. It is therefore 
legitimate to imagine that the sensations of a violent blow 
have nothing to do with an injury to the solar plexus. 

Pain of an intense character is sometimes experienced 
immediately after the receipt of the wound, and it aooom- 
r panies wounds both of the upper and lower abdomen. In 
the latter case it was specially oonnected with penetrating 
buttook wounds. The suddenness of the pain in these oasee 
recalls that seen in perforation of gastrio uloer or appendix. 
This similarity suggests that the cause of pain is connected 1 
with an irritation of the peritoneum by the bowel contents, 
although the escape of such matter may not be perceptible 
at the operation. Some people hold that the contents of 
the jejunnm are more likely to oause pain than those of the 
ileum. 

The following case is an example of intense sudden pain 
and a board-like rigidity whioh so often accompanies it. It 
should be noticed that his pulse was only 60. 

L. C. was wounded in the hack by rifle grenade; he was 
admitted within four hours of the wound. He was pale and 
suffering intense rain in spite of morphia. His abdomen 
was like a board. His distress might have been increased 
by the faot that, being bit in the abdomen, he was quite sure 
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he had got to die. He was taken to the theatre and when 
examined the only wound found was a small pnnctareon the 
outer side of the erector spinae. Operation disclosed one 
abrasion and three perforations of the jejunum. There was 
no visible escape of contents. Recovery was uninterrupted. 
The fragment that caused the injury was no larger than a 
large safety-match head in bulk and so small that its weight 
could scarcely be appreciated by the hand. 

2. Shook proper .—Everyone understands in a general way 
what is meant by shock and has in his mind a picture of a 
patient in such a state. When asked to define what he 
really means by shock he will very likely be unable to answer 
this question. As regards the abdomen, a state of clinical 
shock is produced in various ways—by a violent blow ; by 
multiple intraperitoneal abdominal injuries ; by haemor¬ 
rhage ; by sepsis, which seems to be of the nature of poison 
shock ; and by pain. 

If a man is hit by a large projectile the blow will produce 
shook, just as any other blow will do. The man is winded 
or knocked out. Again, extensive injuries of the abdominal 
wall with exposure of the intestines will cause shock. This 
is also true of multiple injuries of the abdominal viscera, 
and there can be no doubt that the gravity of any case does 
rapidly mount with the number of lesions in the viscera and 
the number of viscera injured. Apart from these generalisa¬ 
tions, it is very hard to make any definite statement as to 
the relation between the amount of shock present on the 
one hand and the organs injured and the amount of 
individual damage on the other. 

Some idea of what a man’s state may be after a wound in 
the abdomen has been given when speaking of a man's 
subjective sensations, and it can be seen from that that 
immediately after the receipt of the wound that proves fatal 
a man may for a considerable time be able to pursue what 
he was doing. I might quote here another case as illustrating 
this. 

A flying naan, well over the German lines, was bit with a 
high-explosive shell; it entered somewhere behind the 
Anterior superior spine, traversed the abdomen, caused two 
holes in the small intestine, and then lodged in the areolar 
tissue behind the pubes. The man brought bis machine 
back, made a good landing, and was brought into the 
oaBualty clearing station near by in really first-class condi¬ 
tion. He was operated on, the wounds in the intestines 
sewn up, and he died within 48 hours of acute sepsis 
produced from the retroperitoneal tissue. 

There is considerable difficulty in ascertaining the con¬ 
nexion between the actual damage done and the amount of 
shook. Regimental medical officers who see cases early 
t can form no idea, apart from the loss of abdominal wall or 
* protrusion of viscera, what the extent of the abdominal 
injury is, and by the time the cases come to operation there 
are the added factors of loss of blood and sepsis. The 
amount of shook seems to be largely due to the loss of blood, 
and if one could only find some easy method of supplying 
this flaid it is possible that our results might be very greatly 
improved. The transfusion of blood, although it is a com¬ 
paratively simple process, is more or less cumbrous and can 
only be employed when conditions are quiet and wh 9 n a 
donor is available. 

A word may here be said about the effect of lesions on 
individual organs. It has been stated before that in the case 
of the liver one meets with some cases of shock which do not 
seem to be explained by the amount of damage or the amount 
of blood lost. Wounds of the spleen, apart from haemorrhage, 
even though severe, do not cause much collapse. The same 
can be said of the kidney, and this is perhaps rather remark¬ 
able when one remembers the effect of the kidney punch in 
boxing. In some instances there is great shock and a pulse 
of 140, followed by recovery without operation. 

The stripping up of the retroperitoneal tissue by blood 
seems to cause shock out of proportion to the amount of 
blood lost. The great pain of a small injury will often 
produce pallor and collapse and cold extremities, while the 
pulse is quiet. 

There is tremendous scope for the investigation of this 
subject, and work is being done, notably by Captain Geoffrey 
Marshall. It is not a question of preventing shock so much 
a9 of curing it, for it is impossible to apply the ordinary anti- 
shock procedure to a man before he is wounded. The clinical 
shock produced by sepsis is often very marked and may cause 
death in a comparatively few hours. This, again, is well 
seen in oases that are dying of gas gangrene of the limbs. 


Care of thb Patient before Operation. 

Ia transit to hospital.— First of all, a man, wounded in 
the abdomen, is more comfortable if he can be put in such a 
position that his abdominal muscles are relaxed. He should 
be covered up and kept as warm as possible and saved all 
the jolting possible, though, from the nature of things, this 
cannot be done very effectively. He should be given a 
reasonable dose of morphia—this will relieve his pain and 
mental anxiety. It is well to say a word here about the 
administration of morphia. After the first injection has 
been given a reasonable time should elapse before another 
dose is administered. This warning is necessary because 
patients have arrived at the casualty clearing station very 
profoundly under the influence of the drug. Not infre¬ 
quently, too, the patient has been dosed either by himself or 
by his companions without the knowledge of the medical 
officer. 

The withholding of water .—There is no reason why water 
should not be given in reasonable amounts ; its withholding 
causes great distress to the patient, who very likely is already 
suffering from a lack of fluid in his body. 

Ia hospital .—When a patient arrives at an operating 
hospital the question of immediate operation has to be 
considered. On the whole, it is better to put the man to 
bed and watch his condition for a little than immediately to 
subject him to operation. It is quite true that haemorrhage 
is the great danger, but, still, my experience has led me to 
think that on the whole a little rest does more good than 
harm. The interval is used to improve the man’s condition. 

First and foremost as a remedial measure is the warming 
of the patient. This is by far the best treatment of shock 
that I know and far transcends in its importance the 
ministration of stimulants of whatever nature, either by the 
mouth or hypodermically. The radiant electric bath oovering 
the whole body is by far the most efficient method of applying 
heat, and should be used wherever an electric current is 
available. 

Fluid can be introduced into the system by the mouth, 
subcutaneously or intravenously: it just depends upon the 
state of the patient and his capabilities of reception. I 
would only say that the intravenous method is by far the best 
and surest and is the only way of any practical use if time is 
an object. The fashionable method of subcutaneous saline 
is practically valueless in a shocked man. Pituitrine is 
favoured by some people. 

The actual moment for performing the operation must be 
left to the individual judgment of the operator. If the man 
does not respond at ail, the question must be decided whether 
to operate at once or whether it is worth operating at all. 
Sometimes even as much as six or eight hours* rest will 
produce such improvement that an operation is possible 
where at first the case seemed hopeless. 

General Lines of Treatment. 

Cumulative experience shows the wisdom of operation in 
most oases, and it is now mostly a question of excluding 
cases on which it is best not to operate. It can be 
frankly admitted that this line of treatment involves 
operating on certain cases which would have got well 
without operation. It also involves operating on a certain 
number of cases, such as those in which there is bleeding 
without visceral injury, which might have got well without 
operation, but there is no way of telling if the haemorrhage 
has stopped except by looking. 

In a certain number of cases the intraperitoneal haemor¬ 
rhage, although the haemorrhage has ceased and is not 
immediately fatal, not infrequently leads to intra-abdominal 
abscess later on. On the whole, it may be said that a policy 
of “Look and see**is better than one of “Waitand see.*’ 
It may be useful to enumerate those cases which are best 
left alone. 

I. Cases in very bad condition. Now there are, of course, 
many cases which no surgeon would feel himself justified in 
operating on, but there are many border-line cases which 
some surgeons would leave and some to whom the surgeon 
would feel constrained to give the chance of operation. Here 
the personal equation comes in, and whether he operates or 
not must be left to the surgeon to decide. He should, how¬ 
ever, remember the indications of Table IV. (Pulse-rates). It 
need only be added here that the bolder surgeon will most 
probably get a worse operative mortality. 
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2. Oases shot high up in the abdomen and in the liver 
area on the whole do very well if left alone, so long as there 
are no symptoms of haemorrhage ; in fact, haemorrhage is the 
only reason for operating on liver cases. It is, of course, 
true that a certain number of theseauccumb to sepsis at the 
base, but their number is not sufficiently great to warrant 
early interference on that account. 

3. High abdomino-thoracic wounds on the left side. The 
type of wound more especially referred to is that which 
enters somewhere near the mid-line behind and emerges 
somewhere towards the posterior part of the axilla about the 
level of the sixth to eighth rib. These wounds are some¬ 
times accompanied by symptoms suggesting stomach involve¬ 
ment, but on the whole they do not do badly, and operative 
interference does not afford very much help, as wounds high 
up in the cardia, or near the oesophagus, are almost impossible 
to close; or, if they can be reached, involve such disturbances 
as to be likely to lead to a fatal result. 

4. Cases arriving late. I am inclined to put down 24 hours 
as a usual limit within which a primary operation is likely 
to be successful. Haemorrhage by this time has ceased and 
operation is only likely to spread infection if the bowel has 
been perforated and to hasten the end. There are some 
cases in which operation may be thought advisable—namely, 
those with a fair pulse but with vomiting, and the opera¬ 
tion being performed with an idea of getting over the 
** obstruction ” by short-circuiting or an enterostomy. The 
operations that I have seen performed for this reason have 
nearly all been fatal. 

The so-called Murphy operation—that of simple supra¬ 
pubic drainage—is, I believe, an absolutely useless disturb¬ 
ance, and has, I see, been abandoned by the French, 
with whom it was an official proceeding in the early days. 

The operation table . —The Trendelenburg position should be 
ready for use. Most important is the provision of some heating 
arrangement on which the patient can lie. 

Incision. 

1. Itt site .—This must be planned rather with a view of 
dealing with the probable nature of the injury than with any 
reference to the wounds. With an in-and-out wound we 
know the course of the projectile and can form a fair esti¬ 
mate of the organs likely to be involved. With a single 
wound this is practically impossible, and it is here that an 
X ray appafatus is so valuable, as it enables us to make the 
abdominal incision in the best possible place. 

To give an Instance of the value of an X ray apparatus, 
suppose there is a single entry wound near the middle of 
the abdomen. Without an X ray apparatus the only thing 
is to open the abdomen in the middle line and find out the 
course of the bullet, and this involves an exploration of the 
whole abdomen ; and in the end it may be found that the 
only viscus injured is the colon at its peritoneal reflection. 
The exploratory procedure will have exposed the whole 
abdomen to the danger of contamination. On the other 
hand, an X ray picture would have located the bullet in the 
loin and shown at once that a horizontal exploratory wound 
would have met all the circumstances of the case and 
possibly saved a life. 

A paramedian incision is the standard method of opening 
the abdomen and it should be used in all cases unless there 
is some distinct indication to the contrary. It is always 
better to prolong it than to make lateral right angle 
extensions. The length should be 6 to 8 inches, probably 
the longer is the better, as free access means a very great 
increase in celerity. 

In some antero-posterior wounds towards the lateral line 
of the body a rectus sheath incision has something to 
recommend it ; the colon can be more easily reached and 
the field of operation limited. It is not, however, a good 
incision to close and it divides many nerves. Both the 
hepatic and splenic flexures can be reached by the rectus 
sheath incision, the hepatic with a good deal more ease, 
however. 

In those cases where the missile has perforated through 
the body from near the mid-line to the loin, whether this 
direction is shown by an entrance or an exit wound, or by 
the aid of a skiagram, the transverse incision either 
horizontal or parallel to the upper or lower abdominal 
limits, has much to recommend it. If more room is required 
it can be obtained by cutting the anterior rectus sheath, but 
leaving the rectus muscle intact. Such an incision allows 


free access to the hepatic and splenic flexures, to the vertical 
colons, to both kidneys, and to the spleen. It also allows 
a systematic examination of the small intestine, if neces¬ 
sary. It is the only incision that allows the ascending and 
descending colons to be easily and properly repaired and, in 
addition, its posterior extremity is a convenient situation for 
an artificial anus at the site of the oolon wound. It is not a 
convenient incision for the stomach, except for that portion 
situated near the spleen. 

A similar incision starting behind and prolonged forward, 
if necessary, can be used with advantage in exploring 
lateral wounds of the body in the neighbourhood of the 
caecum and sigmoid. A subcostal incision is also good in 
certain liver wounds. 

In some cases of wounds in the back of the loin it 
is better to open the abdomen in the mid-line and make 
sure that the peritoneum has not been involved. If 
this is so, the wound is closed and the loin opened up and the 
necessary steps taken to deal with the condition found. It 
is always very important when there is a possibility of a 
colon wound, to do everything to prevent contamination of 
the general abdominal cavity. Such horizontal wounds 
suture easily and heal kindly. 

2. Itt cloture. —The method of closure must depend on the 
condition of the patient. If the condition is critical it must be 
closed by through-and-through sutures. If there is time an 
attempt should be made to close the peritoneum separately, 
as many of these wounds—more than one would like—* 
suppurate, and it is impossible to prevent this suppuration 
extending to the intestines if the peritoneum is unsutured. 
If the condition of the patient allows it the wound can be 
closed in layers, but in every case there should be at least 
three through-and-through supporting stitches. 

Suppuration in the operation wounds has been a trouble. 
It may be partly due to defective technique, but in many 
cases one has to remember that the blood in the abdomen, 
which must well out when the cavity is opened, is full of 
micro-organisms ; and various methods have been tried to 
prevent infection, but with no great success. Of late, 
however, there seems to have been a certain amount of 
improvement. It is curious that the same condition of 
things is found on operating on acute appendix abscess, 
where the peritoneum can readily combat the septic condi¬ 
tion in which it is left, while the abdominal wound falls a 
victim to the bacilli. 

3. Abdominal drainage .—Opinions differ about this, and 
personally I never use it myself, nor do I believe that it has 
any points to recommend it. When speaking of abdominal 
drainage I mean the ordinary drain to the pelvis or flanks. 
It is quite another thing to tie a small local drain to a 
suture line which one mistrusts, the idea of which is to form 
a local track in the case of a leak. 

4. Flushing the abdomen .—Some people favour this pro¬ 
cedure and it has a good deal to be said for it when the 
abdomen is full of septic blood. At the same time it is 
difficult to do efficiently without much exposure of the intes¬ 
tines. In small local infections without blood it is not to be 
recommended. Both saline and eusol have been used, but to 
heat the latter to the requisite temperature is to destroy its 
efficiency. The cold produced by ether is sufficient to damn 
it, even if its use could cleanse the abdomen. A small 
amount used to produce leucocytosis finds favour with some. 

Post-operative Treatment. 

I do not know that there is anything particular to be done 
to the patient after operation more than is done in ordinary 
surgical practice after any severe operation. The question of 
infusion or transfusion will naturally arise and in some cases 
may be beneficial. Most people treat their cases in a semi- 
recumbent position. As to the administration of morphia, it 
is better to give it than withhold it if the patient is restless 
or in pain. Most interest turns on the condition of the 
bowels. Castor oil, calomel, and pituitrine all have their 
advocates. There can be no doubt that pituitrine is a very 
fine purgative, especially if injected into the muscles; 
sometimes it requires to be helped by a glycerine enema. 
Like all other purgatives, it is dependent for its action on a 
healthy condition of the musculature of the bowels, and if 
this is paralysed either by shock or sepsis it will fail to act, 
as do other purgatives. I am not particularly anxious about 
the opening of the bowels, and I am fairly convinced in my 
own mind that the bowels will not give trouble if the case is 
Q 2 





602 The Lancet,] OOL. OUTHBERT WALLACE: WAR SURGERY OF THE ABDOMEN. [April 21,1917 


going to do well; and if the case is not going to do well— 
and it is mostly a matter of peritoneal sepsis—no purgative 
is of any real avail. I think I have seen a good deal of dis¬ 
comfort needlessly inflicted upon people by attempts to make 
the bowels act. 

Wounds of Particular Organs. 

The (Esophagus . 

Wounds of the oesophagus are very rarely seen, while 
wounds of the trachea are not so uncommon. The rarity of 
wounds of this tube must, 1 think, be due to the fact that 
antero-posterior wounds involve the spine and transverse 
wounds involve the great vessels. Some of the lower thorax 
wounds, which are accompanied by vomiting, may be 
wounds of the oesophagus, but there is really no proof of 
this. 

One ourious case may be quoted where a man was hit in 
the back about the fourth right interspace. He was treated 
for a thoracic wound as there were no localising symptoms. 
Two days later he passed the core of a bullet and the day 
following the mantle. 

Stomach. 

Organs wounded with the stomach. —The thorax is involved 
in a fair number of cases. The organs wounded with the 
stomach in order of frequency are the small gut, liver, 
colon, spleen, kidney, pancreas. One case may be quoted 
as showing how complicated these wounds may be. In this 
case the stomach, small gut, transverse colon, and sigmoid 
flexure were ail wounded together. The complicated wounds 
are usually side-to-side wounds of the body, or such wounds 
with an up-and-down inclination. 

I have seen one curious case in which the anterior wall 
was grooved and the spleen and the kidney also wounded. 
This ended fatally. A curious fact is the rarity with which 
wounds of the spleen and the stomach are met with in 
association, and when so associated are nearly always fatal. 

Nature of wounds .—The stomach affords many types of 
wound, nearly all easily explained by the nature of the 
projectile and the course it takes. Sometimes the stomach 
wall is exposed by the carrying away of the anterior abdo¬ 
minal wall. At other times prolapse of the stomach takes 
place, accompanied by that of the colon, small gut, and 
spleen. 

Bullets passing in an antero-posterior direction make small 
perforations. Shrapnel balls cause larger perforations, the 
edges of which are more excoriated than is the case with 
bullet wounds, the larger size and the rounder form of the 
ball causing a bruising of the wall before it bursts its way 
through. Shell and bomb fragments make wounds com¬ 
mensurate to their size and shape. When the axis of the 
flight of the projectile becomes more or less parallel to 
the walls of the stomach, the wounds become larger—some¬ 
times a linear slit; sometimes a linear slit followed by a 
perforation to which the name of “note of exclamation” 
wound may be given. When the projectile passes in through 
the epigastrium and out by the axilla the slits may become 
more or less parallel to the greater curvature. When the missile 
passes in about the nipple line and takes a downward and 
oblique direction towards the right, the wounds are more or 
less at right angles to the greater curvature, so that the 
anterior wall of the stomach, or its antral portion, may be 
almost completely divided. 

Projectiles hitting the greater or less curvature in an 
antero-posterior direction sometimes cause rather extensive 
Y-shaped injuries involving both walls. Bruises or cuts in 
the peritoneum or muscular coats are also met with, and in 
one case a piece of hard clay which had perforated the 
spleen was found lying embedded in the stomach wall 
(Captain J. Fraser). 

It is important to remember that the posterior wall may be 
alone wounded, or it may be wounded in conjunction with 
the posterior wall of the transverse colon. Both of these 
wounds may be invisible when the abdomen is opened. 

The mucous membrane does not pout when the wounds are 
small, but in the case of linear wounds it becomes extruded, 
just as it does when one incises the stomach wall in doing a 
gastro jejunostomy. The anterior wall is the wall most 
frequently wounded. 

Bleeding. —Wounds of the stomach are accompanied by 
very severe haemorrhage ; this is a cause of death in a con¬ 
siderable number of cases. The haemorrhage, as a rule, 
does not come from the actual wall, but from the vessels as 


they run up and down the surface of the organ. The hemor¬ 
rhage may take place either into the stomach or into the 
peritoneum. 

Possibility of spontaneous recovery. —This has already been 
admitted, and it only remains to be said that a great many 
of the injuries could not result in this favourable termination. 

Symptoms. —Vomiting is a very constant feature ; in faot, 
the stomach is the only viscus which almost always furnishes 
this symptom. One is often surprised that vomiting is possible 
with the size of the wound in the organ. There is sometimes 
an escape of gas from the wound, but no particular diagnostic 
value is to be attached to the presence or absence of liver 
dullness. 

Treatment .—Operation is to be advised in all cases except 
those cases already referred to where from the track of the 
bullet the wound is most probably situated near the 
oesophageal or upper portion of the cardia. The best incision 
is a paramedian one. As a rule, one can tell if the posterior 
wall is likely to have been involved. If this is the case, or if 
there is any doubt, the posterior surface must be explored 
through the gastro-colic omentum in the usual way. The 
suture of such wounds may be very difficult; .as are wounds 
of the lesser curvature involving both surfaces. There is no 
need to excise the wounds unless they happen to be very 
ragged. Gastro-enterostomy may be necessary in cases of 
wounds dividing the antral portion or the duodenum, or in 
some cases of narrowing of the stomach. This should only 
be done in cases of very evident necessity. 

Prognosis. —The maximum period of successful suture 
after receipt of the wound is 36 hours, and the prognosis 
depends largely on the amount of haemorrhage that has 
taken place and on the association of other wounded organs. 
As was seen in Table I. (April 14th, p. 566), the mortality 
mounts very quickly in complicated wounds. The amount of 
peritonitis present does not depend very directly on the 
length of time between the injury and the operation. 

Secondary complications. —A secondary haemorrhage has 
proved fatal in an unsutured wound on the fifth day. Major 
T. R. Elliot and Captain Herbert Henry have made some 
important remarks on ‘‘ After History of Both Operated and 
Unoperated Gastric Wounds .” 3 They showed that sutured 
and non-sutured wounds, and contusions are subject to ulcera¬ 
tion, secondary haemorrhage, and perforation. Secondary 
haemorrhage occurred on the sixth, twelfth, and fifteenth 
day respectively; death occurred on the ninth, twenty- 
sixth, and the twenty-fifth day ; the first from haemorrhage 
and the last two from peritonitis. Major Elliot thinks that 
this points to the necessity of careful feeding and especially 
to the withholding of extractives. Subdiaphragmatic 
abscesses have been met with, but were not common even 
in the preoperative days, according to Sir George Makins. 

Mortality and cause of death. —The mortality can be judged 
from the tables. The causes of death are shock and 
haemorrhage and peritonitis at a later period. The occur¬ 
rence of many deaths from haemorrhage teaches the lesson 
that stomach wounds cannot be considered as innocuous. 

The Small Intestine. 

Frequency. —The small gut was perforated in 363 cases in 
965 operations. It is wounded by itself or in conjunction 
with nearly all other organs, but especially with the colon 
and stomach and bladder. 

Character of the wound*. —The character of the small-gut 
wounds varies in some degree with the projectile that caused 
them, but not to the extent that one might expect. A bullet 
may inflict as severe an injury as a piece of high-explosive 
shell. It used to be thought that a patient shot with a 
bullet had a better chance than one injured by a shell 
fragment. The present war has proved this to be a mistake. 
As a matter of fact, the least severe wounds are caused by 
the small bomb fragments. The greatest number of lesions 
was 20 , in a man who made a good recovery after resection 
of 6 ft. The greatest number of lesions sewn up success¬ 
fully was 14. 

Bullet injuries. —The injury may be complete or incom¬ 
plete—i.e., it may open the lumen or it may only excoriate, 
bruise, or tear the outer coats. The most common injuries 
are the perforations made by the bullet striking the intestine 
at right angles to its long axis. Here there are two perfora¬ 
tions through which the mucous membrane pouts to form a 
small round rosette. Some holes are said to be so small as 
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baldly to admit a bullet, and in such holes the mucous 
membrane does not pout. Apparently, as the flight of the 
bullet becomes more inclined to the transverse or long axis 
of the gut the perforations become slits, but there are still 
two separate wounds. These wounds gape somewhat, and 
the mucous membrane overlaps the cut muscular coat, so 
that a considerable mucous surface meets the eye. The 
general appearance still suggests a rosette. The two slits 
may enlarge until the continuity of the intestine is only 
maintained by two narrow strands of the wall. 

In other cases there is only one wound involving different 
portions of the circumference of the intestine ; it may reach 
from near the mesenteric border to near the free margin or 
involve the free margin only. In other cases the free margin 
is slit right back to the mesenteric border, so that only a 
narrow strip of wall remains. It is remarkable that the 
last piece to be divided is usually the attached portion. 
Here there is a wide gaping wound with an extensive exposed 
mucous surface. In extreme cases the gut is completely 
divided. In another extreme form of injury the intestine 
is only represented by a long narrow strip of bowel; its 
appearance suggests that some animal had gnawed or 
worried it. 

The explanation of the transverse direction of the lesions 
is to be found in the looped arrangement of the small intes¬ 
tine whereby a greater part of the tube lies in a vertical 
direction. As a man is usually shot either from side to side 
or from before backwards, the missile will usually hit the 
intestine at right angles. If the bullet takes an up-and- 
down direction one meets with longitudinal lesions of the 
gut. 

Shell fragments. —Shell fragments cause wounds of all 
varieties, generally commensurate to their size. 

Shrapnel balls .—These cause large ragged perforations and 
tears. 

Bombs .—Bomb injuries often cause small multiple wounds, 
and the same may be said of small fragments of high- 
explosive shell or a disintegrated bullet. 

The cause of the eversion of the mucous membrane is, on 
the one hand, due to the redundancy of the mucous mem¬ 
brane, and also, apparently, from an examination of micro¬ 
scopic sections, to a retraction of longitudinal coat (Captain 
J. W. McNee and Captain J. S. Dunn). Microscopic examina¬ 
tion of the wounded edges also shows that the lesion is a very 
local one; in fact, the appearances are no more than one 
would expeot to see if the intestines had been cut with a 
pair of scissors—it usually consists of a blood infiltration 
in the neighbourhood of the wound. Mucous membrane 
stains well and distinctly right up to the very tear. 

As many as 20 injuries may have to be dealt with. They 
may be even or uneven in number, and when uneven the pro¬ 
jectile is often found within the gut or, if even, it may still 
be found lying in the last hole of exit. Very often the pro¬ 
jectile is never found, remaining lodged in the body, or it 
may be passed per anum. As a rule, the injuries are found 
fairly close together, but if multiple they may involve a long 
extent of the intestine (9 ft.). In a few cases small lesions are 
distributed over the total length of small intestine. Some¬ 
times a knuckle of gut is prolapsed and even strangulated in 
the abdominal wall. Sometimes the exposed knuckle is per¬ 
forated, at other times it is intact, but there are perforations 
within. 

Symptoms. —There is nothing more to be added to that 
which has been said under the heading of “ Diagnosis of 
Intraperitoneal Damage.” 

Treatment.—A long paramedian incision is the rule, except 
in those cases which have been dealt with when the site of 
the incision was discussed. The actual operative technique 
in the abdomen is as follows. If present the blood must be 
got rid of and the bleeding stopped. As a rule, the whole 
length of the small intestine must be explored, with the 
possible exception of those cases of side-to-side wounds 
involving one-half of the abdomen where a transverse 
incision shows that the colon has been involved alone. If 
there is no blood and the length of the missile’s track can 
be seen, it may be possible to exclude small-gut injury. 
The cecum or duodeno-jejunum junction is first picked up 
and brought out of the wound; then the intestine is 
inspected, taking care to look at both sides; and the 
examined part is replaced within the abdomen. If a small 
hole is found and the gut beyond it for 6 or 8 inches is 
intact the hole is sewn up, one suture being, as a rule, 


sufficient. If the next lesion that is encountered is a small 
one the process may be repeated. If, however, the first 
lesion is a large one it is better to cover it up with gauze and 
a clamp and to proceed with the examination of the whole 
length, because a big lesion, if quickly followed by another, 
may necessitate resection, and the amount to be resected can 
only be determined when the total injuries are known. 

When the small intestine has been dealt with the stomach 
is explored if there is any likelihood of its being injured, and 
the colon is dealt with last of all, as it is here that an 
artificial anus may be very likely necessary. If a horizontal 
incision is used it may be better to deal with the colon first, 
as thereby soiling of the peritoneum is minimised. 

Turning to the question of suture versus resection, it may 
be said that small and discrete injuries mean suture, while 
multiple or severe injuries, especially if close together, mean 
resection. Resection is also necessary if four inches of the 
mesentery is destroyed or infarcted. In some cases double 
resections have been necessary where there were two badly 
injured portions of the intestine lying far apart. 

I would advise that suture be practised on every possible 
occasion, even if there are two or three almost complete 
gashes, provided they are not too close together and so long 
as the gut remains undivided. It is better to narrow the 
gut somewhat than do a resection. The general tendency 
amongst operators has been to abandon resection. 

Circular versus lateral suture .—It may be said that this 
old controversy is still unsettled ; opinion sways backwards 
and forwards, and I cannot see from statistics that we have 
got that there is any difference. If lateral anastomosis is 
practised the lateral openings should be made a little way 
from the divided ends, because it is these divided ends which 
last recover their motility. 

Primary short-circuiting or enterostomy .—The ideaof these 
operations is to'relieve the upper segment of the bowel which 
is liable to dilatation from a nervous or septic cause. It has 
by no means found universal acceptance, and I myself should 
not recommend it as a primary measure—it may be useful in 
some of the later operations. Naturally a small-gut anus is 
to be avoided whenever possible, but it may be the only thing 
to do. 

Treatment of a prolapsed knuckle .—In the early days 
there was some difference of opinion on what was the best 
treatment for this condition. Nowadays with the establish¬ 
ment of the operative treatment there is no doubt that the 
right thing to do is to open the abdomen and deal with the 
lesions which are found. 

Prognosis .—In the first instance one may say at once that 
wounds of other organs increase the gravity of the prognosis. 
Wounds of the duodenum have been so far very fatal, but 
with this exception there does not seem to be any difference 
between the jejunum and the ileum. Possibly it is more 
important to take greater care with the suture-line in the case 
of the jejunum in consequence of the presence of bile and 
pancreatic fluid. Some people think that the jejunal con¬ 
tents are more irritating and cause greater pain than those 
of the ileum. 

Time factor.— This has been already dealt with and it only 
need be again mentioned that haemorrhage is a great bugbear 
and causes early deaths. It may also have a distinct bearing 
on the later deaths from peritonitis by spreading infection 
in the abdomen. As regards sepsis, to judge from the peri¬ 
tonitis present, it may have made considerable headway in 
four hours and may be practically absent after 26 hours. As 
regards prognosis, more stress is to be laid on paralytic 
distension of bowel than on the amount of lymph or fluid 
effused. 

Mortality and causes of death. —The mortality can be seen 
from the general table at the end of Lecture III. Death, when 
it occurs in a few hours, is due to shock and the results of 
haemorrhage. When it occurs later it is caused by peritonitis, 
which usually ends fatally between the third and fifth day. 


Bristol Royal Infirmary.— At the annual meet¬ 
ing the medical report showed that 4453 military in-patients 
were admitted to this institution. In addition, 3733 in¬ 
patients were treated, being an increase of 252 compared 
with 1915. The out-patients numbered 48,944. The financial 
statement Bhowed the ordinary income was £15,472 and 
the ordinary expenditure £23,976. Bequests amounting to 
£40,891 had been received, being £35,586 more than in the 
previous year. The debt on the institution was now £14,802. 
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or the resulting fluid is even—and this is by no means 
an unfrequent stage—rendered strongly tryptic. All these 
changes render the blood fluids a much more suitable 
pabulum for bacteria, for it has been shown that neutralisa¬ 
tion of the antitryptic power of the blood serum completely 
destroys all the antibacterial properties of the blood, and the 
presence of free trypsin together with albumens obviously 
leads to the formation of digestion products which are the 
best of all foods on which to cultivate bacteria. 

(ii.) Those bacteria proliferating in the lymph spaces of 
damaged but still living tissues are bathed in a fluid con¬ 
sisting of lymph altered to a much slighter extent, according 
to the time it has been exnded from the vessels, the number 
of leucocytes it contains, and other, at present, unrecognised 
factors. 
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For many years it has been recognised that one species of 
micro-organism may exercise a helpful action on the pro¬ 
liferation of another when the two are grown together in 
the same culture medium. Earlier examples of this type of 
symbiosis—the term usually applied to this phenomenon— 
are: (1) the growth of an anaerobic bacillus in association 
with an aerobe, (2) the growth of such a bacillus as 
B. influenza in association with either staphylococcus or 
B. xerosis. 

I fc With regard to the first example given above in which an 
aerobic micro-organism enables an anaerobic one to grow 
freely, the explanation usually given is that the aerobe in 
its growth absorbs the oxygen, thus making the conditions 
favourable for the proliferation of the anaerobe. This 
principle has been frequently employed in the cultivation of 
anaerobes and numerous ingenious methods have been 
devised for thus utilising the oxygen-absorbing properties of 
B. snbtilis and other bacteria. 

In respect to the second example given in which the 
growth of B. influenza is assisted by the presence of another 
micro-organism such as staphylococcus no such simple 
explanation can be given, bub it is certain that the staphy¬ 
lococcus furnishes a substance which enables the influenza 
bacillus to flourish on a medium on which it will not grow 
alone, and also enables it to maintain its vitality for long 
periods. 

In connexion with septic wounds of the present war the 
question of symbiosis may assume very considerable import¬ 
ance. In all these wounds the bacterial flora is a varied one 
consisting as it does of anaerobic and aerobic, spore-bearing 
and non-sporing bacteria. As has been shown by Fleming, 1 I 
the primary infection of the wounds is a faecal one. At first 
there is a phase in which the anaerobic spore-bearing bacilli 
(A perfringens and organisms of putrefaction) flourish 
together with streptococci, B. protein , and diphtheroids. 
The anaerobic bacilli as time goes on gradually disappear, 
and ultimately there remain streptococci, staphylococci, 
diphtheroid organisms, and, at times, B. proteus. 

The microbes (apart from B. tetani) which directly cause 
the most serious infections are, in the early stages of the 
wound, B. perfringens, possibly B. malignant oedema and 
streptococci, while in the later stages streptococci are 
responsible for almost all the serious complications. Although 
the other microbes do not usually cause serious complica¬ 
tions, their presence in the wound becomes an important 
matter if it can be shown that they may act as symbiotic 
stimulants to the growth of the more dangerous members of 
the bacterial flora. The experiments detailed below indicate 
that this is the case. 

In order to approximate the conditions of the experiment 
to those obtaining in wounds the culture medium usually 
employed was human serum, either unaltered or serum to 
which sufficient trypsin had been added to neutralise the 
antitryptic power. The raison d'etre of this procedure was 
that Wright has shown that, according to their situation, the 
bacteria proliferating in a wound have two varieties of culture 
media from which they obtain their nutriment. 

(i.) Those proliferating in the cavity of the wound are 
supplied with a fluid medium which consists of the blood 
fluias altered to a varying degree by the breaking down of 
the extravasated leucocytes—a process which leads to the 
liberation of a large amount of trypsin. According to the 
amount of trypsin thus set free the antitryptic power of these 
blood fluids is either diminished, completely neutralised, 


PART I. — Do the Other Microbes Present in a Wound Aid the 
Growth of B. perfringens ! 

Fleming 2 in some preliminary experiments has shown that 
staphylococci, streptococci, and B. proteus when grown in 
association with B. perfringens caused an increased growth 
of this latter micro-organism. 

Before proceeding to give the details of the various experi¬ 
ments the following points concerning the growth of B, per¬ 
fringens in culture should be mentioned. 

Ii. perfringens when planted into fresh serum and incu¬ 
bated under anaerobic conditions will only grow when the 
sowing is a heavy one. 

Wright has shown that if the antitryptic power of the 
serum is neutralised by the addition of trypsin or its alka¬ 
linity is neutralised with an acid growth occurs with a much 
lighter sowing. 

When growth takes place in serum a very large quantity of 
gas is formed, so that four to five volumes of gas may be 
produced from one volume of serum. This circumstance 
affords a convenient index of the presence and also of the 
amount of growth. 

Experiment I. Injlusnce of staphylococci and streptococci on 
growth of B. perfringens in milk .—A broth culture of B. per¬ 
fringens was diluted with broth 10-fold, 100-fold, and by 
10-fold steps to a million-fold dilution. 40 c.mm. of each 
dilution was planted into (a) milk, 1 o.c.; (b) milk, 1 c.c. 
+ 20 c.mm. staphylococcus broth culture; (c) milk, 1 c.c. 
-f 20c.mm. streptococcus broth culture. These tubes having 
been incubated for 24 hours were examined for growth, 
which was indicated by the formation of the typical clot and 
gas formation. The results are shown in Table I. 

Table I. 


No. of tube and micro-organisms 
planted. 

Dilution of B. perfringens broth 
cultures. 

is ! lAffi tn\jn 1 ifflffff I mitauo 

TOO&ffffff 

(a) B. perfringens only . 

Gr.: Gr. 0 0; 0 

0 

(6) „ „ + staphylococcus 

,, j „ j Gr. Gr. j Gr. 

Gr. 

(c) „ „ + streptococcus 

.. 1 | i .. 

” 

Gr. 

= growth. 



Experiment II. Influence of diphtheroid bacilli on growth 
of B. perfringens in serum (with and without the addition of 
trypsin ).—In this experiment pieces of 6 mm. bore glass- 
tubiug about 15 cm. long and sealed at one end were used 
as culture tubes. Into these miniature test-tubes the culture 
materials and micro-organisms were introduced and then 
melted vaseline was run on to the surface to form a column 
about 2*5 cm. high. The index of growth was gas formation 
evidenced by the vaseline being pushed up the tube. 
Dilutions of B. perfringens broth culture having been made, 
as in Experiment I., 10 c.mm. of each was planted into 
300 c.mm. of serum. Another 10 c.mm. of each dilution was 
planted into a similar tube of serum which had been thickly 

Table II. 


No. of tubes and 
micro-organisms 
planted. 


(a) B. perfringens tdone. 

(b) ,, + diphtheroid. 

(e) B perfringens alone. 
(d) „ + diphtheroid. 


Dilution of B . perfringens culture. 


1 

i i , 

in inn 1 

l .100 

i 

i .iff nr> , 

inn^jn 

IffOOffr.n 

Gr. 

Gr. 0 ' 

0 

0 ' 

0 

0 # 

„ 

, Gr. 

Gr. 

Gr. 

Gr. 

Gr. * 

0 

o o | 

0 

0 

0 

0 

Gr 

Gr. Gr.j 

Gr. 

Gr. j 

Gr. 

Gr. i | 


£ | 
!! 


TS 

US 


Qr. --- growth. TS = trypsin l aed serum. US = unaltered serum. 

sown with a diphtheroid bacillus. The experiment was then 
repeated, using serum to which sufficient trypsin had been 
added to neutralise the antitryptic power. The results are 
shown in Table II. 


1 The Lancet, 1915, 11., 638. 


* The Lanckt. 1915, ii.. 376. 
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Two and a half hoars after planting these cultures showed 
gas formation in the first tubes of series (b) and (d) and in 
four hours the amount of gas produced in the first tube of 
series ( b) was equal in bulk to the culture fluid. Such 
rapid gas formation has not been noted under any other 
condition. 

\ Experiment 111. Do all the diphtheroid* commonly present 
in wounds stimulate the growth of B. perfringens to the same 
extent l —Fresh human serum was divided into portions and 
each portion was planted thickly with a strain of a diph¬ 
theroid bacillus. The diphtheroid bacilli employed were 
representatives of the various groups frequently found in 
wounds. 

Two hundred and fifty c.mm. of the serum containing the 
diphtheroid bacillus were distributed into miniature test- 
tunes, as described in Experiment II., and to each were added 
50 c.mm. of dilutions, as shown below, of a B. perfringens 
broth culture (four days old). Vaseline was then poured on 
the top of the fluid and the tubes were incubated for five 
days. The results are given in Table III.: - 

Table III. 


Strain of diphtheroid used. 


Forrest V. 

Cation I. 

Pord I. 

Ryan I. 

Beavan I. 

Moore III. 

Beavan IV. 

Pretty V. 

Driscoll II. 

Control* . 


Dilution of B. pe» fringens culture. 


i.-.'.n 

1 

I.MlWA 

i 

i nr.iinr. 

i 

innr.nnn 

Growth 

Ci rowth 

0 

0 


(1 

0 

0 

# 


0 

0 

1f 


G rowth 

0 

M 


0 

0 



0 

0 



Growth 

0 




0 

,, 


0 1 

0 

0 

; o 

0 

0 


# Without diphtheroid, B. perfringens only. 

From the above table it will be seen that these diphtheroids 
all stimulate the growth of B. perfringens in serum and 
approximately to the same extent. 

Experiment IV. Influence of a coliform bacillus and B. proteus 
on growth of B. perfringens in serum .—Similar small tubes to 
those used in former experiments were filled in as follows 

Tube A. Serum 1 c.c. + B. pe.rjriagens emulsion 10 c.mm. 

,, B. Serum 1 c.c. + B. perfringens emulsion 10 c.mm. + coliform 
bacillis emulsion 10c.mm. 

., C. Serum l c.c. + B. perf ringens emulsion 10 c.mm. 4- B. protein 
emulsion lOo mm. 

These tubes were incubated anaerobically for 18 hours 
and the number of B. perfringens estimated by counting 
against the number of the red blood corpuscles (Wright’s 
method). The results obtained were as follows 

B. perfringens per c.c.: Tube A, 62 millions ; Tube B, 
146 millions ; Tube C,357 millions. 

Experiment V. To ascertain , when two microbes are grown in 
symmosis , whether both are stimulated to increased proliferation. 
—The micro-organisms employed in this experiment were 
B. perfringens , staphylococcus, and streptococcus. Miniature 
test-tubes containing 1 c.c. of the fluid from an ovarian cyst 
were planted with cultures as shown below. After incuba¬ 
tion under anaerobic conditions for two days, the number of 
microbes was estimated by counting them against the 
number of red blood corpuscles in a film (Wright’s 
method) and also, in the case of the aerobic micro¬ 
organisms, by diluting and planting a known quantity 
of a dilution on to plates, which were then incubated under 
aerobic conditions, the resulting colonies being counted after 
a suitable interval. The results are given in Table IV 




Table IV. 


C 3 
« w 

Micro-organisms 
planted Into the 
ovarian cyst fluid.* 

No. of microbes per 
c.c. estimated by 
Wright’s method 
after incubation. 

No. of cocci obtained 
by plating 20 c.mm. of 
the fluid diluted 500 
fold, after incubation. 

I. 

B. perfringens 

360 million. 

_ 


emulsion. 



II. 

B. perjringei\s emul¬ 

B. perfHngcns 433 
million, staphylo¬ 
coccus 880 million. 

Innumerable colonies 


sion + staphylocoocus 
emulsion. 

of staphylococcus. 

III. 

Staphylococcus 

400 million. 

About 1500 colonies, t 


emulsion. 



IV. 

B. perfringens emul¬ 

B. perfringens 620 

265 colonies of 


sion + streptocooous 
emulsion. 

million, streptococcus 
140 million. 

streptococcus. 

V. 

Streptococcus emul¬ 

50 million. i 

4 colonies of strepto¬ 


sion. 

i 

coccus. 


* In ea?h instance 10c.mm. of emulsion was planned. 

^ Certainly leas than half the number of colonies obtained from Tube II. 

This experiment shows conclusively that when B. perfringens Is 
grown in symbiosis with either staphylococcus or streptococcus the 
stimulation to increased growth is mutual to both species of bacteria. 


Experiment VI. Influence of streptococci and staphylococci on 
the growth of B. perfringens in serum.—In this experiment 
the technique was modified by growing the cocci m serum 
for three days before planting the B. perfringens . Three 
small test-tubes, each containing 1 c.o. serum, were taken, 
one was planted with streptococcus, another with staphylo¬ 
coccus, while the third was left uninoculated. All three 
tubes having been incubated together anaerobically for 
three days an equal amount of B. perfringens culture was 
added to each. After a further incubation for 18 hours the 
number of B. perfringens were estimated by Wright’s 
method. 

Tube I. (staphvlococcus + B. perfringens) contained 120 million 
B. perfringens per c.c. 

II. (strepto-. k*. ms + B. perfringens) contained 430 million 
B. perfringens per c.c. 

„ III. (B. perfringens only) contained 62 million B. per¬ 
fringens per c.c. 

The above experiments show that the growth of B. per - 
fringens is greatly increased when it is grown symbiotically 
with either streptococcus, staphylococcus, or various diph¬ 
theroid bacilli. It might be argued, however, that this 
increased growth was simply due to some simple action such as 
the neutralisation of the alkalinity or the antitryptic power of 
the serum, both of which, as mentioned above, have been 
shown by Wright to aid the growth of this bacillus. The 
following experiment shows,however, that the beneficial action 
of symbiosis with streptococci, diphtheroid, and a coliform 
bacillus is jnst as marked in the case when the serum, employed 
as culture medium, has previously been neutralised either in 
respect to its alkalinity or its antitryptic power. 

Experiment VII — The technique employed was similar to 
that used in Experiments II. and III. 

Table V. 

Series A.—In this series the culture medium consisted of 

serum 7 parts and distilled water 2 parts. 


Dilutions of B. perfringens culture. 


Micro-organisms planted. 

jjjA 

iAo 

inVo 

T oioi) 

I 00*000 

looioon 

1 . Control. B. perfringens 

Gr. 0 

1 

1 





only . 

2. Diphtheroid bacillus 4- 

B. perfringens . 

0 

; 

0 

0 

0 

0 

■ .. j Gr. 

Gr. 

Gr. 

Gr. 

Gr. 

0 

3. Streptococci + B. per¬ 
fringens . 

: ’*!**, 

1 „ ■ 

„ 

0 ' 

0 

, 0 

4. Coliform bacillus + 


i 


i 

Gr. 

Gr. 

B. perfringens . 

| 1 , 11 



Gr. 

5. B. pyoeyaneus - 1 - B. per- 
fringens . 

! •• i •• 

1 " i 

M 

i : 

■ - i 

0 

0 


Series B.—In this series the culture medium consisted of 
serum 7 parts and HG1 N/10 2 parts (this amount of acid 
jnst neutralised the alkalinity of the serum). 


1. Control. B.perfringens 

only . 

2. Diphtheroid 4- B. per¬ 

fringens . 

Gr. 

0 

0 

! 1 i 

0 1 0 ! 0 , 0 


Gr. 

i 

Gr. 

Gr. 0 1 0 ; 0 

3. Streptococci 4- B. per¬ 
fringens . 



1 ! 1 

Gr. Gr. j Gr. 

4. Coliform 4- B. per¬ 
fringens . 1 

1 » ! 


” 

i | 


Series C .—In this series the culture medium consisted of 
serum 7 parts, trypsin solution diluted 6 times, 2 parts. 


1. Control. B. perfringens 

only . 1 Or. Or. 0 . 0 

2. Diphtheroid + B. per- ; 

fringens .I „ ' Gr. 1 Gr. 

3. Streptococci 4- B. per- , 1 1 

fringens . ; ,, ,, ,, I 

4. C o 1 i f o r m 4- B . per- j 

fringens . ,, ,, 

5. B. pyocyaneus + 

B. perfringens . „ „ ., ,. 


0 

Gr. 


0 

Gr. 


0 


Gr. 


0 


Qr. = “ Growth" an i refers only to growth of B. perfringens 
evidenced by gas formation In serum. 


Part II .—Do the Various Micro-organisms Commonly Found 
in Wounds Favour the Growth of Anaerobic Bacilli 
other than B. perfringens ? 

Experiment VIII. Influence of streptococci on the growth of 
the bacillus of malignant edema in serum.—A broth culture of 
malignant oedema w&J diluted by ten-fold steps up to a 
million-fold dilution. Of each of these dilutions 40 c.mm. 
were planted into a series of tubes containing 1 c.c. of serum 
and also into a series containing 1 c.c. of serum previously 
planted with streptooooci. Vaseline was poured into the 
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tubes to make a column 2*5 cm. high and the tubes were 
then incubated at 37° C. for five days. The results then were 
as shown in Table VI.:— 

Table VI. 


Series of tubes. 


Dilution of broth culture of malignant 
oedema. 



\ 

i‘n 

|t*«! 

inVin 

ht&jwi 

i noVm 

TBoAiKift 

(A) Without streptococcus. 

0 

0 

° 

0 

0 



(B) With 

Gr. 

Gr. 

Gr. 

Gr. 

Gr. 




Gr. = growth. 

Experiment IX. Influence of diphtheroid bacilli , strepto- 
cocci , and staphylococci on the growth in serum of the 
bacillus of malignant ivdema and B. Hibler IX.—A quantity 
of serum was divided into two portions, one of which was 
implanted with the bacillus of malignant oedema, the other 
with B. Hibler IX. These implanted sera were now distri¬ 
buted in two series of minute test-tubes, 0-2 c.c. being added 
to each. One tube of each series was kept as a control, the 
others being further implanted with a different micro¬ 
organism. Melted vaseline was now poured on to the 
surface of the fluid and the tubes were incubated at 37° C. 
After varying intervals the tubes were examined for growth 
of the anaerobic bacillus which was demonstrated by the 
formation of gas. The results are shown in Table VII. 


Table VII. 


1 Serum planted with the 

Serum planted 

! bacillus of malignant 

with 

Other micro-organism (edema. 

B. Hibler IX. 


Time of incubation in days— 


and into one of the B. perfringens cultures. The remaining 
tubes were similarly planted with streptococcus. After 
having been incubated under anaerobic conditions for 
24 hours each culture was diluted 1000-fold with broth, and 
10 c.mm. of this dilution was distributed on to the surface 
of an agar plate. These plates were incubated under aerobic 
conditions, and the resulting colonies of streptococcus or 
staphylococcus were counted. The results are shown in 
Table VIII.:— 

Table VIII. 

Tube I. ( B . perfringens + staphyloooccus) gave about 600 colonies of 
staphylococcus. 

„ II. (Staphylococcus only) gave 64 colonies of staphylococcus. 

,, III. (B. perfringens + streptococci) gave about 1000 colonies of 
streptococci. 

, f IV. (Streptococci only) gave 1 colony of streptococci. 

When it is considered that both streptococci and staphylo¬ 
cocci grow much more readily in unaltered serum than 
B. perfringens this enormous stimulation of growth is all the 
more surprising. 

Experiment XII. Effect of diphtheroid Imcillus on growth or 
streptococci .—Into each of three small test-tubes 1 c.c. of 
serum was placed. To the first was added 10 c.mm. of 
1000 -fold diluted broth culture of a streptococcus; to the 
second 10 c.mm. of 1000-fold diluted broth culture of a 
diphtheroid bacillus; and to the third 10 c.mm. of the 
1000 -fold diluted streptococcus culture and 10 c.mm. of the 
1000-fold diluted diphtheroid bacillus culture. The number 
of living micro-organisms in each tube was then estimated 
by plating out a known quantity on agar and counting the 
resulting colonies. The three tubes were then incubated 
for 10 hours at 37 Q . C., after which the number of living 
mioro-organisms was again estimated by the same method. 
The results are given in Table IX.:— 

Table IX. 


\ 3 

5 

9 

3 

5 

9 

None . 

1 0 

0 

0 

0 

Gr. 

Gr. 

Diphtheroid No. I. 

Gr. 

Gr. 

Gr. 

Gr. 

,, 

,, 

„ No. II. ... 


,, , 

,, 

,, 

„ 

j „ 

Streptococcus fxcalis ... 
Staphylococcus . 

l " 



0 

»» 

” 


From these two experiments it is seen that the ordinary 
non-sporing microbes found in wounds greatly stimulate the 
growth of the malignant oedema bacillus and B. Hibler IX ., 
both of which have been said to cause gas gangrene. 

PART III .—Do the Other Microbes Commonly Present in a 
Wound havowr the Growth of Streptococcus ? 


No. of tube and implanta¬ 
tion.* 

Content of living 
streptococci 
per c.c. 

Content of living 
diphtheroid 
bacilli per c.c. 

At time 
of 

plant¬ 

ing. 

Alter 

10 hours 
incuba¬ 
tion. 

At time 
of 

plant¬ 

ing. 

After 

10 hours 
incuba¬ 
tion. 

1. Streptococcus culture 

13,000 

2,800,000 

- 

- 

2. Diphtheroid culture. 

— 

— 

2000 

5,300,000 

3. Streptococcus culture and 1 
diphtheroid culture ... f 

13,000 

120,000,000 

2000 

2,600,000 


* In each Instance 10 c.mm. of broth culture diluted 1000-fold. 


As streptococcus is the cause of many of the complica¬ 
tions, such as cellulitis or septicaemia, which occur even in 
the earlier stages of wounds and, in the later stages, is the 
one markedly pathogenic microbe, with the exception of 
staphylococcus, that is almost constantly present, any con¬ 
dition which favours its growth must be at once recognised 
as of great importance. In the earlier stages the associated 
microbes are usually B. perfringens , putrefactive anaerobic 
bacteria, B. protons , and diphtheroid bacilli, while in the late 
stages it is associated with diphtheroid bacilli, B. proteus , 
and staphylococci. 

Throughout these experiments in determining the amount 
of streptococcal growth the total number of cocci were 
counted by Wright’s method or the number of living cocci 
were estimated by diluting the culture and plating out a 
known quantity of a dilution on an agar plate. 

Experiment X. Influence of B. perfringens on the growth of 
streptococcus. 

Tube I. 1 c.c. fresh human serum planted with 10 c.mm. streptococcus 
emulsion. 

„ II. 1 c.c. fresh human serum planted with 10 c.mm. streptococcus 
emulsion 4- 40 c.mm. B. perfringens broth culture. 

After incubation for 18 hours under anaerobic conditions 
the number of streptocooci was counted by Wright’s 
method. 

Tube I. (streptococcus only) contained 100 million streptococci per c.c. 

» II. ( ,t + B. perfringens) „ 360 „ „ „ 

Experiment XI. Influence of B. perfringens on growth of 
staphylococci and streptococci .—Four tubes, each containing 
1 c.c. of serum, were taken. Two of them were planted 
with B. perfringens , the other two remaining unplanted. 
After all the tubes had been incubated together for 24 hours 
under anaerobic conditions an equal quantity of staphylo¬ 
cocci culture was planted into one of the unplanted tubes 


This experiment shows a very great increase in the 
numbers of streptococci in Tube 3 where streptococci are 
grown in association with diphtheroid bacilli. In this tube 
there was after 10 hours more than 40 times as many 
streptococci as in an exactly comparable tube where the 
streptococcus was grown by itself. 

Association with streptococci did not appear to favour the 
growth of the diphtheroid bacilli; on the other hand, it 
seemed to retard it, as there were only half the number of 
living diphtheroid bacilli in the tube containing the mixed 
culture as there were in the tube in which the diphtheroid 
bacillus only had been grown. 

With regard to the mechanism by which the aerobic 
organisms help the anaerobes the following experiment is 
of interest. 

Experiment XIII.—An ordinary broth culture tube was incu¬ 
bated with a diphtheroid bacillus such as is commonly found 
in wounds. The cotton-wool plug was cut off short and 
pushed a little way down the tube. Melted vaseline was now 
poured on the plug so as to soak into it and to leave a layer 
of vaseline about 0*5 cm. thick on the top. The tube was 
put in the incubator, and when it had reached incubator 
temperature a mark was made at the upper level of the 
vaseline. As oxygen was absorbed from the tube so the 
vaseline was sucked down, and at intervals marks were 
made corresponding with the level of the vaseline. 

The height of the column of air in the tube was 87 mm. 

In 6 days the vaseline was sucked down 7*5 mm. = 0*09 of total volume 
In 10 i, „ „ 13*5 mm. = 0*15 „ „ 

In 4 months ,, ,, ,, 17 5 mm. = 0*2 ,, »• 

We see, then, that ultimately the amount of gas absorbed 
was 0*2 of the total volume, which corresponds with the 
amount of oxygen in air, and the absence of oxygen was con¬ 
firmed by the introduction of pyrogallic acid and caustic 
soda, when no further absorption took place and no brown 
colour was produced. 
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Farther experiments showed that staphylococcus, strepto- 
cocoos, B. pyocyaneus , and some coliform bacteria absorb 
oxygen to a greater or less extent during their growth. 

While this oxygen absorptive power may play some part in 
the symbiotic action of aerobic bacteria on the anaerobes, 
yet it cannot be the only explanation, as the experiments 
cited above show that the stimulant action of the 11 aerobic” 
bacteria is exercised when the cultures are grown under 
absolutely anaerobic conditions. 

Summary and Conclusions. 

Part 1 ; —The experiments described show that:— 

0.) The proliferation of B. perfringens is much more rapid 
when it is grown in symbiosis with streptococcus, staphylo¬ 
coccus, various diphtheroid bacilli, B. protons , B. pyocyaneus , 
and a coliform bacillus. 

(ii.) Such increased growth occurs equally well when the 
culture medium consists of fresh serum or of serum which 
has been neutralised either in respect of its alkalinity or its 
antitryptic power, indicating that the increased proliferation 
in fresh serum cultures is not due to either of these changes 
taking place. 

(iii.) All strains of diphtheroid bacilli, commonly isolated 
from wounds, were found to be practically equally efficient- 
in stimulating the growth of B. perfringens . 

(iv.) Not only were a much larger number of B. perfringens 
found in the cultures grown in symbiosis with these various 
bacilli after a certain period of incubation, but it was also 
found that an almost infinitely smaller number of B. per¬ 
fringens would proliferate under these conditions than when 
pure cultures were made. 

(v.) When B. perfringens and streptococci are grown in 
symbiosis a much more abundant growth of both microbes 
results. 

Part II. —The experiments detailed show that:— 

(vi.) Nos. (i.), (ii.), and (iv.) of the above conclusions 
applied equally when the bacillus of malignant oedema or 
B. Hibler IX. was substituted for B. perfringens. 

Part III. —The experiments described show that:— 

(vii.) B. perfringens when grown in symbiosis not only 
with streptococci, but also with staphylococci, leads to an 
enormous increase in the number of cocci found in the 
culture. 

(viii.) Streptococci grown in symbiosis with diphtheroid 
bacilli gave a much more abundant growth than when 
grown in pure culture. The growth of the diphtheroid 
bacilli in the mixed culture was, however, 50 per cent, less 
than in the pure culture. 

(ix.) The final experiment shows that diphtheroids and 
many other bacilli have the power of absorbing oxygen to a 
greater or less extent during their growth, but that this 
property will not account entirely for the increased prolifera¬ 
tion that occurs, when aerobes and anaerobes are grown in 
symbiosis, since similar mixed cultures placed under anaerobic 
conditions show quite as marked an increase of growth. 

These experiments indicate that bacterial symbiosis may 
play a very important rdle in wound infections. For as 
regards gas gangrene, which is caused by the invasion of the 
tissues by certain anaerobic bacilli, the commonest being 
the B. perfringens , it is well known that very large doses of 
pure cultures of this bacillus have to be inoculated into 
animals in order to produce this disease with certainty; 
again, Wright has shown that to obtaiil a growth of this 
bacillus in serum a very heavy implantation is necessary, 
but if the serum is altered by neutralisation of its alkalinity 
or its antitryptic power a very much smaller sowing will 
produce an abundant culture. From these experiments he 
concluded that the conditions leading to such an alteration 
of the blood fluids play an important part in the production 
of gas gangrene. 

Taking these facts into consideration, together with many 
of the clinical aspects of gas gangrene, it would seem apt to 
compare the action of B. perfringens in the production of 
this disease with a high explosive which is comparatively 
harmless until the explosive action is started by a detonator. 
Keeping this simile in view, it is obviously of the utmost 
importance to ascertain those conditions which act as 
“ detonators ” in the growth of this bacillus, and the experi¬ 
ments detailed above show that over and above those factors 
which have been described by Wright there is another— 
namely, symbiosis—and that this is in in vitro experiments 
the most important as yet described, since the growth of 


B. perfringens obtained in serum under such conditions is not 
only much more rapid in development and more copious in 
quantity, but also follows the lightest implantations. 

These results would, for example, explain the occurrence 
of gas-gangrene in those cases where the number of bacilli 
introduced into the wound at the time of its infliction was 
comparatively small. They would also explain the frequent 
occurrence of gas-gangrene in those cases in which after a 
thorough cleansing and opening up of the wound—a proce¬ 
dure which should reduce the infection to a minimum—free 
drainage is prevented either by suture or unsuitable dressings. 
Again, these experiments would explain the almost “ explo¬ 
sive” onset of gangrene in some of the severe, heavily 
infected wounds, for the results obtained in Experiment II., 
in which, within four hours, gas equivalent to the volume 
of the serum used as a culture medium was produced, 
indicate a rate of growth which has never been approached 
under any other conditions. 

These experiments show also that the streptococci mul¬ 
tiply much more rapidly when grown in symbiosis with 
various bacteria, amongst these being the group of diph¬ 
theroid bacilli which are present in practically every 
infected wound from the earliest stage until cicatrisation is 
complete. Such being the case, it is very probable that 
symbiosis plays an important part in the production of 
cellulitis and similar complications due to streptococci 
occurring in the earlier stages of the wound, and also 
accounts for the common occurrence of the severe inflam¬ 
matory reactions which so frequently follow operative inter¬ 
ference in the later stages of the wound. s 


CLINICAL TYPES OF SUBTERTIAN 
MALARIA 

AS SEEN IN SALONIKA IN SEPTEMBEB, OCTOBER, AND 
NOVEMBER, 1916. 

BY A.W. FALCONER, M.D.Aberd., M.B.C.P. Lond., 

MAJOR, R.A.M.C. (T.); 

AND 

A. G. ANDERSON, M.D. Aberd., M.R.C.P. Lond., 

TEMPORARY CAPTAIN, R.A.M.C. 


During last September, October, and November we had 
an opportunity of seeing over 3600 cases of malaria. The 
diagnosis of malaria has been founded either on a positive 
blood finding or on the history of the case, temperature 
chart, and a definitely hard palpable spleen. In a small 
proportion of the cases other infections were present in 
addition. In isolated oases a double infection with sub¬ 
tertian and quartan parasites was found. Owing to the fact 
that in some 40 per cent, of the cases we were unable to 
demonstrate the parasites in the peripheral blood stream we 
are not in a position to give exact figures of the relative 
amounts of benign and subtertian infections, but there can be 
no doubt that during this period the percentage of subtertian 
infections was very high. The relatively high proportion of 
the negative blood finding is due to the fact that practically 
all the patients were under the influence of quinine on 
admission to the hospital and many of them had been 
several days under hospital treatment before admission to a 
base hospital. Further, owing to pressure on beds, it was 
generally impossible, in the less severe cases, to make more 
than one blood examination. 

The majority of the cases were of the simple subtertian, 
double subtertian, and irregular types of subtertian pyrexia 
without local manifestations. These cases uniformly 
responded well to treatment with quinine. The most 
important group of cases with local symptoms, on account 
both of relative frequency and of difficulty of differential 
diagnosis, were characterised by more or less urgent gastro¬ 
intestinal symptomA This group oould be separated into 
several more or less definite types. 

Dysenteric .—A large number of the cases were sent into 
hospital with a diagnosis of dysentery. A prominent symptom 
was the presence of diarrhoea. The great majority of the 
patients stated they were passing 4i blood and slime,” but 
this is a mere formula with most of them and of no value in 
diagnosis. In most of these cases the stools were fluid and 
feculent, without definite blood or mucus, and they varied 
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in number from 6 to 15 or more in 24 hours. These oases 
rapidly improved under quinine. In a smaller number of 
cases the stools contained definite blood and mucus. It was 
possible in the great majority of these cases to demonstrate 
a superadded infection with one of the organisms of the 
dysenteric group. In a few other cases patients admitted 
with malaria but without dysenteric symptoms developed 
genuine bacterial dysentery ; and again, cases with bacterial 
dysentery, after a few days in hospital, showed genuine 
malaria with protozoa in the blood. In a few cases where 
the diarrhoea tended to persist concurrent infections with 
Lamblia intestinalis , Tetramitus , Trichomonas , and Balan¬ 
tidium coli were demonstrated. Apart altogether from these 
cases there were a considerable number of patients admitted 
whose dominant symptom was diarrhoea, and in whom 
repeated examinations of the stools failed to demonstrate 
any dysenteric organisms or amoebae. Several of these cases 
died, and the autopsy showed, in some, slight congestion of 
the colon, chiefly in its upper part; in others, definite small 
submucous haemorrhages; and in one, to be described in 
detail, extensive submucous haemorrhages, but a perfectly 
intact mucous membrane. In many of these cases the bowels 
moved at first from 20 to 30 times a day. The stools were 
liquid, faeculent, and not unlike Worcester sauce. In the 
majority this diarrhoea very speedily subsided under energetic 
quinine treatment. In some the stools were faecal, liquid, 
more or less heavily tinged with blood, and, very charac¬ 
teristic, notably bile-stained. This stool, although containing 
blood and traces of muous, is yet macroscopically quite 
distinct from the typical dysenteric stool. As examples of 
those types we may quote the following cases :— 

Corporal F., aged 32, admitted on Sept. 20tb, 1916, with 
profuse diarrhoea and pyrexia. The bowels were moving 
about every hour ; stools fluid, faeculent, and heavily tingea 
with bile and blood. Spleen enlarged and hard ; blood film 
showed very heavy infection with subtertian parasites of all 
types, rings, rosettes, and crescents. He was treated with 
intravenous quinine and salines. The stools were examined 
for organisms of dysenteric group and protozoa with a 
negative result. The diarrhoea continued, the stools con¬ 
stantly containing blood and traoes of mucus. Ultimately 
he became incontinent and died eight days after admission. 
Post mortem, spleen was enlarged to four times normal 
size. Large intestine showed moderate congestion with 
small punctate submucous haemorrhages ; no ulceration, and 
whole mucous membrane smooth and glistening. 

Sergeant B., aged 24, sent into hospital on Sept. 2nd, 1916, 
with history of having been unwell for nine days, at first with 
constipation, abdominal pain, and vomiting. Three days 
before admission he began to suffer from severe diarrhoea. 
On admission he was collapsed and bowels moving every 
half hour; stools liquid, faeculent, and heavily stained with 
blood and bile. Marked icteric tinging of sclerotics. The 
blood showed the presence of numerous subtertian rings. 
The diarrhoea continued and ultimately the motions 
appeared to consist of almost pure blood. Post mortem, the 
whole of large bowel showed a microscopically intact 
smooth glistening mucous membrane without any sugges¬ 
tion of ulceration. Extensive submucous haemorrhages 
were present throughout whole of large bowel. 

Choleraic pernicious fecer .—Fortunately only two cases of 
this type were met with. Both cases died within 15 hours 
of admission in spite of intravenous quinine and salines. 

Private K., admitted on Sept. 14th, 1916, from a camp 
alongside our lines. On admission was in state of profound 
collapse, with subnormal temperature, sunken cheeks, blue 
nails, and cold, cyanotic extremities. Mentally he was dull, 
and it was difficult to get a history, but it appeared he had 
not been well for two days, although he remained on duty 
till day of admission. Parasites not found in blood film. 
There was incontinence of faeces, and a watery brown 
fluid without visible blood or mucus continued to ooze from 
anus. He died within 12 hours of admission. Post mortem, 
spleen was slightly enlarged and almost diffluent. Colon and 
sigmoid flexure presented moderate congestion but no trace 
of ulceration. Smears from spleen, after prolonged search, 
showed rings and crescents of subtertian malaria. 

The other case was exactly similar except that it was a 
second attack and that the parasite was readily found in the 
blood. 

Appendicular type. —Cases strongly suggesting appendicitis 
have not been infrequent. In all we have seen some 12 cases 
of this type. The chief complaint was vomiting and severe 
pain referred to the right iliac fossa, associated with moderate 
pyrexia and marked tenderness and rigidity in the right iliac 


fossa. In most of the cases it was possible to show that the 
rigidity was not constant. In some of the cases the tender¬ 
ness was most marked somewhat above McBurney’s point; 
in others it corresponded accurately with this point. In all 
of our cases we were able to demonstrate either the presence 
of the parasite in the blood or a definite enlargement of the 
spleen. None of our cases showed a leucocytosis, and all 
had the typical relative lymphocytosis of malaria. All 
rapidly cleared up under quinine treatment. We have also 
seen a few cases in which the abdominal pain and rigidity 
were so marked and so diffuse as to suggest an acute 
abdomen, but these also rapidly cleared up under the use of 
quinine with the exception of one case which was complicated 
with septicaemia. This at the autopsy showed a purulent 
pleuritis and peritonitis, in the exudates of which streptococci 
were demonstrated. 

Bilious remittent fever. —Thirteen of our fatal cases 
were of this type. These cases had all been ill several 
days before admission to the base hospital. On admis¬ 
sion they were collapsed, with marked yellowing of the 
conjunctivas and a peculiar earthy facies. They suffered 
much from almost constant vomiting, and the majority from 
bilious diarrhoea and mental confusion. After treatment by 
intravenous quinine and intravenous saline they improved 
from a condition of apparently extreme urgency to one of 
relative comfort, but, unfortunately, the improvement was 
not maintained, and after a period of from two to five day* 
their condition again became critical. The jaundice became 
deeper, the vomiting, often accompanied by uncontrollable 
hiccough, again became severe, the bowels incontinent, the 
temperature rose, and they died in coma or delirium. The 
chief macroscopic features post mortem were enlargement 
of the spleen and submucous haemorrhages in various organs, 
and the presence of a gall-bladder distended with thick 
dark bile. 

Pernicious fever with pulmonary symptoms. —Both numeric¬ 
ally and as a cause of death the next most important group 
was that in which the patients' dominant symptoms were 
referred to the respiratory tract. Of the cases of malaria 
which terminated fatally, pulmonary complications of a 
pneumonic or broncho-pneumonic character were present in 
7, and were the immediate cause of the fatal issue. 
Amongst the patients admitted to the hospital were a large 
number who complained of respiratory symptoms, and some 
who were admitted under the varying diagnoses of bronchitis, 
broncho pneumonia, and congestion of the lungs, were found 
subsequently to be suffering from subtertian malaria. In 
them the malarial parasite could be demonstrated in the 
blood. Amongst these cases were a small proportion who, 
in addition to their malaria, gave a history and presented 
the physical signs of a chronic bronchitis and emphysema, 
and in them the occurrence of a malarial*attack caused a 
decided increase in their symptoms and physical signs. In 
the majority of cases, however, there was no history of 
bronchitis nor any evidence of emphysema. Amongst these 
the pulmonary complications could be divided into the 
bronchitic, the broncho-pneumonic, and pneumonic. 

The bronchitic type. —The patients complained of pain and 
tightness in the chest with persistent cough, accompanied by 
expectoration. They presented the ordinary signs of a 
diffuse bronchitis with numerous rhonchi and r&les scattered 
all over both lungs. Some showed the typical malarial 
pyrexia, others an irregular intermittent pyrexia, while 
others ran a normal or subnormal temperature throughout 
their stay in hospital. They differed from an ordinary 
bronchitis, only in the presence in the blood of the malarial 
parasite, and their rapid response to treatment by quinine. 
It is not suggested that the bronchitis is caused by the 
malarial parasite, and it may be that the bronchitis is 
nothing more than that which is usually associated with the 
onset of any acute febrile illness. Nevertheless the respi¬ 
ratory symptoms are so well marked and the patient's com¬ 
plaint is so entirely referred to his chest that one is, we 
think, justified in separating out a definite clinical group— 
the bronchitic. 

The pneumonic and broncho-pneumonic type .—The term 
pneumonic is not strictly accurate for the whole of this group 
of cases, and all that it is meant to convey is that we are 
dealing here with a group of cases in which the physical 
signs suggest that there are in the lungs areas of more or less 
extensive consolidation, some definitely lobar, others lobular 
or confluent lobular. To this group belong the fatal cases 
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Already referred to. In all of these seven cases subtertian 
parasites were demonstrated in the blood, and in all were 
definite physical signs, in some lobar, in others lobular con¬ 
solidation. Of these seven cases at autopsy four showed 
definite lobar consolidation of one or more lobes, compli¬ 
cated in two cases by haemorrhagic pleurisy. These showed 
the ordinary macroscopic appearance of lobar pneumonia in 
the grey hepatic stage. In the other three cases there was 
extensive lobular consolidation of both lungs. In one case 
there was present, in addition to the broncho-pneumonia, 
12 ounces of blood-stained serous fluid in the pleural 
cavity. In both these groups we would appear to be dealing 
with a superadded infection, in which the malarial parasite 
was at the most but a predisposing cause. It is worthy of 
note, however, that during this period only one case of pneu¬ 
monia unassociated with malaria was admitted. 

A third group comprised a series of cases which from the 
onset of the illness presented definite pulmonary physical 
signs and symptoms which pointed to areas of definite con¬ 
solidation in the lungs, though the course of the disease was 
not that of a true lobar or lobular pneumonia. Two cases 
are described in detail. In both subtertian parasites were 
demonstrated in the blood. 

Private F., aged 20, reported sick on Oct. 22nd, 1916, com- 

laining of shivering, malaise, and diarrhoea. Admitted to 

ospital on the 29th. He was pale, with Blight icteric tint of 
sclerotica. The spleen was three fingers’ breadth below 
costal margin. Over left lower lobe posteriorly there was 
evidence of consolidation with bronchial breathing and 
numerous medium-sized moist rales. Anteriorly there was 
bronchial breathing in second, third, and fourth left inter¬ 
costal spaces. No definite dullness on percussion either 
anteriorly or posteriorly and vocal resonance and fremitus 
not markedly increased. The lung condition remained 
practically unchanged until Nov. loth, when the breath 
sounds lost their bronchial quality, became a little weak, 
and a friction rub developed over the left lower lobe 
posteriorly. On day of admission temperature rose to 
103° F., pulse to 112, and respirations to 32. Next day tem¬ 
perature did not rise above 99°, but on following day again 
rose to 103°. It fell again on the subsequent day and then 
remained normal. The pulse-respiration ratio was not at 
any time much disturbed. There was little cough and no 
expectoration. He was treated with 20 grains of quinine 
intramuscularly twice a day for the first six days, and then 
by 20 grains intramuscularly and 40 grains by mouth for the 
next seven days. 

Lance-Corporal I., aged 29, reported sick on Nov. 1st, 
1916, complaining of pain in chest, headache, and shortness 
of breath, no shivering. On the 4th he was admitted to 
hospital with diagnosis of congestion of lungs. He did not 
have the general appearance of pneumonia nor did he look 
very ill. Dyspnoea was evident only on exertion. Spleen 
iust palpable. Whole of right lung was involved. Anteriorly 
breath sounds above and below olavicle were bronchial and 
all over anterior aspect of lung were numerous moist sticky 
r&les. Movement was diminished, but no appreciable 
percussion dullness. Posteriorly there was slight per¬ 
cussion dullness over right supraspinous fossa and over 
right base. Breath sounds over supraspinous fossa were 
bronchial and in a small area just below spine of scapula 
distinctly tubular. Numerous r&les were present all over 
right lung and a few r&les at left base. On admission 
temperature 99*8° F., pulse 96, respirations 36. On following 
day temperature was again 99-8°, falling on third day to 
normal. On the fourth day his general condition became 
worse. The temperature rose to 102'8° and for two days 
he lay in a curious state of wandering delirium. His 
temperature fell on the following day and did not rise 
above 99° at any other period of his illness. During the 
sudden rise in temperature the pulse was 84 and 
respirations 30, showing a distinct disturbance of pulse- 
respiration ratio. The signs over right side of chest gradually 
diminished,but on the 12th, without any rise of temperature 
or any increase in symptoms, a large area of consolidation 
was found over the left lower lobe posteriorly, accompanied 
by numerous moist r&les. On the 27th the right lung was 
completely clear, but the left lower lobe still showed 
bronchial breathing and r&les. At no time was there any 
expectoration. Treatment was carried out with quinine by 
mouth. 

These cases have been detailed because, although the chest 
signs and symptoms were perfectly well defined, suggesting 
a lobular consolidation, the course of the disease was cer¬ 
tainly not that of lobular pneumonia. One of the cases 
showed a disturbance of the pulse-respiration ratio, the 
other did not. Neither case had any expectoration. In 
neither case was the temperature chart that of a pneumonia, 


but was certainly characteristic of a malarial attack. In 
both cases subtertian parasites were found in the blood. The 
character of the pulse remained good throughout the course 
of the disease, and at no time were the patients seriously 
ill. It is difficult to suggest what the exact pathological 
condition in those cases is, but we consider there is no doubt 
that there is a clinical type of malaria associated with the 
physical signs of more or less extensive consolidation of the 
lungs, in which there is no evidence whatever of a super- 
added infection. This type may be conveniently designated 
the pneumonic. 

Cerebral cates .—An extremely interesting, but relatively 
small, group of cases presented cerebral symptoms of the 
well-recognised cerebral types, but, as we intend to describe 
these later in detail from the point of view of treatment, we 
will only briefly mention them here. In all we have had 
nine cases in which the dominant symptoms have been due 
to local affections of the nervous system. Two of these were 
of the bulbar type and showed temporary paralysis of the 
muscles supplied by the bulbar nuclei; both recovered and 
were discharged from the hospital without any evidence of 
organic disease. One patient was admitted with a diagnosis 
of debility. Twenty-four hours after admission he suddenly 
became comatose and remained so for 16 hours. He also 
completely recovered. One patient 21 hours after admission, 
while in the latrine, developed an epileptiform fit. These 
fits, which were of a general epileptiform character, were 
repeated about 12 times in the following 24 hours. The left 
leg became somewhat weaker than the right and developed 
an extensor plantar reflex, which at the time of writing is 
still present. In addition the patient still presents definite 
nystagmus and a tendency to a reeling gait, but no evidence 
of active disease. In four cases the most marked symptom 
was violent delirium, which persisted for several days 
uninfluenced by variations in the temperature. In three of 
the cases there was a high, intermittent pyrexia, in one the 
temperature was never above 99° F. In all the cases sub¬ 
tertian parasites were demonstrated in the blood and all the 
cases completely recovered. One patient presented mening¬ 
itic symptoms associated with pneumonia at the right base 
This patient died. The autopsy showed a considerable 
excess of cerebro-spinal fluid beneath the tentorium with 
oedema of the pia-arachnoid over the base, and congestion of 
the vessels over the pons. Section of the brain after harden 
ing in formalin showed no evidence of gross brain disease 
The middle and lower lobes of the right lung presented tht 
features of an ordinary croupous pneumonia. 

Generalised oedema with ascites .—Two cases'were admitted 
complaining of breathlessness and having generalised 
oedema. 

Driver W., aged 36, reported sick on Oct. 6th, 1916. 
complaining of breathlessness, swelling of feet, legs, and 
face, and headache. Admitted to hospital on the 9th. On 
admission there was considerable oedema of hands, feet, and 
legs, and eyelids were puffy. Visible mucous membrane 
almost colourless; some lemon-coloured tinting of sclerotics. 
Abdomen notably distended, subcutaneous tissues oede- 
matous, and all the characteristic signs of a considerable 
accumulation of free fluid in peritoneal cavity. The spleen 
extended almost to umbilicus; liver not enlarged. Slight 
mitral systolic murmur, rate of pulse 78, and rhythm of 
heart normal. Apex beat in fourth space in nipple line. 
Nothing abnormal was made out in the lungs. The urine 
was of a specific gravity 1012, clear, straw-coloured; no 
albumin, bile, or sugar; deposit showed a few uric acid 
crystals, but no casts. Temperature normal on day of 
admission (Oct. 9th), but rose to 103°F. on evening of 10th, 
to fall on morning of 11th to 99*8°. From the 15th onwards 
temperature remained normal. Blood film showed presence 
of subtertian rings and crescents. Treatment by intravenous 
quinine was co mm enced on the 10th and later continued 
intramuscularly and by mouth. On the 12th condition was 
immensely improved ; oedema of feet and hands had almost 
disappeared, and it was no longer possible to demonstrate 
free fluid in abdominal cavity. On the 16th the blood was 
free from parasites, and he was discharged to hospital ship 
on the 23rd. 

Private B., aged 25, reported sick on Oct. 27th, 1916, com¬ 
plaining of swelling of legs and breathlessness; previous to 
present illness had always been healthy. He was admitted 
to hospital on the 27th. On admission patient presented 
notable oede ma of legs and of subcutaneous tissues of back 
and abdomen, and eyes were puffy. Visible mucous mem¬ 
brane pale; slight lemon tint of sclerotics. Abdomen con¬ 
siderably distended and gave all the characteristic signs of 
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NOTES ON THE SYMPTOMATOLOGY OF 
PARATYPHOID FEVER. 


the records of 157 cases. It is interesting to note that this 
table corresponds very closely with the figures published by 
Torrens and Whittington, 1 and Wiltshire. 3 


By J. M. FORTESCUE.BRICKDALE, M.A., D.M.Oxon., 
M.R.C.P, Lond., 

CAPTAIN, R.A.M.C. (T.F.). 


The following notes on the symptomatology of paratyphoid 
fever are based on the study of the case-sheets of patients 
admitted to an isolation hospital in France during the last 
five months of 1915 and observed by the writer and his 
colleagues. The diagnosis was confirmed, or rather estab¬ 
lished, by laboratory tests in all cases, the routine examina¬ 
tion including one or more cultivations from the blood, three 
or more cultivations from the urine and faeces, and three 
agglutination tests. The large majority of the cases were 
infected by the Bacillus paratyphosus B ; the incidence of 
typhoid and paratyphoid A being so small that these infec¬ 
tions have not been included in the tables given below, 
which refer solely to 237 available records of paratyphoid B. 

The main features to which attention will be directed are: 
(1) The type and symptoms of onset; (2) the type of 
pyrexia; (3) the condition of the spleen ; (4) the eruption ; 
(5) the appearance of the patient and the general course 
of the disease. These points do not, of course, by any means 
cover the whole ground, but may be found of some interest 
to those who desire to study the clinical details of the enteric 
group of infectious fevers. 


1. Type of onset .—Three types have been noted :— 

(а) The abrupt onset, which is by far the most frequent in 
this series, and includes two-thirds of the cases. The history 
of this type of case begins with an abrupt rise of tempera¬ 
ture, accompanied by headache, shivering, and general 
malaise. Diarrhoea, usually lasting a few days, is common, 
and less so abdominal pain and vomiting. The initial 
diarrhoea occurs more frequently in cases in which the febrile 
attack is prolonged, and the same is true of vomiting. Thus 
in 56 cases in which the fever lasted for more than 14 days, 
initial diarrhoea occurred in 52 per cent. In 34 cases in 
which the fever lasted for 7 to 14 days it occurred in 30 per 
cent., while in 18 cases of under one week’s fever the 
percentage was only 22. 

(б) The second type of onset is still sudden, but is preceded 
by a variable prodromal period in which the patient is not 
well, but is generally able to perform his usual duties. This 
type was noted in 16 per cent, of the cases. The prodromal 
period varied in length, in one case it was given as 12 hours, 
and in others as two or three weeks, but usually it lasted for 
two or three days. The most usual symptom during this 
time was diarrhoea, which was noted in 36 per cent, of the 
cases ; headache occurred in 20 per cent., anorexia in 12 per 
cent., backache and abdominal pain in 8 per cent. The 
abrupt exacerbation or true onset did not differ from that 
described above. 

(c) The third type only occurred in 16 per cent, and was 
gradual and prolonged. It differed from the other two 
groups, as will be seen from the following figures :— 


Per cent. 

Gradually Increasing 

headache. 83 

Abdominal pain ... 50 


Per cent. 

Mild diarrhoea. 42 

General aching. 33 

Vomiting . 21 


The point at which the patient gave up work was variable, 
and did not depend entirely on the severity of the symptoms, 
so that an actual day of onset was difficult to fix. 

Some relationship appears to exist between these three 
types of onset and the duration of the fever, or, in other 
words, the severity of the intoxication. In the following 
table it will be seen that the abrupt onset, though most 
frequent in all cases, occurs in a higher proportion among the 
shorter attacks while the highest percentage of insidious 
onsets is found among cases of a more prolonged and severe 
character. 


Duration of fever. 

No of 
cases. 

Percentage with— 

Sudden 

onset. 

Prodromal 

symptoms. 

Gradual 

onset. 

Over 14 days . 

90 

62*2 

20 0 | 

178 

7 to 14 days. 

45 i 

75-5 

111 

13 3 

Under 7 days . 

22 

81*7 

91 

9*1 


Symptoms of onset .—The following table shows the 
frequency of the various initial symptoms and is based on 


Headache . 

Per cent. 
... 84 

Shivering . 

... 49 

Diarrhoea . 

... 41 

Abdominal pain ... 

... 32 

Backache . 

... 28 

Vomiting . 

... 25 

General aching ... 

... 24 


Per cent. 

Cough . 13 

Vertigo. 11 

Constipation. 7 

Sore-throat . 3 

Epistaxis . 2 

Herpes labial is . 1 

Fainting. 1 


If the three tables are combined the following results 
are obtained :— 


Headache ... 
Diarrhoea ... 
Shivering ... 
Abd o m i n a 1 

pain. 

Backache ... 


90% out of 385 cases 

45% , 

385 ., 

37% , 

307 „ 

[327. , 

385 „ 

28% . 

, 307 „ 


General 
aching ... 
Vomiting ... 

Cough. 

Epistaxis ... 
Vertigo 
Sore-throat.. 


[267. 

out of 385 cases 

17% 

„ 335 „ 

13% 

„ 307 „ 

10% 

307 „ 

9% 

307 ., 

4% 

,. 385 


2. Type of pyrexia .—The longer fevers naturally show a 
more characteristic type ; thus in 97 cases in which the 
pyrexia was maintained for 10 days or more the following 
five types were distinguishable :— 

(1) Simple continued type .—These constitute about 29 per 
cent, of the total and show no distinctive features except 
the common tendency to remission towards the end of the 


Chart A (Type 1). 

The chart gives in each case the morning and evening temperature , 
and the thicker lines indicate intervals of a iceek. 



attack. (Chart A.) In the chart shown the course of the 
fever is remarkably regular, and shows the abrupt initial 
rise. In other cases in this group the temperature was more 
fluctuating and irregular. 


Chart B (Type 2). 
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(2) Intermittent type. 
—This group in¬ 
cludes 43 per cent, of 
the series, and is to a 
certain extent cha¬ 
racteristic of para¬ 
typhoid infections. 
T h e temperature 
in these cases, 
while remaining 


Chart C (Type 2). 



Chart D (Type 2). high in the evening, drops 
towards or below normal 
in the morning (“ spiky 
chart ”). The intermissions 
may be observed either at 
the beginning or end of 
the attack (Chart B), but 
are probably most frequent 
when the temperature is 
beginning to fall (Charts C 
and D). 

(3) Undulant type. — This small group constitutes 
12 per cent, of the cases. No correlation was traced 
between this type of temperature and other features 
in the attack either as regards severity, the appear¬ 
ance of the rose spots, or the agglutination reaction 
of the serum. The mean duration of the fever was 



i Brit. Med Jour., Nov. 13th, 1915. 
3 Practitioner, 1916. 
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22 day a, the longest period being 54 days and the shortest 14. 
In one case (Chart H) a relapse occurred showing the same 

CHARr H (Type 3). 
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Chart H (continuation.) “ did ‘ he 

In two cases the rise of temperature 
constituting the ascending wave was 
definitely due to pleurisy and bron¬ 
chitis, and in five others there were 
physical signs of bronchitis in the 
lungs, but no correspondence could be 
traced between the undulations in the temperature and the 
extent of the bronchial affection. In two cases not included 
in this group the temperature rose again after an apyrexial 
period of one or two days, which seems to connect 
the undulant type with attacks, followed by a definite 
relapse. 

(4) Low irregular fever .—In 5 per cent, of the series the 
fever was a low, irregular type, the morning temperature 
being normal or subnormal and the evening temperature 
usually 99° or 100° F. This type may begin with a few days’ 
high fever. The mean duration of the pyrexia in this group 


Chart L (Type 4). 
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was 33 days, the longest period being 63 days and the 
shortest 15 days. The illness, though somewhat prolonged, 
is, as might be expected, of a mild nature. It is not asso¬ 
ciated with any special clinical or bacteriological character¬ 
istics (Chart L). 

(5) Twpe with subsequent rises of temperature.—In this group, 
about 11 per cent, of the total cases, the initial fever,may 
present the characteristics of any of the # preceding types; 
the outstanding feature of the group being a sudden rise of 
temperature lasting from 24 to 48 hours, which occurs some 
days after the primary pyrexia is over and the general 
symptoms have subsided/ These sudden rises may be 
repeated at intervals ; they are usually accompanied by some 
headache and the general aching pains common in febrile 
states, but all the symptoms clear up as soon as the tempera¬ 
ture becomes normal. In one case severe sweating and 
shivering were noted; in one case the spleen was enlarged, 

Chart M (Type 5). 



and in two there was tenderness over the left hypoohon- 
drium. In none of these cases was tenderness over the gall¬ 
bladder noted, though this occurs and has been held to point 
to a cholecystitis. In one case a blood culture made when 
the temperature was rising showed a negative result. In 
true relapse a positive oulture can often be obtained from the 
blood when the temperature rises abruptly on the first or 
second day (Charts M and N). 



Chart N ( continuation ). 



The following table shows the days on which the tempera¬ 
ture rose in 11 cases, reckoned from the first day of normal 
temperature. 


7th day . 1 case. 

8th „ 3 cases. 

16th „ 1 case. 

17th ..1 case. 

4th and 9th day ... 1 case. 


5th and 12th day ... 1 case. ' 
9th and 15th day ... 1 case, t 
15th and 20th day ... 1 case. 
25th and 31st day ... 1 case. 


In another series of 31 cases in which the fever lasted for 
10 day8 or less the same phenomenon was observed in 4 cases. 
Two of subsequent rises of n n 

temperature occurred on the CHART U. 

sixth day after the subsidence 
of the initial fever, one on 
the thirteenth day and one 
on the twenty-first day. In 
a fifth case, in which the 
initial fever was very short, 
the subsequent rises oc¬ 
curred on the fifth and four¬ 
teenth days. In this case the 
agglutinations were positive 
to paratyphoid B on two 
occasions in dilutions of 1:750 and 1: 500 respectively, but 
no cultures were obtained. (Chart O.) 

3. Condition of the spleen .—In the total series of cases 
the spleen could be palpated in 43 per cent. ; increase of 
splenic dullness and tenderness in the splenic region were 
observed in others in which the organ itself was not felt. 

In a few cases the spleen was palpable as early as the 
fourth day of disease, and in most it remained so till the 
end of the febrile period. Occasionally it did not return to 
itB normal size for two or three days after the temperature 
had fallen. In these cases no relapse occurred. The organ 
is firm to the touch and the edge is usually easy to delimit; 
in six necropsies the actual weight varied from 3i to 9 ounces, 
the average being 6£ ounces. 

4. The eruption. —The characteristic eruption was observed 
in 63 per cent, of the total series. 

The earliest appearance of the rash (one case) was on the 
third day and in some others it appeared for the first time on 
the fourth. In some cases crops of spots continued to come 
out till the beginning of the firth week, and the last appear¬ 
ance of spots was in not a few cases subsequent to the final 
fall of temperature. The most marked feature of the rash 
was its pleomorphism, the following types occurring either 
singly or in association on the same patient:— 

(i.) Small, well-defined spots, not much raised and of a 
darkish pink colour. 

(ii.) Large, well-raised, light pink spots, with ill-defined, 
irregular margins. 

(iii.) Fairly well-defined spots surrounded by a faint pink 
or purplish areola. 

(iv.) Moderately sized, well-defined spots, conical in shape,, 
with a tendency to become vesicular. 

5. In the milder cases the appearance of the patient is 
not distinctive, but in cases of more severe type there is a 
peculiar bloated, flushed appearance which is to some extent 
characteristic. The patient is also somnolent or drowsy* 
but as a rule can answer questions accurately when roused. 
Although intensely toxic cases occur, in the great majority 
the patient does not appear so poisoned as the height 
and duration of the fever would lead one to expect. Con¬ 
valescence is soon established, and if no sequela occur 
complete re-establishment of health is rapidly attained. A 
brief period of tachycardia is not, however, uncommon 
during convalescence. In three-fifths of the oases summarised 
the fever lasted for more than 14 days. 
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AN IMPROVED METHOD FOR THE 
ESTIMATION OF SUGAR IN THE 
URINE AND BLOOD. 

BY P. J. CAMMIDGE, M.D. Lond. 

In the Journal of Biological Chemistry for November, 
1915, 1 F. M. Scales described a new volumetric method for 
estimating reducing sugars, which he states gives as accurate 
results as those obtained by weighing, but with an expendi- 
tu e of less than a quarter of the time. 

A known volume of the saccharine solution is added to an 
excess of Fehling’s solution and the mixture boiled for two 
minutes. It is then agitated to bring the precipitated cuprous 
oxide into suspension, immediately poured through a special 
funnel into dilute hydrochloric acid contained in a specially 
prepared volumetric flask, and made up to the mark with 
boiling water. After thorough mixing an aliquot part of the 
resulting cuprous chloride solution is pipetted into a known 
volume of dilute standard iodine solution and the iodine not 
reduced bv the cuprous chloride titrated with a standard 
solution of thiosulphate, using dilate starch as the indicator. 
The difference between the number of cubic centimetres of 
thiosulphate solution oxidised by a blank control containing 
the same volume of iodine solution and the number of cubic 
centimetres of thiosulphate acted on by the iodine remaining 
after the addition of the cuprous chloride being proportional 
to the amount of cuprous oxide in the original solution, and 
this in its turn depending upon the strength of the saccharine 
solution, the percentage of sugar in the latter can be 
calculated by the use of appropriate tables and factors. 

Shortly after the appearance of Scales’s paper I carried 
out a number of experiments with solutions of various 
reducing sugars of different strengths, ard was able to 
confirm his claims as to the accuracy and speed of the 
process. I therefore decided to adapt it to the estimation 
of sugar in the urine, as it did not involve the use of 
chemicals that are now difficult to obtain or are prohibitive 
in price, beside being simple and comparatively rapid. 
Experience suggested modifications in the technique to over¬ 
come minor difficulties which were encountered, and resulted 
in the evolution of a process that is, I think, an improvement 
on Scales’s method. An account of the procedure I now 
employ may be useful to o‘hers, especially as, with slight 
modifications, it can be used for the estimation of sugar in 
the blood, cerebro-spinal fluid, &c., thus avoiding a multi¬ 
plicity of apparatus and reagents, and giving results that are 
more strictly comparable. 

In place of the Fehling solution employed by Scales I use 
a modified Benedict solution, made by dissolving 200 gm. of 
sodium citrate, 100 gm. of anhydrous lor 200 gm. of crystal¬ 
lised) sodium carbonate, and 10 gm. of sodium bicarbonate 
in about GOO c.c. of distilled water by the aid of heat, and 
adding to it, with constant stirring, a solution consisting of 
21 gm. of crystallised copper sulphate dissolved in about 
150 c.c. of distilled water. When the mixture has cooled to 
the room temperature it is made up to 1000 c.c. with distilled 
water and filtered. Preserved in a tightly stoppered bottle, 
this solution keeps indefinitely and may be used for 
qualitative as well as for quantitative work. It is about ten 
times as sensitive to the reducing action of sugar as 
Fehling’s solution, so that a very small proportion of urine 
gives an unmistakable reaction even when it contains a 
very low percentage of sugar, and as it is not appreciably 
reduced by uric acid, creatinine, <fcc., the main difficulties 
encountered in using Fehling’R solution are obviated. 

Owing to the presence of sodium carbonate the addition of 
hydrochloric acid in the quantitative method causes an 
evolution of carbon dioxide, so that the subsequent opera¬ 
tions are earned out in an atmosphere of that gas, thus pre¬ 
venting oxidation of the cuprous salts by the air—an 
improvement on Scales’s process, where reliance is placed 
on the high temperature, speed of manipulation, &*c. I find 
that the best results are obtained if 25 per cent, of a 
saturated solution of sodium carbonate (20 per cent.) is 
added to the copper reagent immediately before use. One 
of the drawbacks to Scales’s original method is the way the 
reduced cuprous oxide tends to adhere to the walls of the 
beaker, especially after it has been used for several estima¬ 
tions, and if it is not of Jena glass. By adding the hydrochloric 
acid to the boiling copper solution this difficulty is overcome, 
and, as the atmosphere of steam in the beaker is replaced 
by inert carbon dioxide, the risk of oxidation is diminished. 
The cuprous chloride solution that results, still in its 

1 Jour, of Biol. Chem., 1916, xxlii., 81. 


atmosphere of carbon dioxide, may be poured directly into 
the iodine solution through a suitable funnel without 
coming in contact with the air, at the same time avoiding 
the discomfort of measuring and pipetting the boiling hot 
liquid. The omission of the latter processes is also an 
economy of time. 

Twentieth normal iodine solution is the most convenient 
to use. As the accuracy of the results depends largely on 
this solution, it must be very carefully- prepared by 
dissolving 9 gm. of potassium iodide in about 200 c.c. of 
distilled water, then adding exactly 6*35 gm. of pure 
re-sublimed iodine and shaking occasionally until it is 
dissolved; finally, the solution is made up to 1000 c.c. with 
distilled water. A corresponding twentieth normal solution 
of sodium thiosulphate is made by dissolving about 13 gm. 
of the crystallised salt in about 500 c.c. of distilled water and 
making up to 1000 c.c. This solution is standardised 
against the iodine solution, preferably after standing 
over-night, using a 1 per cent, starch solution as the 
indicator and diluting as necessary according to the formula, 

ft * where N = the quantity of thiosulphate solution 

left to be"diluted (in cubic centimetres), d = the difference 
between the actual and theoretical number of cubic centi¬ 
metres of thiosulphate required in the trial, n = the number 
of cubic centimetres actually used, and C = the amount of 
distilled water (in centimetres) to be added to bring the 
solution to the standard strength. 

The only special apparatus required in carrying out an 
estimation is a 200 c.c. conical flask fitted with a rubber 
stopper perforated with two holes, through one of which is 
passed the stem of a large-headed thistle-funnel, while the 
other is left open to act as a vent. The stem of the funnel 
is drawn out to a jet and is so arranged that the tip of the jet 
is just covered when the flask contains 100 c.c. of water. 

Detection of Sugar in the Urine. 

The modified Benedict solution is first used to determine 
the presence of a pathological excess of sugar in the urine 
and also to gain an approximate idea of the amount. 

For this purpose about 5 c.c. of the solution are placed in 
a clean test-tube and eight drops, not more, of the urine 
added. The coutents of the tube are then boiled, either in 
a free flame for one to two minutes, or, what I find much 
better, in a boiling water-bath for five minutes. In the 
latter case the water must be actively boiling when the test- 
tube is placed in the bath and it must be kept in a state of 
active ebullition for the whole of the five minutes. The 
advantages of this method are, first, the tendency of the 
boiling fluid to bump and spurt is avoided; second, there 
is no appreciable loss by evaporation, which may cause 
a misleading turbidity; third, a number of tests'may be 
carried out simultaneously in a numbered rack, thus saving 
time. 

When the heating is completed the test-tube is allowed to 
cool undisturbed at the room temperature for two minutes ; 
if the urine is “sugar-free ” the copper solution is clear, or 
only shows a faint blue turbidity due to precipitated urates, 
at the end of that time ; should sugar be present, it becomes 
more or less opaque and changes colour, either before or 
after cooling, the bulk, colour, and rapidity of formation of 
the precipitate varying with the percentage of sugar. If 
there is only a small amount, under 0 1 per cent., or the 
reducing substance is chiefly pseudo-loovulose, 2 a light green 
opacity forms after the test-tube has been removed from the 
water bath ; a more bulky green precipitate, present when 
the tube is taken out of the boiling water, indicates about 
01 to 0 5 per cent., a dense yellow precipitate suggests about 
0*5 to 2 0 per cent., and a* thick red precipitate points to 
there being over 2 0 per cent, of sugar. 

Estimation of Sugar in the Urine. 

When a rough idea of the probable percentage of sugar 
has been gained a specimen of the urine is diluted with water 
according to the following scheme :— 

A, light green precipitate, dilute 40 c.c. to 100 c.c. 

B, a dense yellow ,, „ 20 „ 

C, a thick red „ „ 10 „ 

D, occasionally* 5 ,, 

(* This dilution is only required if the urine contains over 6 per cent, 
of sugar, which is shown by a trial estimation with the previous 
dilution failing to give a satisfactory result.) 

Exactly 5 c.c. of the diluted urine are now added to 15 c.c. 
of modified Benedict solution and 5 c.c. of a saturated solu¬ 
tion of sodium carbonate, contained in a 200 c.c. beaker. 
The beaker is covered with a watch-glass, placed on a wire 
gauze over the flame of a Bunsen burner, and its contents 
heated to boiling. After exactly three minutes’ boiling the 
watch-glass is removed and 10 c.c. of hydrochloric acid 
(sp. gr. 1*16) are cautiously run in, taking care to avoid 
excessive frothing. The contents of the beaker are now 


* Cummldge: The Lxxcet, 1916,1., 320; 1916,1., 1216. 
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poured as rapidly &b possible into the thistle-funnel of the 
flask described above, which has been previously prepared 
by placing in it about 100 c.c. of water and exactly 20 c.c. of 
twentieth normal iodine solution, measured with a pipette 
kept for the purpose. Care must be taken that the copper 
solution does not run into the flask too quickly and that it is 
thoroughly .mixed with the iodine solution, as it does so by 
gently rotating the flask. The beaker is washed out with a 
few cubic centimetres of hot water and the washings poured 
into the funnel. 

The flask is now unstoppered, the stem of the funnel 
washed into the iodine with a little water, and the 
standardised twentieth normal thiosulphate solution run 
into the latter from a burette until the brown colour of 
the iodine is almost discharged. At this point five or six 
drops of fresh, cold starch solution (about 1 per cent.) are 
introduced and the addition of the thiosulphate continued 
until the blue colour of the resulting iodo-starch is com¬ 
pletely discharged. When the end-point is reached the 
eolation has a faint light-green colour which it is quite easy 
to distinguish from the blue of the iodo-starch, even by 
artificial light. A control consisting of 100 c.c. of water 
and 20 c.c. of twentieth normal iodine, measured with the 
same pipette, is titrated with the sodium thiosulphate solu¬ 
tion in a similar way. The difference between the number 
of cubic centimetres of thiosulphate used in the test and 
consumed by the control, multiplied by a factor varying 
with the dilution of the urine employed according to the 
following table, gives the percentage of sugar in the original 
urine:— 


If a 40% dilotion (A) was used, multiply by . 0*0845 

„ 20% (B) ., „ (2 x 0*0845) = 0*169 

„ 10% „ (C) „ „ (4 x 0*0845) - 0 338 

,f 5% „ (D) „ „ (8 x 0*0845) = 0*676 

The total excretion for the day can then be worked out if 
the amount of urine passed is known. This is essential if 
reliable inferences are to be drawn, for although it seems 
obvious that a consideration of the percentage of sugar or 
any other substance alone is likely to be misleading, 
especially in a condition where the daily output of urine may 
vary considerably from the normal average, it is a fact that 
is frequently overlooked, as patients are often sent to me 
for consultation bringing an odd sample of urine, either not 
taken from a 24-hour collection, or, if it is, without any 
attempt having been made to estimate the quantity passed. 

With the apparatus and solutions at hand an accurate 
determination of the percentage of sugar in a urine may be 
made by this method in ten minutes or less, and when a 
series of estimations is being carried out the time for each 
can be still further reduced. A control for every specimen 
is not necessary, but as the sodium thiosulphate solution 
gradually deteriorates on keeping, especially if it is not pre¬ 
pared with fresh distilled water and is not kept from contact 
with the air, it should be titrated against the standard 
iodine at frequent intervals. When it is used only occa¬ 
sionally it would probably be best to keep a stock solution 
of approximately double strength and dilute down as 
required, according to the results obtained with a trial 
titration against the standard iodine solution. 


Estimation of Sugar in the Blood. 

The same reagents and apparatus are employed as for the 
determination of sugar in the urine, but the iodine and 
thiosulphate solutions are diluted with distilled water, in a 
measuring flask, 1 in 50 (i.e., to thousandth normal), and it 
is an advantage to use a smaller beaker (50 c.c.) and a 
smaller flask (100 c.c.) and funnel for the iodine. As the 
dilute solutions do not keep well they should be prepared 
fresh as required. 

For most cases of glycosuria and for normal persons 
0*2 c.c. of blood is used, but when a very high blood sugar is 
expected (over 0*35 per cent.) onlv 0*1 c.c. should be taken. 
These quantities may be readily obtained from a prick with 
a needle, especially if the thin and comparatively insensitive 
skin at the root of the finger-nail is selected and the finger 
is congested by swinging the warm hand in a dependent 
position for a few moments and then constricting the finger 
with a narrow bandage or rubber tube. It is hardly neces¬ 
sary to point out that an accurately graduated pipette of 
narrow bore should be used for measuring the blood, and 
that any excess adhering to the outside must be carefully 
wiped off when the required quantity has been drawn up 
into the pipette. In order to remove the albumin from the 
blood and secure a solution suitable for sugar estimation, it 
is laked by mixing it with a known volume of deci-normal 
acetic acid (1 c.c. of glacial acetic acid to 125 c.c. of distilled 
water), made up to a definite volume with a saturated solu¬ 
tion of sodium chloride, boiled, cooled, and filtered. An 


aliquot part of the clear filtrate is employed for the sugar 
estimation. 

The details of the method are as follows:— 

Exactly 3 c.c. of deci-normal acetic acid are placed in a 
clean test-tube and 0*2 (or 0*1) c.c. of blood is added, the 
pipette being washed out with the acetic acid two or three 
times by suction. The mixture is allowed to stand for at 
least five minutes and subsequently made up to 10 c.c. by 
adding exactly 6*8 c.c. (or 6*9 c.c. if 0*1 c.c. of blood was used) 
of clear saturated sodium chloride solution. The test-tube 
is now placed in a bath of boiling water for a minute or two, 
then cooled in running water, and its contents poured on to 
a small dry filter paper (5*5 cm. diameter). As the clot is 
apt to slide out of the tube suddenly and cause the solution 
to overflow the filter it should be broken up previously by 
tapping the tube against the finger. The first few drops of 
the filtrate are generally turbid and should be returned, as 
an absolutely clear filtrate is required. 

When a sufficient amount has come through exactly 
7*5 c.c. are measured with a pipette into a small beaker 
containing 1 c.c. of modified Benedict solution and 1 c.c. of 
saturated sodium carbonate solution. The beaker is covered 
with a watch-glasB, placed on a wire-gauze over a Bunsen 
flame, and its contents gently boiled for exactly three 
minutes. The flame is then removed and 2 c.c. of pure 
hydrochloric acid (sp. gr. 1*16) are cautiously added. The 
solution is at once poured into a thistle-funnel-flask con¬ 
taining 25 c.c. of distilled water and 20 c.c. of thousandth 
normal iodine solution, the same precautions as to mixing, 
Ac., being taken as in the urinary sugar determination. The 
beaker is washed out with 2 or 3 c.c. of hot distilled water 
and the washings poured into the funnel. The liquid 
adhering to the stem of the funnel having been washed into 
the flask with distilled water, the iodine is titrated with 
standardised thousandth normal sodium thiosulphate solu¬ 
tion, using 3 drops of freshly prepared cold starch solution 
(about 1 per cent.) as the indicator when the brown colour 
of the iodine has been almost discharged. The end-point is 
shown by the disappearance of the last faint trace of blue, or 
purple, with a resulting colourless solution when the flask 
is examined against a dead-white background by diffused 
daylight; artificial light does not give satisfactory results. 
In warm weather it is advisable to cool the flask in running 
water before titration, as the last trace of blue is then more 
readily seen. * 

A control titration with 25 c.c. of distilled water and 20 c.c. 
of thousandth normal iodine is carried out for each blood or 
consecutive series of bloods, and the end-point carefully 
matched. The difference between the number of cubic 
centimetres of thousandth normal thiosulphate used for the 
test and for the control multiplied by 0*0203 (or 0*0406 if only 
0*1 c.c. of blood was used) gives the percentage of sugar in 
the blood. The same method may be employed for 
determining the sugar content of cerebro-spinal fluid, Ac. 

These methods have been in daily use in my laboratory for 
over a year. I find that they are reliable, and are economical 
of time and material as compared with others previously 
employed. The modified Benedict solution, which keeps 
indefinitely unchanged, avoids most of the fallacies of 
Fehling’s solution, and may be employed for both qualitative 
and quantitative work. The end-point of the urinary sugar 
determination is definite and easily recognised, even by 
artificial light, so that satisfactory results can be obtained 
with very little practice, and the whole process is so simple 
that it can be readily learned. The use of the same reagents 
and apparatus for the urine and blood is a considerable 
advantage from several points of view, and not least that 
comparable data are secured. As only a small amount of 
blood is required for each estimation several examinations 
of the same patient may be made on one day, if necessary, 
without discomfort. This is a matter of no small importance 
since the sugar content of the blood is now recognised to be 
of greater value in the diagnosis and treatment of diabetes 
than a determination of the output of sugar in the urine. 

Nottlngham-place, W. 


Death of Mr. John Kino.—T he death occurred 
at his residence at Stratton, Cornwall, on April 11th, of Mr. 
John King, L.R.C.P. Edin., M.R.C.S., L.8.A., J.P., in his 
72nd year. He belonged to an old Cornish family who have 
practised in Stratton for many generations. He succeeded 
to his late father’s practice nearly 50 years ago, and was for 
a long time medical officer of health for Stratton and Bade. 
It is mainly to his efforts that those towns have an efficient 
sewerage scheme, and he worked hard to secure the excellent 
water-supply which Bade now possesses. He was a justice 
of the peace for Cornwall. 
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Stehiral Varieties. 


BOYAL SOCIETY OP MEDICINE. 


SECTION 0F ANESTHETICS. 

Anesthetics at a Casualty Clearing Station. 

A meeting of this section was held on Feb. 2nd, 
Mr. George Rowell, the President, being in the ohair. 

Captain Geoffrey Marshall, R. A.M.C., read a paper on 
Anaesthetics at a Casualty Clearing Station. He showed that 
owing to the circumstances under which operations are per¬ 
formed at clearing stations the correct choice of anaesthetic 
often determines the patient’s chance of recovery or the 
opposite. He discussed the choice as it affects the lightly 
wounded, those seriously wounded, and those suffering from 
serious sepsis. For the first class either gas and oxygen 
or an induction by warm ether and chloroform vapours 
was employed, warm ether being continued with. He 
showed that an investigation of the blood was an all- 
important step towards securing the right anaesthetic for 
those suffering severely from recent wounds. If there was 
a haemoglobin percentage of less than 100, showing that 
the blood was dilute and that blood haul been lost, then 
the use of stovaine by spinal injection was almost certain 
to be associated with serious fall of blood pressure and sym¬ 
ptoms of collapse, and might lead to fatal results. The blood 
diminution did not produce the same effect if 40 hours or 
more had passed since the infliction of the injury. The 
conclusions as regards spinal analgesia were gathered 
mainly from consideration of 50 cases in which the 
haemoglobin percentage, blood pressure, and pulse-rate 
were recorded before the injection of stovaine. Keep¬ 
ing the head low was found to be the most import¬ 
ant step in preventing or combating collapse, and 
this position should be maintained for an hour after 
the return to bed. Intramuscular pituitrin was found of 
little use and intravenous saline gave only temporary help. 
Intravenous ether also did not give good results in the case 
of the shocked and recently wounded. Captain Marshall 
found gas and oxygen the most satisfactory anaesthetic for 
wounds of the limbs of extreme severity, and warm ether 
vapour for abdominal cases and for head cases. For chest 
cases and mixed chest and abdominal cases warm chloroform 
vapour with oxygen proved the most satisfactory agent; in 
the latter instances it was be»t preceded by injections of 
morphia, scopolamine and atropine. Collapsed patients 
received intravenous saline towards the close of the 
operation. 

The paper was discussed by Colonel Hugh Rigby, who 
had seen much of the work on which Captain Marshall’s 
paper was founded; by Mr. Tyrrell Gray, who disputed 
some of Captain Marshall’s conclusions upon spinal analgesia 
and blood pressure; and by Mr. Z. Mennell, Mr. H. E. G. 
Boyle, and Mr. H. Bellamy Gardner. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Sbctjon of Medicine. 

Sudden Death in Tabes Dorsalis.—Limitations of Vaccine 
Treatment. 

A meeting of this section was held on March 30th, Dr. 
H. C. Drury, the President, being in the chair. 

Dr. A. R Parsons read a paper on two cases of Sudden 
Death in Tabes Dorsalis. The first, a man aged 41, had 
consulted him two years before complaining of some 
difficulty in walking and unsteadiness, noticed chiefly while 
washing his face. There was also slight trouble in micturi¬ 
tion—at first difficulty in passing; later, some loss of 
control. Seventeen years previously he had a sore on the 
glans penis, but no other symptoms. His wife had had one 
miscarriage. He was a healthy man with the exception 
of his nervous system, which showed typical, if rather 
slight, signs of locomotor ataxia. Wassermann reac¬ 
tion was faintly positive. The case ran the usual 
course for two years, when one day at dinner the patient, 


who during the day had been in his usual good general 
health, suddenly changed colour, and when examined was 
found to be dead. The second case was similar, death 
occurring suddenly during a game of bridge. In neither 
case could an autopsy be obtained, but frequent careful 
physical examination during life showed no evidence of 
arterial disease, and this could almost certainly be excluded. 
He considered the most probable explanation of death 
to be “cardiac crisis,” a condition almost entirely over¬ 
looked in text-books, but mentioned by a few authors, 
notably Gowers and Osier —In the discussion which followed 
the President thought that, in the absence of previous 
anginal symptoms, it was questionable whether death could 
fairly be ascribed to cardiac crisis. In several cases of sudden 
death Professor P. T. O’Sullivan had, he said, found as the only^ 
recognisable lesion a sclerotic or atheromatous condition of 
the aorta about the openings of the coronary arteries.—Sir 
J. W. Moore suggested that death was more probably due 
to brain mischief, e.g., cerebral haemorrhage.—Dr. Parsons, 
in reply, said that as far as was possible by clinical 
examination arterial disease had been excluded. Death was, 
he thought, too sudden in both cases to be explained by 
cerebral haemorrhage. 

Di. R. J. Rowlette read a note on the Limitations of 
Vaccine Treatment. He spoke of the difficulty in general 
of judging of the value of a particular method of treatment,, 
increased in the case of vaccines by the fact that treatment 
had been allowed to remain largely in the hands of men 
without clinical experience. In preventive treatment, the 
case for vaccines was now admitted, particularly in view of 
the experience of the present war. In curative treatment 
the efficiency of vaccines was limited by the power of 
reaction of the tissues. Moreover, while vaccines could 
stimulate the tissues to resist an active infective process, 
they had no power to restore integrity of the tissues after 
infection had ceased. Again, for vaccine treatment to be 
effective, accurate bacteriological diagnosis was a pre¬ 
liminary requisite. There wa* no incompatibility between 
vaccine treatment and the employment of other therapeutic 
methods, whether surgical or medical. Knowledge of the 
principles of immunity and of the practice of inoculation 
should in future be part of the instruction in therapeutics 
given in the medical curriculum. 


&nfr Utrtfres of ^ooks. 


Organisation Pkysiologique du Travail. By Jules Amar, 
Docteur 6s Sciences, Directeur du Laboratoire des 
Recherches sur le Travail Professionnel atf Conservatoire 
National des Arts et M6tiers. With 134 illustrations. 
Paris : H. Dunod et E. Pinat. Pp. 374. Price 18 fr. 

This volume represents part of the work which M. Jules 
Amar has been carrying on at the Conservatoire National 
des Arts et M6tiers at Paris since 1912, and for its full 
understanding requires to be read in conjunction with his 
book “ Le Moteur Humain et les Bases Scientifiques du 
Travail Professionnel.” M. Amar has been inspired by the 
work of Frederick Winslow Taylor, an American mechanical 
engineer, who from an artisan became a factory owner. By 
effecting improvements in the tools and methods employed 
by his workmen the output of his works was very considerably 
increased. 

In his “Principles of the Scientific Organisation of 
Work ” Taylor complains that the physiologist has not paid 
sufficient attention to “fatigue.” M. Amar has now 
remedied this omission. The volume contains a description 
of the various methods he employs to investigate * * fatigue. ” 
The phenomena of the contraction of muscles are recorded 
by a dynamograph; the muscular force is conducted by 
a spring which presses on an indiarubber ball connected by 
tubing with a Marey’s tambour provided with a writing 
style which registers on a revolving cylinder the amplitude 
of the movements of the muscles. Dynamograuhs are fitted 
to various tools, including the file, plane, and shovel; the 
force, rate, and precision of the movements involved in their 
use can thus be registered. The energy expended is deter¬ 
mined from the consumption of oxygen during respiration ; to 
measure this he uses a eudiometric apparatus attached to a 
respirator fitted over the workman’s mouth. Deductions are 
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made from cardiograms and pneumograms ; curves are made 
of^the variations of pressure of the expired air ; the ratio 
of the duration of expiration and inspiration affords useful 
data. The ergometric (bi)cycle serves to measure the fatigue 
of the legs and arms ; M. Amar’s modification of the Mosso 
chirograph is used to investigate the fatigue of the muscles 
moving the fingers or wrist; the poire dynamographique (a 
hollow indiarubber ball fitted with air, the pressure of which 
can be varied), measures the grasping power of the hand; 
the arthrodynamometer measures the amplitude of move¬ 
ments of joints and the force of the muscles producing the 
movement. 

In this book M. Amar does not go closely into the applica¬ 
tion of his principles to each of the various trades; he 
contents himself with urging that the use of his registering 
tools will indicate to the workman various faults which should 
be overcome. He emphasises the advantages of the correct 
position to assume when using a file ; the cinematograph, he 
suggests, will indicate this position and help to eliminate 
any unnecessary actions during work. But the author 
gives a complete account of the adaptation of his methods 
for the functional and professional re-education of crippled 
soldiers; not only this, but he works out in a convincing 
manner the scientific principles of artificial limbs. By means 
of his dynamographic platform he analyses the movements of 
artificial legs, and is able to indicate the models which most 
nearly allow of the reproduction of the normal movements 
during walking. He gives a description of the various forms 
of artificial limbs he considers most useful both for the work¬ 
shop and office. An account of his pinoe universelle, anneau 
universelle, and hook is included. He is an advocate for fitting 
elaborate mechanical hands even to men who have suffered 
an amputation at the shoulder, when the movements of the 
hand are produced by the expansion and retraction of the 
chest wall during breathing. A wide difference of opinion 
exists in France as to the value of such elaborate appliances. 
M. Amar’s results lends support to those in favour of 
them. Possibly their provision is justified when limited 
to selected men of better education whose work is of 
a light nature and who are prepared and in a position to go 
to a certain amount of trouble to keep their appliances in 
order. 

The book is written for the French general public. 
M. Amur has therefore included matters of interest 
primarily to Frenchmen as well as elementary physiological 
considerations. When dealing with general matters he is some¬ 
what diffuse, but no such fault can be found when he gives 
us in book form the papers he has written on his own work. 
The book is the work of a pioneer and patriot, who is 
evidently gratified that the direction his life’s work has taken 
has suddenly become of Immediate value to the crippled 
defenders of his country. 


JOURNALS AND MAGAZINES. 

Journal of Physiology. Edited by J. N. Langlby, Sc.D., 
F.R S. Vol. LI., Nos. 1 and 2. Cambridge University 
Press. 1917. Pp. 1-110. Price 8*.—On the Summation of 
Propagated Disturbances in the Claw of Astacus, and on 
the Double Neuro-Muscular System of the Adductor, by 
Keith Lucas. A melancholy interest attaches to this com¬ 
munication. for it is the last contribution to physiology made 
by that assiduous observer, Dr. Keith Lucas, who at the early 
age of 37 died on Oct. 5th, 1916, as the result of an aeroplane 
accident. There seem to be two separate neuro-muscular 
systems belonging to the adductor muscle—one for the slow 
movements of the claw and one concerned only with rapid 
closing. If the nerve to the adductor muscle is excited with a 
single stimulus the muscle may give either a small, slow con¬ 
traction or a quick twitch ac :ording to the strength of the 
stimulus used. The excitable substance whose stimulation 
leads to the twitch has the shorter excitation time and needs 
the stronger current if the current duration is long. Richet 
described the summation phenomena in the claw of astacus, 
which belong to the type of “summation of propagated dis¬ 
turbances,” in which the first stimulus, though apparently 
ineffective, does send an impulse down the nerve. The 
impulse fails to cause a contraction of the muscle, but 
ensures the success of a second impulse following it at a 
suitable interval of time. —The Excretion of Urea and Sugar by 
the Kidney, by Arthur R. Cushny. The commonly accepted 
view is that urea is a specific constituent of the urine and 


that a specific secretory activity is required for its excretion, 
which does not seem to be required in the same way by the 
inorganic salts. The physical properties of urea do not appear 
to justify its being treated as apart from the other con¬ 
stituents of the urine. The concentrations of sulphates in 
the blood and urine bear an almost equal ratio with those of 
the urea, and the same is true of the inorganic phosphates 
and creatinin. Even sugar, when it escapes by the kidney, 
may undergo a concentration of from 0 2 per cent, in the 
blood up to 10 per cent, or more in the urine, and 
thus nearly rivals urea in extent of change. The only 
sense in which urea can be accorded a special position 
in the urine is that it is normally present in large amount. 
Heidenhain drew an analogy between the excretion of 
sodium sulphindigotate and that of urea. His views, how¬ 
ever, in regard to the passage of dyes through the kidney 
epithelium can hardly be maintained against the fact that 
dyes appear in the urine long before they occur in the 
interior of the cells, and that the maximum of staining of 
the epithelium takes place after the greatest concentration 
of the urine has passed off. Still, the view is widely held 
that the concentration of the urea takes place in the tube 
cells quite independently of the activity of the glomerular 
capsule The author repeated Heidenhain’s experiments, 
substituting chemical estimation of the urea in the kidney, 
finding that: 1. When the spinal cord is severed no 
accumulation of urea occurs in the kidney, and, similarly, 
phloridzin ceases to cause accumulation of sugar. *2. Urea 
and sugar thus are not excreted in the way Heidenhain 
describes for the sulphindigotate of sodium, and all con¬ 
clusions drawn from this analogy are erroneous. The site 
of secretion for urea and sugar therefore remains undeter¬ 
mined, and experiments on mammals offer no grounds for 
supposing that it differs from that of the other constituents of 
urine.—On the Localisation of. the Calcium and Potassium 
Salts concerned in the Mediation of the Action of the 
Vagus Nerve on the Heart of the Frog, by W. Burridge. 
1. Faradisation of the base of the frog’s ventricle gives 
effects predominantly inhibitory when the heart contains 
blood and effects predominantly excitatory when the heart 
contains Ringer’s solution. 2. After treatment of the per¬ 
fused frog’s heart with potassium salts the capacity to be 
inhibited from the vago-sympathetio trunk is lost and the 
capacity to be inhibited by the faradisation of the local 
nervous mechanism is regained. 3. The capacity to be 
inhibited from the vago-sympathetic trunk following treat¬ 
ment with potassium is restored by calcium. 4. It is 
suggosred that calcium salts mediating the action of 
the vagus nerve on the frog’s heart form an integral 
part of the structure, whatever it may be, on which 
nicotine acts. 5. The potassium salts concerned in vagus 
action are situated at the “nerve-endings” in the muscle.— 
Some Observations on the Action of Guanidine on Frog’s 
Muscle, by John S. Meighan. Other observers have studied 
the effects of this base and its neutral salts. The spontaneous 
twitches it evokes in frog's muscles are less with higher than 
lower concentration of guanidine solutions. Its “curare,” 
or paralysing, effect on nerve-endings in muscle seems to 
be due not to its action on muscle fibres, but either on the 
nerve-endings or on the “ receptive substance ” supposed by 
Langley to exist in proximity to the endings. A moderate 
rise of temperature (5° 0.) increases its effect, but a great 
rise (25° 0.) does not completely destroy it. The effect of 
cooling seems doubtful.—The Volume of the Dead Space in 
Breathing and the Mixing of Gases in the Lungs of Man, by 
A. Krogh and J. Hindhard. After a historical.account of 
the measurements of the bronchial tree of a corpse (=140 c.c.) 
by Zuntz and Loewy in 1904, and the sampling of alveolar 
air by Haldane and Priestley’s method (1905), and by other 
observers, the authors state that there is a clear and debatable 
issue between Haldane—who maintains that the dead space 
is a physiological and not an anatomical conception—and 
their own views. They hold that the air in the air-sacs (as 
well as in the atria) is not at the end of inspiration of the 
same composition throughout, because the air inspired is 
incompletely mixed with the air previously contained. The 
mixing takes place chiefly by diffusion, and requires a certain 
time. We must refer the reader to the original text for the 
methods used. The following are the authors’ conclusions : 
1. Just after inspiration the gas mixture in the lungs beyond 
the dead space (the alveoli taken in the widest sense of 
the term) is not uniform throughout. The differences are 
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usually slight, but with deep and slow breathing they 
become considerable. With deep and rapid breathing, as 
in muscular work, the mixing seems to be again improved. 
2. In attempts to determine the dead space of the air 
passages these facts must be taken into account if reliable 
results are to be obtained. The very large dead spaces 
determined by Haldane and by Henderson and his 
collaborators are unreal. 3. The dead space of a human 
subject is constant at pulmonary inflations below the 
resfc$ng position of the chest. At larger inflations it 
increases gradually. With a maximum inflation of the 
longs the increase may amount to 100 c.c. 4. No 
evidence has been obtained of any unequal ventilation 
of different lobes of the lungs. 5. The composition of the 
alveolar air should in roost circumstances be determined 
preferably by calculation from the expired air, the volume 
of the expiration, and the dead space, When the breathing 
is deep the resulting increase in dead space should be taken 
into account, but during muscular work very slight errors 
only will usually result from not doing so, because the 
increase is small compared with the depth of respiration. 
The direct sampling, according to Haldane and Priestley, 
has in certain cases given rise to fallacious results. 6. Our 
method of examining the composition of the alveolar air by 
a series of consecutive samples from the same breath is 
open to objections. The errors are probably not large. 
7. The errors caused by incomplete mixing of the pulmonary 
gases in our circulation-rate determination are much too 
small to be perceptible in experiments on normal lungs.— 
The Mechanism of Cardiac Acceleration by Warmth and by 
Adrenalin, by C. Lovatt Evans. Much work has already 
been done in this direction by using the heart-lung prepara¬ 
tion of a mammal as devised by Starling. The factors 
which tend to diminish or increase metabolism and the 
efficiency of the heart are considered, analysed, and tested 
experimentally. It was found that: 1. The oxygen usage 
per beat, although approximately constant over small 
ranges of temperature in the neighbourhood of the normal 
body temperature, is increased at either extreme of tempera¬ 
ture. 2. The cause of increased metabolism at abnormally 
low temperatures appears to be dilatation of the heart with 
increase of the active surface; other factors are operative 
in both increasing and in diminishing this effect, the resultant 
only being apparent. Similar considerations apply to the 
raised metabolism at high temperatures. 3. The effects of 
adrenalin cannot be traced to such purely mechanical 
factors; the increased metabolism is apparently due to 
a direct and specific effect in increasing and accele¬ 
rating the chemical changes associated with contraction.— 
The Relations of Carbon Dioxide in the Blood, by George A. 
Bnckmaster. Very conflicting views are held concerning the 
state in which carbon dioxide exists in blood. The state¬ 
ment of Pfliiger in 1864 that a constituent of blood is capable 
of liberating carbon dioxide from the carbonates of that 
liquid is mentioned in most text- books on physiology. 
The author was led to doubt whether a carbonate could 
possibly be decomposed by hsamoglobin or any protein 
or amino-acid of the blood. If this view is found to be 
experimentally correct, then the total liberation of C0 9 from 
blood cannot be due to a protein. It was found that neither 
haemoglobin nor, indeed, any other constituent of the 
defibrinated blood is capable of freeing CO a from sodium 
carbonate, and the same is equally true for solutions of the 
bicarbonate. The author attributes any CO, which is evolved 
as being dependent on the development of acidity in the 
blood. 

Maternity and Child Welfare . Vol. I., No. 3. London: 
John Bale, Sons, and Danielsson, Limited, 83-91, Great 
Titchfield-street, W. 1. Price 6 d. net.—The third number 
of this useful periodical contains interesting articles by 
Lady Barrett, M.D., on the Midwife and her Share in 
the Protection of Motherhood ; by Dr. Amand Routh on 
the Ordinary Diseases of Women which may Affect 
Pregnancy ; and by Mr. N. Bishop Harman on Ophthalmia 
Neonatorum. Shorter articles on Infant Welfare Centres, 
Food Values, and the Training of Health Visitors are also in¬ 
cluded, while the Annotations and Abstracts and Notes give 
summaries of some of the problems facing the medical and 
social worker among mothers and children and the attempts 
that are being made to solve them. The idea of publishing 
sectional maps of the British Isles showing the distribution 


of infant welfare centres, and the extent to which the work 
of each is developed and the amount of municipal help 
obtained, is a real inspiration. This magazine is “ edited in 
the interests of the mother and young child by a member of 
the medical profession, with the help of an advisory com¬ 
mittee representing the various groups of workers,” and is an 
excellent example of a form of literature for which there is 
much need. The articles are written by experts from a 
scientific point of view, but in such language as to be 
perfectly intelligible to the voluntary worker (usually a 
layman) as well as to the nurse or health visitor. 

The Child. Vol. VII., No. 6. March, 1917.—This 
number contains an important paper by Dr. M. F. 
Boulenger on the management of the exceptional child 
in Belgium. Before the war Dr. Boulenger was medical 
director of the farm-school for abnormal children at 
Waterloo (Belgium), and is now occupying a temporary 
post at the Darenth colony for defective children in 
Kent. Abnormal children in Belgium were until 25-30 
years ago accommodated in the lunatic asylums, while the 
first special institutions were prison-like buildings, without 
classrooms or workshops, surrounded by treeless, macadamised 
airing-courts. In these wretched places children with 
faulty habits were tied all day on commode-chairs, lying 
at night on mattresses reeking of ammonia. All this 
was changed by the pioneer work of two physicians who 
had studied pedagogy previously to their medical graduation, 
Professor Jean Demoor and Professor Auguste Ley, who, 
between 1900 and 1906, were the means of founding centres 
for special education in Brussels and Antwerp, and later in 
Ghent, with after-care associations which arranged for the 
apprenticing of the boys and girls on leaving school. The 
Soci6t6 protectrice de PEnfance anormale, with the late 
Minister of Justice, M. Jules Lejeune, as its president, 
was successful in obtaining, by its active propaganda, 
special tribunals for juvenile delinquents. Dr. Boulenger 
himself put forward the idea of the farm-school in 1901 and 
pavilions were being erected on a large site in the province 
of Brabant when war broke out. Temporary courses -for 
teachers had, however, already been given in the provinoe in 
1914. Dr. Boulenger generously acknowledges the influence 
of French and English ideas on his Belgian work: he was 
himself a frequent visitor at the special schools in this 
country and looks forward in confidence, with the resumption 
of Belgian national life after the war, to further rapid 
development in his own country of the care and training of 
abnormal children. 
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THE WHITE WINES OF ANJOU AND TO UR AINE 
(FRANCE). 

(Alexander Wood, Campbell, and Co., 62, Crutched 
Friars, London, E.C.) 

For medicinal or special dietetic purposes in which a 
light agreeable stimulant seemed desirable a preference has 
long been given to the German white wines of the hock and 
Moselle type (still and sparkling). They were chosen for 
their low alcoholic strength, their freedom from colouring 
matter, their small sugar content, and their low degree of 
acidity. But according to a recent examination we have 
made of some specimens, it is quite evident that certain 
of the French white wines answer these requirements 
equally well. The white wines, in fact, of Touraine and 
Anjou are in some respects better. They are light, elegant, 
and practically non-acid. We have received some 20 
examples of these wines, a few of which we have submitted 
to analysis as giving a fair idea of their general composition 
and quality. 

(1) Touraine Snptrieur (still)Alcohol by volume, 11*61 per cent.; 
extractive matters, 2*55 per cent.; mineral matter, 0 25 per cen*\ ; 
sugar, 0 27 per cent.; volatile acidity reckoned as acetic acid, 0*12 per 
cent.; fixed acidity reckoned as tartaric acid, 0*82 per cent. 

(2) Anjou Suptricur (still) r— Alcohol by volume, 9*86 per cent.; 
extractive matters, 1*55 per cent.; mineral matter, 0*20 per cent.; 
sugar, 0*26 per cent.; volatile acidity reckoned as acetic acid, 0 09 per 
cent.; fixed acidity reckoned as tartaric acid, 0*86 per cent. 
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(3) Vouvray tdte (still)Alcohol by volume, 12'05 per cent.; extrac¬ 
tive matters. 2‘40 per cent. ; mineral matter, 020 per cent.; sugar, 
045 per cent.; volatile acidity reckoned as acetic acid, 0’15 per cent.; 
fixed acidity reckoned as tartaric acid, 071 per cent. 

(4) Touraine Suptricur (sparkling) Alcohol by volume, 8*18 per 
cent.; extractive matters, 5 35 per cent.; mineral matter, 0*15 per 
cent.; sugar, 3 33 per cent.; volatile acidity reckoned as acetic acid, 
0‘06 per cent.; fixed acidity reckoned as tartaric acid, 0 67 per cent. 

(5) Anjou Suptrieur (sparkling)Alcohol by volume. 12 05 per cent.; 
extractive matters, 5'54 per cent. ; mineral matter, 0*14 per cent.; 
sugar, 4 16 per cent.; volatile acidity reckoned a6 acetic acid, 0 07 per 
cent.; fixed acidity reckoned as tartaric acid, 0*65 per cent. 

(6) Vouvray tetc (sparkling) -.—Alcohol by volume, 13'43 per cent.; 
extractive matters, 4 49 per cent. ; mineral matter, 019 per cent.;' 
sugar, 2 50 per cent. ; volatile acidity reckoned as acetic acid, 072 per 
cent.; fixed acidity reckoned as tartaric acid, 0 51 per cent. 

These results bear out fully the claims that these French 
wines are, in regard to special dietetic requirements, not at 
all inferior to the German produce, and in certain respects 
they are superior. This, at all events, is the case in regard 
to a minimal amount of sugar, alcohol, and especially of 
volatile acid in the still wines, while the higher proportion 
of sugar in the sparkling wines is due to “ liqueuring.” 


These points may well deserve attention now that the supply' 
of German white wines is cut off. 

ANTIPHLOGISTINE. 

(The Denver Chemical Manufacturing Co., New York.. 

London Agency: St. Ann’s-road, Bow, London, E.) 

Antiphlogistine has been well described as a scientific mud 
which is externally applied hot and thick as a cataplasm for 
the relief of inflammatory and congested conditions. In 
connexion with its application for this purpose we have 
already referred to this preparation, which is composed of a 
finely refined earth compounded with glycerine, iodine 
compounds, boric and salicylic acids, and certain antiseptic 
essential oils. We are now informed that a poultice of hot 
antiphlogistine applied to the nose relieves the “stuffed-up ” 
feeling so often characteristic of the common cold. In 
rhinitis and coryza favourable results are recorded. Applied 
over the nose in the case of a common cold at bed-time, the 
patient is said to secure relief of the distressing symptoms, 
a restful night, and a general feeling of well-being in the 
morning. The combined application in this way of heat 
along with antiseptic oils, and the like, may well produce an 
alleviation of such troubles. 


Jteto Indentions. 


AN AUTOMATIC INTERMITTENT WOUND 
IRRIGATOR. 

The apparatus was originally intended for the intermittent 
irrigation of deep and infected wounds, and more especially 
of such wounds as are associated with compound fractures. 
In dealing with these wounds a mode of treatment associated 
with the name of Carrel has received general use and 


Fig. 1. 


recognition. This treatment essen¬ 
tially consists in introducing 
into the crevices of the wound a 
number of rubber tubes each of 
about i inch diameter; gauze 
packing is lightly introduced into 
the wound around the tubes. At 
regular intervals the tubes are 
irrigated through with a solution 
of eusol. 

Hitherto the irrigation was 
secured by regular manual irri¬ 
gation with a syringe. This method 
involved a considerable waste of 
time, much disturbance of the 
patient, and frequently the in¬ 
ducing of pain and irritation. This 
apparatus was produced with 
view to overcoming these disad¬ 
vantages, and its origin is largely 
owed to Corporal Studd, R.A.M.C. 
The apparatus embodies two simple 
mechanical principles : (1) The 
property possessed by two adjacent 
and connected fluids of finding a 
common level; (2) the principle of 
the simple syphon. 

The original model (A) was com¬ 
posed of an outer glass tube and an 
inner bent tube. As the outer 
jacket filled with fluid, the fluid 
rose to a corresponding level in the 
open limb of the inner bent tube, 
and when the bend was reached 
, , the syphon action was commenced 

Syphon - action irrigator. an( j the outer tube emptied of fluid. 
Oeutenant Dunn, modi- A 3imp i e air valve in ' the efferent 

tube; JB, hole, for bus- limb of therbent inner tube obviates 
pending vessel ; C\ par- the occurrence of an air block, 
afflned top of tube ; D, inner The times at which the irrigation 

glass tube ; E, inverted w iH occur can be regulated by 
test-tube; F, pinching* in varying the rate at which the drip 
feecl of eusol from the reservoir 
flows into the outer tube. The 
interval will be the time which 
the fluid takes to reach the level 
of the bend. The efferent tube is connected up by Y 
branches with as many of the rubber tubes as are required 
for the irrigation of the wound. 



tube in posh ion ; G, rubber 
cork ; //, air-valve; K, inlet 
in lower border of test-tube. 



Lieutenant Dunn, R.A.M.C., No. 3, Mobile Laboratory, 
has produced a modification of the original model, and has 
kindly given us permission to include the description of the 
modification. The apparatus is shown in Fig. 1. 

A syphon is made by inverting a test-tube over a straight 
inner tube, and inlet is furnished at the open inverted end 

of the test-tube. The test- 
* IG - tube is kept in position over 

-- : the inner tube by being 

pinched inwards at inter¬ 
vals. An area of about f inch 
at the top of the inner tube 
is paraffined with hard par¬ 
affin. In this way the surface 
tension is increased and the 
syphon action ensured. 

The model (B) possesses 
certain advantages—i t s 
simplicity. With a large- 
bore tube the syphon action 
is more reliable than in 
model (A), and by varying 
the height of the inner tube 
one can vary the amount of 
fluid discharged at any one 
time. Beyond the filling of 
the large reservoir, which 
drips eusol into the outer 
tube of the irrigator, no 
attention is required, the 
working of the syphon 
being entirely automatic. 


Showing the method of distribution of the fluid, from a central 
reservoir which may supply a number of irrigators. 


It should be added that the tubes leading from the syphon 
should be made as perpendicular as possible, and that the 
cross section of the distal tubes should not be more than 
that of the proximal ones. 

An apparatus employed has been found easily adaptable to 
beds for the suspension and direction of the irrigator. The 
height, angle, or position of the irrigator can be variously 
altered. 

J. Fraser, M.D., F.R.C.S.Edin., 
Captain, R.A.M.C. 

S. D. STUDD, Corporal, R.A.M.C. 
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The Centralisation of Public 
Health. 

The Food Controller continues to issue recom¬ 
mendations with regard to limitation of our food 
consumption, implying that further drastic limita¬ 
tion is advisable or even, under the circumstances, 
necessary. Wheaten flour is his most serious 
concern at the moment, and every patriotic citizen 
is adjured to reduce his use of this staple article of 
diet, in whatever form, by 1 lb. per week. But 
there is no certain conviction in the public mind 
that these and other recommendations are con¬ 
sistent with the physical health of the community. 
No authoritative statement is issued, whether in 
fact they entail a reduction in mere eating which 
will be of advantage to the majority of us, or 
whether, under stress of necessity, we are to enter 
on a period of slight under-nourishment, with 
corresponding but inevitable loss of working 
efficiency. Medicine knows well enough that 
desire for food is not a fair guide to the indi¬ 
vidual as to his need for food intake, but the 
public should be told this and similar generalities 
by someone in authority. These and other kindred 
matteis need, at the moment, intensive study by 
experts, who are in a position to make their pro¬ 
nouncements effective. Doubtless there is expert 
medical opinion at the disposal of the Food 
Controller's Department, but it is questionable 
whether the powers of that bureau are sufficient 
to give effect to the wide-sweeping recommenda¬ 
tions necessary; in fact, here and immediately we 
come upon an urgent ground for the centralisation 
of public medical matters in a Ministry of Public 
Health. 

The six State Departments which have at present 
duties to discharge in connexion with the people’s 
health are the Home Office, the Local Government 
Board, the Board of Trade, the Board of 
Agriculture, the Board of Education, and the 
National Insurance Commission, to say nothing 
of Somerset House, which has charge of 
vital statistics, and the Food Controller’s Depart¬ 
ment. Those familiar with the medical aspects 
of legislation in the making will remember how 
naturally it has come about that so many different 
State Departments are concerned. Assuming 
that our readers know the particular medical 
work for which the various Departments stand 
guardian, they will realise that if any one of 
these Departments is to take over the mass of the 
duties of the other five it will be either the 
Local Government Board, having the sanitary 
administration of the country under its control, or 
the National Insurance Commission, having for its 
charge the care in sickness of 14,000,000 sub¬ 
scribers, whose needs are administered to by a large 
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proportion of the available medical men on the pro¬ 
fessional roll. If a new State Department be not 
especially created it will be necessary to reform 
or adapt one of these two for the conduct of enor¬ 
mously increased labours. Each has strong claims, 
the Local Government Board as the bureau of 
preventive medicine under the existing system, 
and the National Insurance Commission, already 
actively engaged in medical treatment and in the 
furthering of scientific progress through its 
Medical Research Bureau. There is between the 
two bodies but little overlapping or disputed 
territory of influence, so that a junction could 
take place without dislocation of public busi¬ 
ness; it could be of the loosest possible nature 
iu the beginning and designed merely to obtain 
for the health of the nation one presiding force, 
and a centre around which later activities would 
be grouped. 

Failing the creation of a new department, 
which we should prefer but which at the 
moment can hardly be looked for, we think 
that the cause of medicine, and therefore the 
welfare of the country, would be best served by 
constituting the Local Government Board the 
central authority for the health of the people. Its 
existing functions are closely connected alike with 
medicine and with the life of the people, so that any 
other health organisation acting independently 
from it would be in perpetual contact with it, and 
the delays and expenses following upon recurring 
discussions might largely counterbalance the advan • 
tages to be derived from the possession of a central 
authority. The Unionist Social Reform Committee, 
whose recent valuable pronouncement upon the 
health of the people we reviewed last week, 
arrived at a similar conclusion, and we add to 
the reasons for their faith, which are so excel¬ 
lently adduced in their report, a further one, for 
it may have real weight. The Local Government 
Board is heavily burdened with multifarious re¬ 
sponsibilities towards the State, and there is sound 
reason for believing that once the central office for 
the health of the people, organised under its aegis, 
were grown vigorous under its far-reaching influ¬ 
ence, separation would quietly occur, and a new 
Health Department would take in the public mind 
its proper position as one of the great Government 
bureaux. A separation of the Department of Health 
from the Local Government Board, which took 
place in this way, would have the advantage that 
to the separating body there would be naturally 
adherent, as a sequence of the past association, all 
those medical activities which cannot now by some 
movement of violent* readjustment be torn from 
the Local Government Board and handed to the 
National Insurance Commission, or any other body ; 
while the surrender to the new Department by the 
other Government Departments of the medical 
cares, thrust upon them through well-meaning 
legislation, designed to meet various wants as they 
made themselves felt acutely, would naturally 
foUow. And of such a Department the National 
Insurance Commission, with the modifications 
in its working that are certain to occur in 
the course of time, would form one oomplete 
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side, linked by its Bureau of Medical Research 
to what is progressive in medical thought and to 
practical therapeutics by its responsibility for the 
medical treatment of a third of the population. 
With a great Department so constituted we need 
have no fear for the future of the general practi¬ 
tioner or for the health of the nation. No amount 
of centralisation or coordination can alter the fact 
that the individual sick person must be treated by 
the individual doctor, but the task will be carried 
out more efficiently as the care of the health of the 
people is better organised. 


Bone Grafting. 

Whilst bone grafting in the past has been 
rarely called for, and then chiefly to restore 
bones destroyed by osteomyelitis or new growths, 
the scope for its employment at the present day 
has been greatly widened by the injuries pro¬ 
duced by gunshot wounds. It is, therefore, a 
matter of pressing importance to examine the facts 
underlying this procedure in order to estimate its 
possibilities and the best technique for securing 
success, and Mr. E. W. Hey Groves, who has just 
received the Jacksonian prize for 1916, had good 
reason for taking this as his subject in the recent 
Arris and Gale Lectures delivered before the Royal 
College of Surgeons of England. It was, we believe, 
Ollier who first demonstrated by experimental 
evidence the capacity of living osseous tissue for re¬ 
generation and the viability of whole and fragmented 
living bones when used as grafts. Barth pointed 
out later that the rdle of even living bone grafts 
was largely passive, the graft itself possessing little 
osteogenetic power. Axhausen, however, succeeded 
in showing that on all the free surfaces of a living 
graft, as also in some of its Haversian spaces, new 
bone was laid down, thus establishing the advantages 
of the living over the dead bone graft. Macewen 
carried further the principle of the viability of 
the bone cell, showing that this principle domi¬ 
nated the whole question of bone growth, the 
periosteum being a limiting membrane and the 
underlying osteoblasts the osteogenetic factor. It 
cannot, however, be said that the vexed question 
as to the functions of the periosteum has yet been 
Anally settled. Macewen’s experiments, which 
have been conflrmed by numerous observers, mostly 
in America, prove that it has no independent 
osteogenetic r61e, but there is considerable body of 
evidence to show that the structure is nevertheless 
of great value in the transplantation of bone. 
Probably under these conditions it acts as a vaso- 
conductor and as a matrix for new bone cells. 

From a practical point of view, it is generally 
admitted that living autogenetic bone, with its 
periosteum if possible, should be used for grafting, 
but there are many points of detail which 
have been submitted to experimental study by 
Hey Groves. A graft may be fashioned as a 
peg and used as an intramedullary bolt. This is a 
very unsatisfactory method. If the graft is driven 
tight it remains indolent and inactive or breaks 
and allows the fractured bone to be displaced. If 
it is loosely placed it will only establish vital 


relations when the bed in which it lies remains 
undisturbed by movement. In other words, 
two conditions essential for rapid vital success 
in bone grafting—viz., Arm fixation and rapid 
vascularisation of, the graft—cannot both be 
secured in the intramedullary method, which 
is, moreover, mechanically weak. On the other 
hand, living grafts rapidly establish vital union 
with a living bone bed, if they are fixed on 
to the cortex of the bone, so that they can 
be firmly attached and at the same time quickly 
acquire a blood-supply from the soft tissues 
around. In order to appreciate the conditions 
desirable for successful replacement of bone 
tissue it is essential to recognise that though 
living grafts may be viable, yet this viability is of 
a very limited character. The osteoblasts on the 
surface of the graft do under favourable circum¬ 
stances proliferate. They contribute to that very 
narrow zone of new tissue which eventually joins the 
graft to its bed, and at a later period they may take 
part in the general increase in thickness which the 
graft undergoes. But for the most part the bone 
graft, whatever may be its source, is a passive 
agent, differing from a metal plate chiefly in 
the fact that it finally becomes a part of the living 
tissues. It has little or no capacity for rapid bone 
formation. If, therefore, it is to replace a part of 
the skeleton which is lost it ought to be as large 
and strong as possible, and very firmly fixed 
in its place. If living bone used as a graft 
could be made rapidly to produce new bone— 
i.e., callus—then the matter would be quite 
different from what it is. Then we should select 
a porous, vascular, cellular bone like a rib, 
divide it up into splinters or chips, laying these in 
the vascular bed where bone is lost, and keeping 
the part at rest for the same length of time as 
is required for the repair of a fracture, with the 
expectation of finding at the end of this time a 
regenerated bone formed by new callus. But this is 
exactly what does not happen. A graft simply laid 
loosely in soft tissues remains for a time and then 
slowly becomes absorbed. A graft firmly connected 
with living bone grows to it, but not for many 
months does it show active osteogenesis. The 
more a bone graft is divided up into chips the less 
certain is its survival or its growth. Bone chips 
laid in a thin layer on a raw bone surface may 
quickly become the centre of callus formation, but 
the same chips filling a large bone gap simply remain 
indolent or become absorbed, because the majority 
of them have no direct contact with the only kind 
of tissue which can support them. Even Macewen, 
who is responsible for the idea of the osteogenetic 
value of small bone fragments, admits that he 
could not make bone dust grow, though he attributes 
this to the injury of the bone cells by heating. 
Unfortunately, however living bone dust is pro¬ 
duced, it is found to retain such feeble capacity 
for bone reproduction as to be quite worthless. 
The ruling factors appear to be these: the union 
of a living bone with its bed is at first by means of 
a cellular .granulation tissue which ossifies com¬ 
paratively slowly. This union is always accom¬ 
panied by a process of rarefaction of the adjacent 
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bone tissue, which whilst it lasts is a source of 
weakness. Therefore the first “taking” of the 
graft and its final incorporation with the skeleton 
will be greatly aided by the extent, the accuracy, 
and the firmness of contact between the old and the 
new tissues. If the part concerned is the spine or the 
skull, where little or no movement of the bone is pos¬ 
sible, then correspondingly little suture is required. 
But if the graft is to fill a gap in a tibia, femur, or 
humerus, then mechanical fixation is a matter of 
the utmost importance. There has quite rightly 
been a reaction against the routine plating of 
fractures; but because metal plates and screws are 
only desirable as temporary suture agents there is 
no reason to ascribe to them an inhibitory influence 
on bone growth. 

No doubt the most ideal bone grafting is that 
which, like the joiner’s “dovetail” work, implies 
an exact fitting of one part into another so that 
no other fixation is necessary. But this is seldom 
possible in the repair of long bones. Fixation, then, 
should be by nails, screws, or wire, and, if the size 
of the bone will allow, by ivory pegs or bolts. The 
alternative to this is the use of animal ligatures 
only, supplemented by extensive plaster-of-Paris 
splinting. But this method is very insecure and 
uncertain in the case of the long bones, and the 
long immobilisation by plaster does everything to 
retard vascularisation and osteogenesis in the new 
tissues. The experimental comparison of dead and 
living bone-pegs, when these are used as nails 
driven into living bone, reveals the fact that they. 
both behave in exactly the same way. The organic 
union between the peg and its bed seems to be as 
speedy and as firm in one case as in the other. 
There^would appear, therefore, to be no object 
served by making bone nails for fixation purposes 
out of the patient’s own tissues when ivory 
nails can be accurately prepared beforehand. In 
clinical practice all these principles are of the 
utmost importance. Grafts have to be care¬ 
fully planned, fitted, and fixed if they are to 
give speedily successful results. Apart from the 
possibility of homoplastic grafting, which presents 
many practical difficulties, the best bone to use is 
the patient’s own tibia, from the mesial surface 
or crest of which a long and strong graft can be 
prepared. It should considerably overlap the gap 
which it has to fill and be made to fit into slots in 
the ends of the bone to be repaired, and there fixed 
either by ivory bolts or nails or by wire. 

But in the repair of gunshot wounds of bones, 
unfortunately, there are other elements which very 
gravely complicate the problem. These are latent 
sepsis, the injury of the soft parts, and the presence 
of large scars. For months after a wound has 
healed, especially that of a septic comminuted 
fracture, the tissues harbour the organisms of 
sepsis, which may flame into activity if the 
wound is reopened. To avoid this disaster a 
period of three to six months should be allowed 
to elapse before grafting, and by means of 
massage, active and passive congestion, the 
tissues may be either cleared of their infec¬ 
tion or made to declare the presence of pyogenic 
agencies. In important cases it is, indeed, wise 


to do a preliminary operation for the clearing 
out of debris and the removal of scar-tissue, and 
to postpone the implantation of bone for another 
considerable interval unless this preliminary opera¬ 
tion heals quite smoothly. Large superficial scars 
are a great source of danger. They will almost 
inevitably slough away after any plastic operation. 
Therefore either before or after any grafting opera¬ 
tion such scars must be replaced by sound skin, and 
eventually the graft ought to be buried in muscle or 
fascia, so that it does not immediately underlie the 
skin wound. In its practical aspects bone grafting 
as applied to the treatment of gunshot wounds is so 
new and important that all surgeons engaged in this 
work should be urged to publish all their cases, bad 
and good alike, in order that a sound opinion and 
practice may result from their experience. 


Professional Organisation among 
Medical Men. 

We are accustomed to hear from medical men 
that their profession is an unorganised body, and, 
therefore, at the mercy of the politician, who can 
always obtain his way from the whole by playing 
off some section against the others. We are equally 
familiar with the complaints made on political 
platforms, or even in the House of Commons, that 
the medical profession is such a perfectly organised 
ring that it can impose its will upon the legislature 
of the country. Of course, each statement is 
inaccurate, and when we say that a practical con¬ 
sensus of medical opinion has great weight, but 
that circumstances seldom elicit such a consensus, 
we have put the position in fairly correct terms. 
That this might well be so will, we think, be the 
opinion of our readers, when they study the section 
upon medical organisation, which will be published 
immediately in a supplement of the New States¬ 
man dealing with professional associations. The 
authors of this section go very fully into a compli¬ 
cated story, and have succeeded in making it clear, 
though unfamiliarity with some of the details betrays 
them now and again into incorrect generalisations. 
The Medical Act of 1858, for instance, has never been 
transformed to include the ideals of the earlier 
medical reformers, for so far from creating one 
portal of entry to the profession, the number of 
portals have been steadily increased. A well- 
deserved compliment is paid to the energetic 
tactics of the British Medical Association, whose 
complicated machinery is carefully explained—so 
carefully that the analysis of the constitution will 
be useful, perhaps, to many of its members. The 
most interesting section is the one dealing with 
the relations of the doctor to the community, 
wherein the reasons dictating the professional 
attitude are well analysed and, we think, fairly 
handled, though in one or two places the particular 
difficulties of the medical man towards a public, 
which cannot be expected fully to appreciate the 
basis of his conduct or practice, are not brought out. 
We strongly recommend the whole article to our 
readers as forming a useful synopsis of their pro¬ 
fessional position, made from outside their ranks. 
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THE PREVALENCE OF MEASLES. 

Measles has interfered much with the amenities 
of civil and political life during the last few weeks, 
and there is a widespread impression that it has 
been more prevalent and more severe than in 
previous years. Within the compass of a single 
week 87 deaths from this disease have been 
recorded in London, 18 in Manchester, and 19 in 
Birmingham, while epidemics have been reported 
from most other large towns. School authorities 
have in many places been obliged to take action: 
infant schools in Dublin were closed early in March 
and several of the public schools in this country were 
obliged to take the same course. Measles presents 
indeed to the school medical officer a problem of 
much complexity which is likely to claim attention 
for some time. As was shown by Dr. J. H. Thursfleld 
in the Local Government Reports for 1912-13, the 
serious pulmonary complications of measles are 
due to a mixed infection or one superadded to 
the primary infection. It is obvious that where 
large numbers of cases occur in an institution 
there is an increased opportunity for the individual 
case to find a secondary infection to which he is 
susceptible. Under these conditions a compara¬ 
tively rare complication such as mastoid infection 
may become frequent in an institution where 
measles is prevalent and one such secondary 
infection present. To the school authorities it 
would be a great convenience if pupils arrived 
immunised against the disease in the only way at 
present known, that of having already had an 
attack. As 90 per cent, of the mortality from measles 
occurs in children under 5 years it is highly 
advisable to protect them from infection up to this 
age, although in the mortality from measles at 
any age it shottld be remembered that sanitary 
conditions play the leading rdle. In the year 
1914 while the death-rate from measles per 1000 
living for London as a whole was 0’31, that for Shore- ! 
ditch was 1*02 and for Hampstead 002, or one- 
fiftieth of the mortality in the more crowded area. 
It has been estimated that in general the mortality 
from measles of children among the well-to-do 
classes is only one-fourth what it is in poor house¬ 
holds. But whether children from the age of 5 to 10 
years should be protected from sources of infection 
with the same care is a matter on which opinions 
may well differ. Unlike scarlatina, measles appears 
to be equally infectious at any period of life up to 
an advanced age. The chances of escaping exposure 
throughout life are remote, and the period of election 
might therefore, for many reasons, be the pre-school 
years. So acute has been the course of the disease 
amongst an entirely susceptible population, as in the 
classical examples of the Farfte and Fiji outbreaks, 
that some authors have assumed a degree of 
hereditary immunity among the general popula¬ 
tion handed on from parent to child. In harmony 
with this view is the admitted infrequency of 
measles in infants up to the age of 3 months, and 
a recent observation by Dr. Charles Herrman, of 
New York, that infants at a slightly greater age 
(3-5 months) contract the disease in such a mild 
form as to produce no effect on their weekly weight- 
chart. These characteristics of the epidemiology 
of measles demand further study, which should lead 


to an advance in our knowledge of the best 
methods of avoiding any considerable mortality. 
Prevention of the disease itself can, however, 
hardly be hoped for until the nature of the measles 
infection has been discovered. 


BREAD ECONOMY. 

An exhortation to economy in bread is at the 
moment the Food Controller's message to the 
nation in regard to the food-supply. We are 
asked to reduce our bread ration and to forgo 
the use of wheat-stufifs at afternoon tea. It may 
naturally be asked how bread, which is commonly 
called the staff of life, can be replaced in the bodily 
economy. In considering this question we should 
remember the rdle of bread in the dietary, which 
is to supply the carbohydrate necessity in the 
daily intake. “ Take care of the calories and the 
protein will take care of itself" is Professor 
Bayliss's adage, and it is clearly waste of time to 
discuss the value of bread apart from its carbo¬ 
hydrate content when substitutes of equal calorific 
value are available. Oatmeal, barley meal and 
flour, maize-meal and rice can be freely used 
without any apparent physiological disadvantage to 
replace or to eke out our supply of wheat flour. 
The view that wheat is an essential article of diet 
must therefore be regarded as ill-founded, a mere 
dietetic fetish. Other more available starchy foods 
should promptly come into general use, and the 
immediate desideratum is an earnest and practical 
study of the best and most palatable forms in 
which to present these substitutes on the table. If 
that were done by our cooks, bakers, and heads of 
families the idea of a physiological disaster might 
be put aside. The extreme importance of this 
simple temporary step should be universally 
realised, since its adoption may well mean the 
successful avoidance of great hardship, especially 
to the poorer parts of the community. The appeal 
to cut down the consumption of wheat flour should 
find a ready response from every patriotic indi¬ 
vidual in the land. _ 


VOLUNTARY ACCELERATION OF THE 
HEART-RATE. 

It appears that there are a few individuals who 
possess the extraordinary capacity of voluntarily 
quickening the heart-rate; 13 instances in all 
have been recorded, and another is reported in 
some detail by Dr. John Favill (Chicago) and Dr. Paul 
Dudley White (Boston) in the current issue of Heart 
(vol. vi., No. 3, p. 175). The quickening commences 
almost immediately after the subject has willed 
it and one second after the word is given by the 
observer. The history of how such voluntary accele¬ 
ration came to be acquired is interesting. There 
had never been any organic disease of the heart. At 
the age of 15 a quickened pulse-rate was noticed 
after mental excitement or physical exertion. 
Cross-country running about the age of 20 caused 
no cardiac symptoms even when seven miles were 
covered in 40 minutes. At the age of 22 the effort 
of climbing a small mountain sent the pulse-rate 
up to 190. Two years later the sensations which 
have since been found to accompany voluntary 
acceleration were induced for no known reasons 
and repeated occasionally in the following years. 
Two years after, in 1913, the power of voluntary 
acceleration was discovered by chance. It has been 
possible to exert this power ever sinpe. Such 
quickening is dependent on a distinct effort of 
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will, and the strain is as tiring as that pro¬ 
duced by holding up a heavy weight; it is 
not a succession of efforts but one that is 
continuous. Relief is felt with the cessation 
of the acceleration. During the quickening there 
is a feeling of fullness or tingling over the 
whole body. A mild exhilaration occurs for a 
few seconds, and moderate fat'gue follows if the 
paroxysm is induced several times. The phenomena 
associated with the acceleration are as follows. 
The maximum increase in rate observed has been 
one of 96 beats, the rate changing from 104 to 200. 
An electrocardiographic record shows a quickening, 
on another occasion, of from 98 to 161. The least 
increase has been 30 beats. The maximum speed 
is reached after several beats have occurred; the 
high speed is maintained for a few seconds, then 
gradually descends to a normal rate. In the paroxysm 
the blood pressure is slightly raised, the pupils 
dilate, and some sweating occurs on the palms 
of the hands. The acceleration is suggested 
to be due, in great part at least, to the action 
of the accelerator mechanism and not chiefly to 
the withdrawal of vagal action, since accelera¬ 
tion can be induced even after atropine has 
been given, and since the character of the electro¬ 
cardiographic curves during the quickening is 
similar to those which occur when the sympathetic 
nerves are experimentally stimulated. It is reported 
that this curious faculty has on two occasions been 
of service to its possessor. “ Once in a condition 
of great fatigue in a hot operating-room, and again 
while watching cattle killed in a great packing 
plant for the first time, sensations of impending 
syncope were felt. On each occasion voluntary 
acceleration, with its rise of blood pressure, was 
induced and the feeling of faintness vanished at 
once.” These observations are of interest as a 
contribution to the study of variations in the 
cardiac rhythm, and their publication may lead to 
the discovery of similar cases. The term “ volun¬ 
tary acceleration” remains in some sense a mis¬ 
nomer, unless conclusive evidence is present of a 
direct influence of the will upon the cardio 
accelerator mechanism. In the case recorded 
the feeling of strain described suggests that some 
powerful voluntary contraction of muscles was 
involved to which the acceleration might have 
been a secondary or associated phenomenon. 


SOME ESSENTIAL DIFFERENCES BETWEEN 
ANIMAL AND VEGETABLE FATS. 

The existence of accessory factors in various 
foods may be regarded as a well-established fact, 
and it is now becoming recognised that there is 
a considerable variety among these accessory foods. 
Experiment shows that young rats will not grow 
if fed on polished rice and butter, or on rice and 
wheat germ; while if both wheat germ and butter 
are added the diet becomes adequate. Milk con¬ 
tains both of these factors. There seem to be two 
groups of these substances; one is the “ fat-soluble 
A ” factor and the other contained in wheat germ 
^Juble in water, not in fat, and has been called 
the “ water-soluble factor B.” In a recent volume 
of the American Journal of Physiology (vol. xli., 
1916) E. V. McCollum directs attention to the dis¬ 
tribution in plants of the “fat soluble A,” the 
dietary essential of butter fat. The question arises 
ln view of the present consumption of margarine 
^4 other butter similars, whether any of 
t* 16 substitutes can actually replace butter in 


the diet. The question has been investigated 
in America by several observers and in this 
country by Halliburton and Drummond to ascertain 
whether the chief butter substitutes now upon the 
market contain the important fat-soluble A factor. 
Young growing rats were used, their dietary con¬ 
sisting of purified food-6tuf?s, such as caseinogen, 
starch, dextrin, sugar, the water-soluble B factor, 
together with the addition of the fat to be examined. 
A rat fed on such a diet with the addition of lard 
was eventually found to decline and die, but if 
the fat-soluble accessory substance A was added in 
sufficient amount and not too late, the life of the 
animal was saved and normal growth ensued. Some 
of the results may be summarised thus:— 

“ Olco oil ” margarines.—In these the ltasal fat of low 
melting point - oleo-oil ” is prepared commercially from beef 
fat. OBborne and Mendel in America showed that this com¬ 
mercial product contains the accessory factor associated 
with fats, and this form of margarine was found to be 
equal to butter fat in the nutrition of young rats. For 
vegetable oil margarines the basis is a cheap vegetable oil, 
e.g., coconut and peanut oil. Few, if any, of the chief 
vegetable oils—corn, olive, sunflower seeds, soy-bean, 
wheat, linseed, arachis, coconut and cotton-seed' oils— 
contain the fat-soluble A. Bats do not grow to adult size 
when any one of these oils is the only fat present in the 
dietary. Margarines made from these oils are deficient in 
the important fat-soluble factor. 

Vegetarian suet and lard substitutes.—Those examined 
were free from the fat soluble factor; one was a deodorised 
coconut oil and the other a hydrogenated cotton-seed oil 
preparation corresponding to “ Crisco,” sold extensively in 
the U.S.A. ns a lard substitute, but is a useless substitute 
for butter. 

The points raised are obviously of great practical 
importance and their solution essential to the 
proper understanding of some of the food problems 
which the war has forced upon our notice. 


A CASE OF POST-OPERATIVE TETANY. 

Dri H. W. Stenvers records 1 a case of tetany 
occurring after the operative removal of the thyroid 
gland, or tetania parathyreopriva, as it is sometimes 
called, in which relief of the symptoms was obtained 
both by the administration of parathyroid gland 
tissue by the mouth and by the transplantation of 
parathyroid glands. The patient, a girl aged 20, had 
shown signs and symptoms of exophthalmic goitre 
four years previously, and had had the right 
half of the thyroid gland removed at that 
time. Eighteen months later a second opera¬ 
tion became necessary, and the other half of 
the gland was taken away. While the patient 
was still on the operating table she had a 
violent and painful attack of tetany. Ever since 
that time she had been subject to attacks of tetany, 
which were worst just before the menstrual periods; 
latterly the tetany had been so severe as to prevent 
her from working. When she came under the care 
of Dr. Stenvers she was thrown into a state of 
forcible and painful tonic spasm, most marked on 
the right side, by any sudden mechanical, optical, 
or auditory stimulus. The physical signs of Chvostek, 
Erb, and Trousseau, characteristic of tetany, were all 
well shown by the patient, particularly on the right 
side. Dr. Stenvers draws attention to the rapidity 
with which tetany followed the removal of the 
last of the parathyroid glands in this patient. 
As a rule many hours or days elapse before tetanic 
spasms occur in these cases, and a quotation from 
Marine is given to show that in dogs tetania 
parathyreopriva may develop in as little as 
seven hours. Dr. Stenvers concludes that after 

1 Nederl. Tijdschr. v. Geneeakunde, Amsterdam, 1917,1.. 85. 
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her first operation his patient was living in a 
borderland condition of latent tetany. Discussing 
the treatment of this form of tetany, he notes that 
the daily exhibition of a few decigrammes of fresh 
parathyroid tissue from the horse gave his patient 
great relief. This was shown in three waysfirstly, 
the muscles became much less excitable to the 
interrupted galvanic current; secondly, the excre¬ 
tion of creatinine in the urine was lessened; 
thirdly, the general condition of the patient 
improved. The importance of creatinine in 
tetany is this, that the tone of the voluntary 
muscles is much increased in conditions in 
which the excretion of creatinine is increased. 
Before the parathyroid treatment Dr. Sbenvers’s 
patient was excreting about 13 decigrammes of 
creatinine daily, but during the treatment 
this figure fell to about 6 decigrammes. Dr. 
Stenvers notes that horses’ parathyroid glands 
are hard to come by during the war ; his attempts 
to make use of the parathyroids of pigs failed, 
apparently because he was unable to find these 
organs in the animals. The next step in the treat¬ 
ment consisted in the implantation of three para¬ 
thyroid glands by Professor Lameris, taken from 
patients with exophthalmic goitre. The results 
were excellent; four months later the patient was 
still able to work, though no longer quite free from 
the tetanic spasms, and the urinary creatinine had 
risen to nearly 9 decigrammes a day. Three months 
later the girl was still at work and delighted with 
the result of the treatment; the tetany was 
present still, but painless. 


THE INVENTOR OF ESPERANTO. 

Lazarus Ludwig Zamenhof, whose death is 
announced at Warsaw on Saturday last, was 57 
years of age and a native of Bialystok in Russian 
Poland. Of delicate health, he was intellectually 
precocious, reading and writing well at the age 
of four. In 1873 Zamenhof s father having been 
appointed inspector of private schools at Warsaw, 
the boy finished his education there, going on 
to Moscow University to study medicine. After 
qualifying in 1885 he returned to Warsaw, where 
he specialised as an ophthalmic surgeon. Warsaw, 
with its mixed population of Russians, Poles, 
Germans, and Jews, early directed Zamenhof’s 
attention to the need for a common language as an 
instrument of better civic and racial understand¬ 
ing, his idea being well expressed in the verse of 
the Esperantist hymn “ La Espero ” :— 

Sur neutrala lingva fundamento 
Komprenante unu la aiian, 

La popoloj faros in konsento 
Unu grandan rondon familian. 

Zamenhof drew attention to a preliminary form of 
Esperanto in 1878, but it was not till 1887 that he 
published his first text-book. Warsaw did not greet 
its local prophet with enthusiasm, and it was only 
after obstinate opposition that his propaganda 
spread through to Poland, Russia, Germany, Sweden, 
France, and finally in 1902, to England. In 1905 
the first Esperanto Congress was held at Boulogne- 
sur-Mer and since then large gatherings have 
collected annually at Cambridge, Dresden, Barce¬ 
lona, Washington, Antwerp, and Cracow, at which 
all the nations of the world have been repre¬ 
sented. Medicine and pharmacy are now repre¬ 
sented by the Tutmonda Esperantista Kuracista 
A 80 cio and the Intei'nacia Esperantista Farmaciista 


Asocio respectively, and a medical periodical, 
La Kuracisto , only ceased to appear on the outbreak 
of war. Zamenhof therefore lived to see a large 
measure of recognition given to his ideal of the 
drawing together of the races by means of a language 
which could be commonly used in addition to their 
native tongues. _ 

HYDROCARBONS IN # FISH LIVER OIL. 

The discovery of a high proportion of hydro¬ 
carbon in fish liver oil is remarkable, and should 
set chemists and physiologists thinking as to how 
its presence is to be explained in place of the 
usual saponifiable fat or glyceride. Mr. A. Chaston 
Chapman reported at a recent meeting of the 
Society of Public Analysts that a sample of oil 
from certain species of sharks caught off the coast 
of Morocco had been found to contain as much as 
90 per cent, of unsaponiflable matter, consisting 
almost entirely of a new unsaturated hydrocarbon 
to which the name of spinacene has been given 
and the formula CaoHao assigned. Apparently there 
are two main classes of shark-liver oils, the one 
having a specific gravity of about 0'86 and con¬ 
taining a very high percentage—up to 90 per cent. 
—of unsaponiflable matters, and the other having 
a specific gravity of 0*91 to 0*93 and consisting 
largely of glycerides with smaller proportions of 
unsaponiflable matters containing cholesterol. As 
Mr. Chapman points out, the fact that these two 
classes of oils have totally different chemical char¬ 
acters and could not therefore be used for the same 
purposes makes it desirable to qualify the simple 
designation “ shark-liver oil ” by a statement of 
analysis. In soapmaking, of course, an oil containing 
so much hydrocarbon would be practically useless. 
Should such oil find its way into cod-liver oil the 
therapeutic intentions of the prescriber may well 
be set at naught, hydrocarbons, as is well known, 
possessing no nutritive value. 


The next session of the General Medical Council 
will commence at 2 p.m. on Tuesday, May 22nd, 
when Sir Donald MacAlister, the President, will 
give an address. _ 

Sir Ernest Goodhart and Mr. Gordon Goodhart 
have given the sum of £300 to Epsom College 
in memory of their father, Sir James Frederic 
Goodhart, who was one of the earliest pupils at 
the College. 


Royal College of Surgeons of England.— 
A quarterly meeting of the Council was held on April 12th, 
Sir Watson Cheyne, the President, being in the ohair. In 
accordance with the recommendation of the Jacksonian 
Committee the Jacksonian prize for the year 1916 was 
awarded to the author of the dissertation bearing the motto 
“ Experientia docet”: when the envelope bearing this 
motto was opened, the President announced the name of Mr. 
Ernest W. Hey Groves. The subject of the dissertation was 
11 Methods and Results of Transplantation of Bone in the 
Repair of Defects caused by Injury or Disease. 11 It was 
resolved that the subject for the Jacksonian prize for the 
year 1918 should be “The Injuries and Diseases of the 
Pancreas and their Surgical Treatment.” Sir Arthur Thomas 
Sloggett, K.C.B., C.M.G., was elected a Fellow of the College 
under the section of the charter relating to Members of 
20 years’ standing. Mr. Charters J. Symonds was appointed 
a representative of the College on the Senate of the Univer¬ 
sity of London for a period of four years in the vacancy occa¬ 
sioned by the expiration of the period of offioeof Sir Rickman 
•7. Godlee. The President reported that, together with the 
President of the Royal College of Physicians of London, he 
had reoeived a deputation from the National Medical Union 
on the subject of the mobilisation of the medical profession. 
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TUBERCULOSIS IN AUSTRALIA. 


The report on tuberculosis which has just been issued by 
the committee appointed to consider and report on the 
causes of death and invalidity in the Commonwealth of 
Australia 1 is to be welcomed as a distinct contribution 
to the knowledge of the subject. The personnel of the 
oommitttee, over which Mr. James Matthews, an Australian 
Member of Parliament, presided, adds material weight to 
the character of their conclusions. Sir H. £. Allen’s 
pathological and general knowledge is supplemented by 
Dr. J. H. L. Cumpston’s special information, for he had 
previously acted as a Royal Commissioner when principal 
medical officer of Western Australia, and then made a 
most valuable report on the incidence of miner’s phthisis. 
Dr. A. Jeffreys Wood, the fourth member of the com¬ 
mittee, has particular experience of children, and thus 
rounds off the equipment of a well-chosen body. 


Factors concerned in the Control of the Disease . 

The report displays many points of especial interest in the 
light of the peculiarly favourable climatic conditions for 
chest diseases existing over the greater part of the Common¬ 
wealth, and the superior conditions of living among the 
general mass of people. The problem divides itself, there, 
aa here, into two questions. To quote the report:— 

The whole study of tubercle must be of a twofold character—firstly 
in relation to exposure to infection with the bacillus, and secondly in 
relation to the resistance of the individual. 


The second problem, which time is showing to be the more 
important of the two, has hardly received the consideration 
its importance deserves. The report states :— 

The two principal factors concerned in the determination of the 
results of infection are: (1) Personal resistance of the Individual 
infected; and (2) effect of environment on the health of the person. 
With regard to the comparative importance of either of these two 
factors very little can be said in the present state of scientific knowledge, 
yet it is becoming increasingly evident that they are the main factors 
concerned in the cure and control of the disease. 

The principal attention of the report is directed to the 
infectious side, although the evidence brought together does 
not suggest that the following up of that side so exclusively 
has yielded results commensurate with the expenditure. 

In England and Wales, at any rate, the fall of the death- 
rate has not been materially altered by the knowledge that 
the disease was infectious, which was established in 1884 
with Koch's discoveries, although in Australia there has been 
a more definite improvement since that discovery. This 
especially holds in Queensland, where the top year of a rising 
death-rate was 1884 with 196 per 100,000, as against 183 in 
England and Wales, whereas Queensland’s death-rate in 1914 
had fallen to 42, while England and Wales still stood at 101, 
more than double. 

In this connexion it is interesting to contrast the position 
of the question in the old country, with its death-rate 
uniformly falling during the whole of the last century, with 
the various Australian States, which reached their top on a 
rising death-rate for pulmonary tuberculosis in the following 
years:— 


New South Wales 

.. 

. (1885) 116 

. (1914) 64 

Victoria. 

. 

. (1887) 153 

. 72 

Queensland. 

. 

. (1884) 196 

.. 43 

South Australia... 

. 

. (1888) 118 

. 64 

Tasmania H . ... 

. 

. (1887) 115 

. 45 

In England the rate has uniformly fallen 

: — 

In 1870 ... 241 

In 1884 . 

.. 183 1 

In 1904 ... 124 

„ 1874 ... 209 

„ 1894 . 

,.. 138 | 

„ 1914 ... 101 


Making a comparison between the rate before 1884, we 
find Koch’s discovery year and subsequent years:— 


1875 1886 18961914 

England . 220 177 139 101 

New South Wales 106 116 81 64 

Victoria . 130 145 132 72 


1875 1885 1895 1914 

Queensland ... 141 192 96 43 

South Australia 100 99 96 64 

Tasmania. — 111 75 45 


These figures suggest a somewhat generally held view among 
medical men in Australia that infection is possibly a matter 
of more importance in countries with higher average 
temperatures, which means that education concerning and 
precautions against infection are more valuable in countries 
belonging to the warmer latitudes. 


i F. 11968. A. J. Mullett, Government Printer, State of Victoria. 


Notification .— Death-rate in Relation to Age .— Distribution. 

As regards notification, the question does not seem to be 
in a much more satisfactory condition in Australia than in 
this country, as the notification proportions to death-rate 
show that the average case is not notified till the later stage 
of the disease. In this connexion a great improvement will 
occur when the death-rate figures are published in definite 
periods, after notification has occurred, say, one month, six 
months, 12 months, 18 months, and so on, then a reasonable 
comparison of results can be instituted between the various 
States. It will probably be found that by far the greater 
number of deaths occur within six months of notification, 
suggesting that the present practice is to notify long after 
the infectious state has been reached, which in itself would 
more than nullify the procedure. 

In relation to the age at which tubercle is most dangerous, 
a most interesting set of figures is given which demonstrates 
that the death-rate from tubercle does not in males differ 
very much in accordance with age, rising slowly from 
111 per 100,000 between 25 and 29 till it reaches its 
maximum in males between 55 and 59, or 185 per 100,000, 
then slowly falling to 137 between 70 and 74. In women 
the incidence is quite different. The corresponding figures 
rapidly rise from 113 per 100,000 between the ages of 20 to 
24, to a maximum of 135 per 100,000 between 25 and 29, and 
as rapidly fall to 121 between 30 and 34, gradually diminish 
to 91 per 100,000 between 60 and 69. 

The rate is never so high for women as men after the 
thirtieth year. The high figures for women in early life are 
probably due to child-bearing and the sexual periods whioh 
have such an injurious relation to tuberculous women, and 
in this connexion it must be remembered that the healthy 
woman marrying the tuberculous man finds far greater 
danger of infection than if the risk were the other way 
about. 

The distribution of tuberculosis in Australia is a matter that 
must attract considerable attention. The figures are for the 
year 1911 and for men only (the total number of deaths 
analysed being a little over 2000), but they yield first of 
all the statement that tubercle is most fatal among those 
of independent means, being at the rate of 222 per 100,000, 
independence being apparently even more fatal than mining 
and quarrying with its 200 per 100,000, industrial 153, pro¬ 
fessional and commercial 120, winding up with pastoral and 
other primary industries at 25 per 100,000. This suggests 
some reflections, and accords with the view held by many 
that resistance to tubercle is less among the well-to-do 
classes, and manifestly it can in their cases be neither 
housing nor want, but the disease catching them at their 
best, with no reserve, and with little grit, so to speak, 
putting the balance on the side of the bacillus. This return 
is very interesting from a treatment point of view, and 
suggests that the rich suffer from insufficient stamina, and 
that an increase of hardening should be aimed at for tbeir 
successful treatment. The pastoral industry, on the other 
hand, probably working longer hours at a slower pace than 
any other, gives the best results. 

Preventive Measures. 

Years ago the prevalence of tubercle in the oolony was 
supposed to be due to importation of cases attracted by the 
suitable climate, but statistics put an end to that fallacy, as it 
is found that 72 percent, of the deaths occur amongst those bom 
in the colony, and 13*5 with over 20 years residence, while 
only 6 *2 occurred within five years of arriving. In a democratic 
community like Australia it is interesting to see that the 
treating of tuberculosis as a penal offence is suggested. 
That is all the more striking, as the view which regards 
infection as being the main cause of the death-rate 
has had little fresh evidence brought forward in its favour. 
Although gross infection undoubtedly does act injuriously, 
only in about 30 per cent, of the cases is any contact proved, 
which is an insufficient number to justify the drastic powers 
suggested. It must be remembered that Sir H. Allen’s expe¬ 
rience in the post-mortem room of the Melbourne Hospital 
confirmed the now generally admitted fact of the almost 
universal tuberculous infection in later life, as first practically 
demonstrated by Naegeli and von Pirquet. If this is so, the 
line of success must lie in seeking to increase the resist¬ 
ance rather than in the diminution of infection. It must be 
remembered that smaller incidence in women, especially at 
the later period when men are most subject, almost proves 
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this contention. The men and women graph at the end of 
the report is a most eloquent statement. The lowest women's 
death age is from 50 to 55, and the highest death age for a 
man is 55 to 59, women then being under 80 per 100,000 and 
men over 180 per 100,000. an impossible position if infection 
were the main cause of death-rate. 

It should, we think, be remembered that penal clauses 
militate against their own success as tending to prevent 
the notification of earlier cases. The State should, in its 
own interest, be prepared to provide beds for all later 
cases desiring them. There should be no such position as 
“ hospital beds full, no room for more.” Likewise every 
effort should be made to remove notably infectious cases, on 
ordinary sanitary grounds, from lodging-houses and places of 
public resort. But interference with the home must be very 
carefully safeguarded except by the legitimate means of 
education and persuasion, save in those cases where poverty 
and dirt render some alteration necessary in the interests of 
the individuals themselves as well as the community. 

Far more important in our view is the question of proper 
sustenance for the dependents of the tuberculous, a 
point at present more responsible for the extension of the 
disease than any other cause, by diminishing the resistance, 
from insufficient food, to those already probably considerably 
infected. Here comes in the question of the extreme value 
of the invalidity pension of the Commonwealth, which might 
well be copied in this country. It appears fair that the 
community should see that those to whom it supplies 
pensions should take proper precautions, and the pensions 
investigation suggested in the report has all in its favour. 
By investigating the condition of the pensioners many im¬ 
portant problems could be settled to the material welfare of 
the community. How important these pensioners are to the 
Commonwealth finances is indicated by the payment made 
under the Act of £44,000 in the last five years. We are glad 
to see that the report suggests that the pensions should not 
be interfered with on the patients entering hospital. 

Administrative measures, the report says, should be adapted 
to the knowledge and experience already available. The latter 
are, as we have seen, by no means the same in Australia as 
in this country, but there, as here, the keynote of success 
probably lies in the dispensary system, which keeps in 
touch with the tuberculous in their own homes. “Con¬ 
siderable extension,” the report’s recommendation runs, “of 
the dispensary system is required, with the object especially 
of.detecting the early cases before they reach the stage when 
they are infectious for others. A necessary corollary to this 
is the provision of sufficient sanatorium and hospital accom¬ 
modation to afford a bed for every early case. ” The object 
of this provision being contained in the statement, which we 
can cordially endorse : “ They go to the sanatoria for cure 
and for education, and cure rests mainly upon education.” 

Another useful suggestion in the report is to the effect 
that the school medical inspectors be supplied with a 
definite standard of nutrition in school children for them to 
work upon. Undoubtedly the undersized and undeveloped 
are the most susceptible to tuberculous diseases in youth. 
We think it probable, however, that a different standard 
would be required for each colony and possibly for different 
degrees of latitude in each colony. The suggested observa¬ 
tion of nutritional percentages 8 at regular periods by the 
teachers would probably bring early tubercle more under 
observation than any other single simple measure. The 
effect of different latitudes on the development of a 
similar race in regard to tuberculosis would, in addition, 
yield material of enormous importance to the problem of 
the white development in Australia, a matter more nearly 
touching national life in the Commonwealth than in any 
other part of the British dominions. 

In conclusion, a word of commendation must be given 
for the excellent graphs which accompany the report, the 
high character and able presentment of whioh reflect the 
careful selection of the Commissioners. 

2 The Lancet, 1915, I., 85. 


The late Charles Moon, M.D.Edin.—D r. Charles 
Moon, whose death has juBt occurred at his residence, Dundee, 
was born in 1843, and educated at St. Andrews and Edinburgh 
Universities. After qualifying, he started practice in 
Dundee, where he built up a large practice over a period 
of half a century. He is survived by a widow, five sons, and 
two daughters. * 


THB CONTROL OF VENEREAL DISEASES. 


The Bootle Scheme. 

The scheme for the diagnosis and treatment of venereal 
diseases adopted by the Bootle town council has been 
approved by the Local Government Board and is now, we 
learn from Dr. W. Allen Daley, medical officer of health, in 
operation. The salient features of this scheme are as 
follows : — 

1. Cases of venereal disease in their earlier and all com¬ 
municable stages will be dealt with at the treatment centre 
(borough hospital), irrespective of their place of residence 
or their means. 2. Mr. W. N. Clemmey. M.R.C.S., honorary 
surgeon and radiologist to the hospital, has been appointed 
medical officer to the clinic, to be held at noon on two days 
a week, with facilities for attendance in the evening "of 
persons unable to attend during working hours. 3. Pro¬ 
vision has been made at the hospital for microscopical exa¬ 
mination of specimens from gonorrhoeal cases. Examination 
for spirochetes and Wassermann reactions will be undertaken 
by Professor L. M. Beattie at the University of Liverpool. 
4* Private practitioners may send patients to the hospital for 
blood to be taken for Wassermann reactions or for smears for 
the examination of spirochetes to be prepared. 5. A report 
is posted to any private practitioner who sends a case for 
consultation. 6. The Borongh Hospital Committee receives 
£100 per annum for the services of its medical officer, and 
£25 for therapeutic agents for a period of six months. 
Approved substitutes for salvarsan to be supplied by the 
Corporation. The Hospital Committee reserves two beds to be 
used exclusively for persons suffering from venereal diseases, 
the council paying £200 per annum, and an additional sum of 
5s. per night is paid for each person admitted for intravenous 
injection when the two reserved beds are already occupied. 
7. On personal request from private practitioners, reports 
on the previous treatment of patients will be furnished, but 
such reports will be given only with the consent of the 
patients. 8. The scheme does not include the treatment of 
patients in places other than the hospital. If the medical 
officer is called upon to attend patients in their homes a 
special fee will be charged. 

The cost of these arrangements for the first 12 months is 
estimated at £400, including the provision of a third bed in 
the hospital on 200 nights. The medical officer of health is 
a member of the Liverpool Branch of the National Society 
for Combating Venereal Diseases and under its auspices 
lectures are being given for public instruction and 
enlightenment. 

AntitnonuU Treatment of Phagedana and Syphilis. 

A paper by Dr. D. Jos6 Brotons, in the Bevista de Medicine 
on the treatment of phagedssna and syphilis by the intra¬ 
venous injection of antimonial compounds (Los compuestos 
antimoniales por via endovenosa en el tratamiento del fage- 
denismo chancroso y en la sifilis) is of considerable interest. 
The author gives clinical histories of five cases treated 
by this method, three of soft chancres with phagedasna, 
one of ulcerating gummata, and one of hard chancre 
with very severe secondary symptoms and rapidly deepening 
cachexia. In all these cases rapid improvement leading to cure 
of the condition was brought about by intravenous injections 
of doses of tartar emetic varying from 3 to 10 centigrammes, 
and this after other methods of treatment had failed 
to arrest the morbid process. Dr. Brotons claims for 
antimony specific “ anti-spirillary” properties, and dissents 
from McDonagh’s view that it acts merely by heightening 
the effect of iodine. 

Post-Graduate Summer Courses in London. 

Three hundred panel practitioners have already attended 
the courses of instruction given by Lieutenant-Colonel L. W. 
Harrison at the Military Hospital, Rochester-row, London, 
S.W. 1, and arrangements are being made for holding farther 
courses of instruction at the hospital during the forthcoming 
summer. Many practitioners were compelled to forgo 
attendance at the winter courses through pressure of work. 
The summer courses will be extended over a period of six 
weeks in order to give more opportunities for practical work. 
Lieutenant-Colonel Harrison is prepared to give those 
practitioners who have already attended at the hospital a 
larger opportunity of attending practical demonstrations. 
Applications should be made to the secretary of the London 
Panel Committee, 51, Chancery-lane, W.C. 2. 
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PARIS. 

(From our own Correspondent.) 


The Remits of Operation in Purulent Arthritis. 


M. Auvray has recently summarised at the Society of 
Surgery the operations performed by him during the war in 
111 oases of suppurative arthritis of the large joints. In 
every case definite purulent arthritis was shown to be 
present, sometimes unrecognised for several weeks after the 
infliction of the wound. Only the immediate results of 
operation were available in regard to life and the pre¬ 
servation of the limb, the majority of patients having 
been lost sight of after healing of the wound. The 
joints affected were the knee (34), the elbow (32), 
the shoulder (20), the ankle (12), the wrist (7), the hip 
(4), and the sacroiliac articulation (2). Eight patients 
died, a total mortality of 7 per cent. Of the cases 
of purulent arthritis of the wrist, 7 were resected 
and all recovered. Of the elbow, 5 underwent arthro- 
tomy only and all recovered; 9 in addition underwent 
secondary resection, and all of these also recovered ; among 
the 18 cases in whom a more or less typical resection of the 
joint was of necessity performed at the onset, one death 
occurred. Of 20 cases of suppurative arthritis of the 
shoulder 2 were treated at the onset by resection and 
recovered ; 18, of whom 1 died, underwent secondary 
resection. For purulent arthritis of the ankle 12 operations 
were performed, of which 2 were amputations ; all recovered 
with the exception of one of the amputation cases. Of the 
34 cases of suppurative arthritis of the knee 21 were 
submitted to arthrotomy, resulting in 20 recoveries and 
1 death ; 4 were treated by resection, of whom 1 died and 
another, owing to symptoms of infection, was obliged to 
undergo amputation ; in 9 other cases recourse to amputation 
proved necessary. Out of a total, therefore, of 10 amputa¬ 
tions there were 7 recoveries and 3 deaths. Finally, in cases 
of suppurative arthritis of the hip, 4 resections gave 
4 recoveries. 

Diphtheria in the Army. 


In a study dealing with the work of a diphtheria service 
Dr. Louis Rue calls attention to the necessity of em¬ 
ploying large doses of serum, especially under certain 
conditions. This, although a cardinal point in treatment, is 
insufficiently recognised by some practitioners. Under pre¬ 
war conditions an average dose of 120 to 150 c.c. of serum 
in each case had reduced the total mortality to 3*45 per cent., 
and only a very small number of cases of diphtheritic para¬ 
lysis were seen. Dr. Orticoni, who is an advocate of large 
doses of serum, found on his arrival at an infectious hospital 
base 20-25 and even 29 per cent, mortality from certain 
sections of the front where doses of 50-60 c.c. daily were 
employed ; while numerous cases of generalised paralysis 
resulted during convalescence. Orticoni systematically 
introduced the method of large and repeated doses. In cases 
of average severity he injected some 300 to 500 c.c. in the 
course of the disease ; in severe cases 700 to 1000 and even 
1800 c.c., commencing with doses of 100 to 120 c.c. daily in 
two injections. During a period of seven months he treated 
thus 208 cases of diphtheria, with only a single death. Albu¬ 
minuria became infrequent, and only two or three patients 
passed at any time as much as 0*1-0 3 per cent, of albumin. 
Albuminuria is no contra-indication to serum treatment; on 
the contrary, if applied in the course of a case of moderately 
acute diphtheritic albuminuria the albumin rapidly disappears. 
The only troublesome complications due to the serum were 
articular. Urticaria was frequent, affecting the abdominal 
walls, or more generalised, and attended with itching. 
Paralysis was rare. The serum should be continued two oi 
three days after the false membrane has disappeared. Largei 
doses were employed when the false membrane was greyish 
in colour or diffluent, or when the surrounding mucosa wa£ 
much affected. Bleeding from the mouth or nose, or blood- 
staining of the mucosa around the false membrane suggest 
the advisability of large doses, especially as the serum is not 
a negligible factor in increasing the coagulability of the blood. 
The fear of anaphylaxis was found to be quite illusory, as it 
could be avoided by a preventive administration of a dose 
of 1 to 4 grammes a day of calcium chloride and of injec¬ 
tions of 1/4 of a milligramme of adrenalin. M. Rue indicates 


a symptom which might be disturbing to a doctor who had 
not been warned. In certain cases a localised arthralgia 
occurs in the temporo-maxillary articulations, occasionally 
affecting the cervical and dorsal spine. The resulting 
trismus and rigidity of the spine then suggest tetanus. The 
fact of a previous injection of serum and the frequent 
co-existence of urticaria lead to a correct diagnosis. 

“ Jigsaw ’’ Autoplasty. 

M. Morestin recently made a communication to the 
Academy of Medicine on a form of autoplasty which does 
not require any addition of foreign tissue. At most it is 
necessary to take smallish strips from the immediate neigh¬ 
bourhood of the injury, for whereas deformity is often 
considerable the actual loss of substance may be very slight 
or even nil. The tissue debris, scattered in irregular rents, 
shrivelled, or rolled up, are still generally living. To turn 
these fragments to good account it is necessary to begin 
with the methodical removal of cicatrices, scrupulously 
respecting all that remains of the healthy soft tissues. 
Strips of mucosa are isolated without paying much attention 
at first to their method of disposal. Dissection must be 
patient and complete, and the greatest possible mobility of 
the wound secured by dividing all adhesions. At this stage the 
question arises of bringing together and reuniting the frag¬ 
ments. Little by little the best arrangement is found, the 
operator being guided all the time by the facts he ascertains. 
In this form of reparative surgery no two cases are identical. 
Sometimes the results obtained may be improved by touching 
up later, but in many cases they are perfect from the first. 
Jigsaw autoplasty has extensive indications in all injuries 
of the face, especially in mutilations of the lips and the 
cheeks. General anaesthesia is hardly ever necessary. 

April 16th. _ 


URBAN VITAL STATISTICS. 


(Week ended April 7th, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate oivil population estimated at nearly 17,000.000 persons, 
the annual rate of mortality was 17*3, against 16*9 and 18 0 per 1000 
in the iwo preceding weeks. In London, with a population exceeding 
4,000,000 persons, the death-rate was 16*9, or 1*2 per 1000 below that 
recorded In the previous week; among the remaining towns the 
rates ranged from 7*0 in Cambridge, 7*7 in Oxford, and 7*8 in Hornsey, to 
28 0 in Middlesbrough, 28*5 in Great Yarmouth, and 29*8in Warrington. 
The principal epidemic diseases caused 438 deaths, which corresponded 
to an annual rate of 1*3 per 1000, and included 279 from measles, 
56 each from whooping-cough and Infantile diarrhoea, 36 from diphtheria, 
8 from scarlet fever, and 3 from enteric fever. The deaths from measles 
showed a further Increase compared with the numbers recorded in 
the 10 preceding weeks, and caused the highest annual rates of 3*4 In 
Bolton, 3*6 In Middlesbrough and In Sunderland, and 6 3 in Dudley. 
The 755 cases of scarlet fever and the 1297 cases of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital were respectively 40 and 80 below the numbers 
remaining at the end of the previous week. Of the 5627 deaths 
from all causes in the 96 towns, 191 resulted from violence. The 
causes of 64 of the total deaths were uncertified, of which 16 were 
registered in Birmingham. 5 in Liverpool, and 4 In Gatesheal, but 
only 1 in London. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the death rate was 
equal to 16 9, against 16*2 and 17*9 per 1000 in the two preceding 
weeks. The 386 deaths In Glasgow corresponded to an annual rate 
of 18 0 per 1000, and Included 34 from whooping-cough, 23 from 
measles. 6 from infantile diarrhoea, 3 from diphtheria, and I from 
scarlet fever. The 121 deaths in Edinburgh were equal to a rate of 
19*0 per 1000, and included 10 from measles, 8 from whooping-cough, 
and 1 each from diphtheria and infantile diarrhoea. 

Irish Towns .—The 198 deaths registered In Dublin were equal to an 
annual rate of 25*9, or 3*4 per 1000 above that recorded in the 
previous week, and Included 20 from measles, 3 each from whooping- 
cough and infantile diarrhoea, and 1 from diphtheria. The 19b 
deaths in Belfast corresponded to a rate of 25*2 per 1000, and 
included 8 from measles, 5 from Infantile diarrhoea, 2 from enteric 
fever, and 1 from whooping-cough. 


Blinded Sailors and Soldiers in Edinburgh. 

—On April 12th Mr. Barnes, the Minister of Labour, visited 
the Scottish Blinded Soldiers’ and Sailors’ Hostel at 
Newington House, Edinburgh. The history and work of 
the hostel were explained to him by Dr. Burns and Mr. 
Sommerville Grieve, Mr. W. M. Stone, the superintendent, 
urgiDg the disadvantage of centralising in London the train¬ 
ing of blinded service men. After inspecting the hostel and 
workshops, Mr. Barnes said that the work at Newington 
House ought to have a part in any general scheme of 
organisation for blinded sendee men. 
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Comsponfrmt 

“Audi Alteram partem.” 

RADIATION IN MALIGNANT DISEASE. 

To the Editor of The Lancet. 

Sir, _I have read with much interest the paper on this 

subject by Captain A. A. Russell Green and the leading 
article in your issue of April 7th. While in no sense wishing 
to decry the effect of radiation, I cannot help thinking that 
you and your correspondent have formed a far too sanguine 
opinion on insufficient data. I select for comment the treat¬ 
ment of rodent ulcer, a subject to which I have devoted 
long study, and which, in fact, forms the chief basis of 
your correspondent’s paper, for he tells us that only two out 
of the 53 cases of “ neoplasmata,” on which he reports, were 
not rodent. Your correspondent bases his statistics, as far 
as I can follow them, on the mere healing of the rodent 
lesion, which I submit with confidence is a fallacious test. 
Thus in Table *IV. we are told that 66 per cent, of the traced 
cases were “ healed,” but the detailed analysis in which the 
duration of the observation is mentioned, in 24 cases which 
remained healed, more than half of these (13 to be exact) 
had been under scrutiny for less than two years. Moreover, 
analysing the 25 cases of rodent ulcer in Table I., the most 
important from the author’s standpoint, for these consti¬ 
tute the “traced healed cases,” we find that only seven of 
the 25 cases had a longer duration than five years, a 
reasonable conclusion from which data is that these were 
comparatively early and small lesions, peculiarly amenable to 
treatment of any kind. And this conclusion receives some 
confirmation from a consideration of Table II., “traced 
unhealed cases,” for of 14 such, seven were of longer 
duration than five years, and in three of the remaining seven 
the duration is not specified. The author therefore in his 
successful cases is probably dealing with small rodents as a 
rule. 

Now if we make mere healing of the lesion the criterion 
of success it is obvious that no treatment can compare with 
excision, for here “healing” is practically immediate and 
complete. But tested by the sole criterion which is of real 
importance, the ratio of recurrence, the argument for 
excision is greatly weakened, for an examination of published 
statistics of the results of operation makes on the whole 
melancholy reading. Two years ago in a paper on 
Rodent Ulcer contributed by me to the British Journal 
of Dermatology , reference was made to a table published 
by Butlin, in which, of a large series of operated cases kept 
under observation for three years, recurrence took place in 
63 per cent. And I believe that that period of observation, 
although it compares very favourably with your corre¬ 
spondent’s data, is far too short to allow of a considered 
judgment as to ultimate values of competing treatments. 

My personal opinion, expressed in the paper to which I 
have referred, is that a method of far wider application (for 
it is at the disposal of every practitioner, which is certainly 
not the case with radium) is the method of freezing with 
carbon-dioxide snow, a peculiarly valuable method in the 
small early rodent, and if practised at its first stages would, 
I am confident, materially lessen the toll of “unhealed” 
and inoperable cases.—I am, Sir, yours faithfully, 

Wimpole-street, W., April 17th, 1917. GRAHAM LITTLE. 

To the Editor of The Lancet. 

Sir, —In a leading article in The Lancet of April 7th 
you advocate post-operative radiation in cancer. You say: 
“ However favourable a case may appear, no surgeon can 
be sure that he has removed every trace of malignancy ; or, 
indeed, that he himself has not scattered malignant cells 
over the field of operation ” (italics mine). If this was the 
worst that could happen, immediate post-operative radiation 
might suffice to deal with it. But who shall say to what 
part of the body these cells may not be carried in the 
blood-stream ? I have for years been advocatingjm?-operative, 
as well as ywjtf-operative, radiation, and perhaps you will 
allow me to quote from a contribution which I made to a 
discussion on “Radiation in Cancer,” which was opened by 
Sir Alfred Pearce Gould at the annual meeting of the British 
Medical Association at Brighton in July, 1913. Having 


pointed out that with modern X ray technique a depressant 
effect can be produoed upon cancer cells long before there is 
any injury to the skin, I said :— 

We know that whenever and wherever the knife Ib employed there ii 
always a risk of disseminating malignant cells, which subsequently 
take root and flourish. It is not to he supposed, however, that this 
colonisation is allowed to take place without opposition on the part of 
the invaded tissues. Many of the would-be settlers are no doubt slain 
before they are able to propagate their kind. Some, nevertheless, 
usually escape, but if these specially vigorous oells were subjected to 
previous radio-therapeutio attack, their chances of post-operative 
survival would be materially lessened. A cancerous tumour in an early 
Btage presents an opportunity for X ray therapy which is never 
repeated. The enemy is concentrated in close order, and can be 
assaulted in force. Every cancer cell which escapes removal will then 
be in a devitalised condition, and in the presence of tissues whose 
resisting power has l>een artificially heightened. 

It has long been known that cancer grafts exposed to 
X rays Will rarely “take.” The present writer has in his 
possession pathological reports of cases of breast cancer 
which had been rayed for 3-4 weeks previous to operation. 
These reports stated that most of the cancer cells showed 
degenerative changes. Moreover, American workers have 
recently proved that raying of the mound surface into 
which a graft is to be put reduces by one-half the per¬ 
centage of successful plantings. 1 This furnishes experimental 
proof of another principle for whioh the present 
writer has contended—viz., that the effect of X rays in 
stimulating the healthy tissues to resistance is quite as 
important as any directly depressant action upon the cancer 
cells. Disregard of this principle leads to dire results, as is 
sometimes seen in the extensive sloughing of normal tissues 
around a buried tube of radium. 

You rightly deprecate any attempt to pit X rays against 
radium or vice-versa. May I point out, however, that any 
comparisons between X ray and radium effects are valueless 
unless exact details as to filtration, quality of ray, milli- 
ampdrage in tube, distance from skin, time, number and 
spacing of exposures are all given. For example, a 
“reaction” produced by soft unfiltered X rays has a 
significance quite other than a similar response produced 
by a very penetrating, heavily filtered Rontgen radiation. 
In the one case the reaction is rapidly provoked and 
involves surface cells only ; any malignant tissue lying even 
a few millimetres below the surface is unaffected. In the 
other, response is more tardy, but the disturbance reaches 
to a depth of some centimetres. The bearing of these facts 
upon liability to recurrence is self-evident. 

I am, Sir, yours faithfully, 

Francis Hern am an-Johnson. 
Cavendish-square, W., April 8th, 1917. 

Mr. Hernaman-Johnson states well-known views.—E d. L. 

THE TECHNIQUE OF LUMBAR PUNCTURE. 

To the Editor of The Lancet. 

Sir,—I have noticed twice lately, while performing lumbar 
puncture forcerebro-spinal fever, a phenomenon which might, 
if unrecognised, cause an error in diagnosis :— 

1. In the first case the needle (Barker’s) was inserted into 

the theca, and on withdrawing the trocar cerebro-spinal 
fluid came out at the normal rate—i.e., a drop every two or 
three seconds. The needle was then pushed in a little 
further and the fluid came out in a jet under considerable 
pressure. This occurred again in the same patient during a 
subsequent puncture. A ^ 

2. In this case the fluid came out at the normal rate, but 

inserting the needle farther did not increase the rate of 
flow. As there were good grounds for suspecting cerebro¬ 
spinal fever, it was pushed on until felt to impinge on the 
body of the vertebra, with still no alteration in the rate of 
flow, even though the trocar had been reinserted. It was 
then withdrawn a little and the fluid came off in a jet under 
pressure. , _ . 

In both cases puncture was performed under a general 
anrosthetic (C.E.). 

If no fluid were obtained at all one would, of course, 
know the needle was blocked or that the theca had been 
missed, but when, on withdrawal of the trocar, the fluid is 
found to flow at a normal rate, a mistake in diagnosis might 
easily occur, especially as in early cases the fluid is often not 
even opalescent and contains few or no organisms. 

i See “The Cancer Problem and the World War,” Pract., March. 
1917, p. 230. 
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Ab I have seen no mention of this in the literature, bat 
toave had two cases showing it within the last month, I 
thought that—though a small point—it might be worth 
mentioning to you.—I am, Sir, yours faithfully, 

F. A. Williamson, 

April 8th, 1917. Temporary Surgeon, R.N. 

*+" The difficulty is a real one, and deserves more 
•consideration than it has yet received.”— Ed. L. 


THE SERVICES. 


BOYAL NAVAL MEDICAL SBBVICB. 

To be temporary Surgeons: W. T. Bee wick, E. D. Brosker, J. A. 
Hadfield, and R. McM. Bowman. 

ARMY MBDIOAL SHRVICB. 

Col. J. H. Daly is retained on the Active List under the provisions 
of Articles 120 and 522 Royal Warrant for Pay and Promotion, 1914, and 
to be supernumerary. 

ROYAL ARMY MBDIOAL CORPS. 

To be temporary Majors: Temp. Oapt. B. H. Slater, A. G. Phear, and 
R. O. Moon. 

« B. C rot hers to be temporary Honorary Major whilst employed with 
No. 22 General Hospital. 

The relinquishment of his temporary commission as Captain by 
Temp. Capt. R. A. Rankin, Canadian A.M.C., is cancelled. 

Temporary Lieutenants to be temporary Captains: H. H. Hannigan, 
J. F. Gill, F. J. Strachan, F. B. Young, A. M. Masters, C. B. MoHno, 
R. B. Badle, J. W. Potter, R. H. Bridge, G. C. Berg, B. L. Hopkins, 

L. M. Mayers. G. W. Young, T. P. Bufst, C. B. G. Bateman, A. B. 
Foerater, W. G. Weston, G. B. Mason, W. H. Thomas, J. Hewat, B. A. 
Morgan. C. W. Walker, R. H. L. O’CalUghan, H. S. Gaskell, G. F. 
Forde, W. J. Mclvor, R. J. P. Waugh, B. P. Allinson, T. W. Mason, 
■G. J. Knaggs, R. W. Chapman, A. Walker, W. J. Evans, J. N. Deacon, 
F. A. O'Donnell, A. Pimm, P. Figdor, W. A. Curry, D. S. Taylor, W. J. 
Tulloch, C. Caimie, W. K. Bell, D. L. MacKenna. G. F. Nelson, C. V. 
KebbelL, D. Rees, J. A. O Dea, B. E. Chipp, G. C. W. Williams, 
■C. A. B. Nitch, P, J. S. O Grady, C. Weller. 

C. R. Stewart to be temporary Hon. Captain, without pay or allow¬ 
ances, and S. B. T. Shann to tie Hon. Captain while employed with 
No. 5 British Red Cross Hospital. 

To be temporary Lieutenants: L. J. Hood, H. S. Thomas. G. F. 
Flamer, C. T. Galbraith, B. H. R. Altounyan, A. C. Meek, H. A. Lane, 
W. H. Johnston, A. N. Collier, G. H. F. Graves, G. M. Simpson, C. H. 
Booth, J. T. Brown, R. J. Duthie, A. W. Gill, J. H. Hall, J. A. Bateman, 
C. O. Boiman, A. Shelley, J. McCartney, M. B. Taylor, D. L. Davies, 
F. D. Simpson, L. du Verg£, L. D. H. Baugh, P. C. Bushnell, C. F. 
Bardie, H. B. Pare. H. G. White. L. A. H. Bulkeley, J. Gaff, B. D. 
Keane, H. S. A. Hogg, G. It. Dobrashian, Lieut. R. G. Hill, from 
2nd Bast Anglian Brigade. R.F.A., T.F.; J. A. A. Boddy, F. C. H. 
Bennett, 8. B. Couper, R. W. Pearson, J. B. English. A. C. Hallowes, 

A. H. Clough, H G. Steel, J. P. McVey, W. B. Jack, R. J. Helsby. 

To he temporary Honorary Lieutenants, without payor allowances: 

B. K. Clarke, F. F. Tisdall. 

Officers relinquishing their commissions : Temp. Capt J. A. 
Mesc&ll (on account of ill-health). Temp. Capt. R. M. Clarke, Temp. 
<Oapte. F. W. H. Hutchinson, J. P. Walker, A. H. Conder, A. Wiley, 
F. H. Budge, N. G. Horner, R. Fieldlng-Ould, C. 8. Pantin, A. C. 
Freeth, 8. J. Henry, J. W. Wood, G. M. de Vine, W. C. McN. 
Diekey<on account of ill-health), F. D. Atkins (on account of Ul-hetlth); 
Temp. Hon. Capt. J. F. Mackay and Temp. Hon. Lieut. Richard S. 
Tophasn (having resigned their appointments under the British Red 
Oroes Hospital, Netley); Temp. Lieuts. H. W. Paddell, J. Dunlop, 
<3. L. Forde. J. K. Beil, 8. A. McCiintock, R. B. Gorst, J. L. Power, 
B. V- Morphy, C. Costello. 

SPECIAL RESERVE OF OFFICERS. 

Capt. P. S. Vlckerman to be temporary Lieutenant-Colonel while 
bolding a special appointment. 

Lieutenants to be Captains : J. M. Courtney, G. B. Barry. 

M. McGlllivray, T D. Ren wick. 

Capt. J. H. Bay ley to be Acting Lieutenant-Colonel which com¬ 
manding a Field Ambulance. 

Lieutenant on probation G. R. Waller relinquishes his commission. 

TERRITORIAL FORCE. 

Capt. (acting Lieut.-Col.) T. H. Chittenden reverts to the acting rank 
of Major on alteration in posting. 

Capt. (temp. Major; W. D. Stnrrock to he acting Lieutenant-Colonel 
whilst commanding a Field Ambulance. 

Capt. B. G. Annis to be acting Major whilst in command of a 
Field Ambulance. 

Capt. O. L. Appleton to he acting Lieutenant-Colonel whilst com¬ 
manding a Field Ambulance. 

Capt. G. C. B. Simpson to be acting Lieutenant-Colonel whilst com¬ 
manding a Casualty Clearing Station. 

Lieut. J. Steele to be Captain and to remain seconded. 

Lieut. J. 8. Bauson to be Captain. 

Major (temp. Lfeut.-Col.)L. P. Demetriadi relinquishes bis temporary 
rank on ceasing to oommand a Casualty Clearing Station. 

Capt. G. J. M. Martin relinquishes his commission on account of 
iil-health. 

DEATHS IN THB SERVICES. 

Surg.-Gen. Sir William Taylor, K.C.B., late Director-General of the 
ArmyMedical Service, on April 10th, aged 74, at Windsor. He joined the 
Army Medical Staff in 1864, and served in Canada and in India, where, 
through the Burma campaign, he was on the Staff of the Commander- 
in-Chief (mentioned in despatches). During the Chino-Japanese Wax 
he acted as Military-Medical Attache to the Japanese Army. In the 
Ashanti Expedition, 1896-96, he was principal medical officer (promoted 
to the rank of surgeon-general). He was also principal medical officer 
of the expedition to Khartum in 1898, and was present at the Battle of 
Omdurman. From 1898 to 1901 he was principal medical officer in 
India, and afterwards Director-General of the Army Medical Service, 
which post he held from 1901 to 1904. He was created C.B. in 1898 
and K.C.B. in 1902. He was a Knight of Grace of the Order of St. John 
of Jerusalem in England, and an honorary LL.D. of Glasgow University. 


Ch Hu. 


The Casualty List. 

Thb following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Capt. G. B. Bailey, Australian A.M.C. 

Previously reported Misting , now reported Killed. 

Capt. 8. J. Linzell, M.C., R.A.M.C., qualified at Edinburgh in 
1912, and held the appointment of house physician at 
the Royal Infirmary in that city, and was also an ex- 
President of the Royal Medical Society of Edinburgh. 
He obtained his captaincy in the R.A.M.C. in March, 1915, 
and was on the staff ps a Deputy Assistant Director of 
Medical Services. The award of'the Military Cross is 
announced in our “ Honours List.” 

Died. 

Capt. H. A. Lnnn, R.A.M.C., qualified at Glasgow in 1902, 
and practised in India before the war. He joined the 
R.A.M.C. in 1914 and served in Gallipoli and elsewhere. 
He returned to India at the close of last year, and died 
in hospital there of fracture of the skull brought about 
by an accidental fall. 

Capt. J. McC. Orme, R.A.M.C., qualified at Edinburgh in 
1915, and thereupon joined up. 

Misting , believed Drowned (in the Hospital Ship 44 Salta ” 
mined in the Channel). 

Capt. J. R. Gyllencreutz, R.A.M.C., was a student at St. 
Thomas’s Hospital, London, and qualified in 1908. He 
held appointments at Wandsworth Infirmary, at Brent¬ 
ford Infirmary, and at the Royal Hospital, Portsmouth, 
and was in practice at Richmond, Surrey, prior to 
joining the R.A.M.C. 

Capt. G. C. B. Hawes, R.A.M.C., was a student at St. George’s 
Hospital, London, and qualified in 1893. He held house 
appointments at St. George’s, and was in practice at 
Pangboume, Berks (for which county he was a J.P.), 
before joining the R.A.M.C. 

Capt. T. G. S. Hod son, R.A.M.C., was educated at Newcastle- 
on-Tyne and at the London Hospital, and qualified in 
1893. He was in practice in Wimpole-street, London, at 
the time he joined the R.A.M.C. 

Lieut. J. Naylor, R.A.M.C., was a student at St. Bartholo¬ 
mew’s Hospital, London, and qualified in 1889. He held 
a surgical appointment at the Derbyshire General 
Infirmary, ana was in practice at Tipton Green, Staffs, 
prior to joining the R.A.M.C. in October last. 

Capt. H. G. Smith, R.A.M.C., was a student at St. Bartholo¬ 
mew’s Hospital, London, and qualified in 1909. He 
held appointments at the Westminster Hospital and at 
the London Temperance Hospital, and for a time was 
resident surgeon at the Lord Derby War Hospital. He 
was assistant medical officer of health and assistant 
sohool medical officer to the borough of Croydon, where 
he joined the R.A.M.C. in July last year. 

Wounded. 

Capt. W. L. Cassells, R.A.M.C. 

Capt. W. M. Penny, R.A.M.C., attached Yorkshire Light 
Infantry. 

Capt. W. N. Gilmour, M.C., R.A.M.C., attached Royal Scots. 

Capt. J. R. Kemp, M.C., R.A.M.C., attached Essex Reftt. 


Thb Honours List. 

The following awards to medical officers are announoed:— 
Distinguished Service Order. 

Temp. Lient. John Maximilian Hammond, R.A.M.C., 
attached Devonshire Regiment. 

For conspicuous gallantry and devotion to duty in evacuating a 
large number of wounded under the most difficult conditions. He 
was himself subsequently wounded, and though both his feet were 
practically blown off he ordered his stretcher-bearers to carry away 
another wounded man first. 

Bar to the Military Cross. 

Temp. Capt. Ernest Emrys Isaac, M.C., R.A.M.C., attached 
Royal Fusiliers. 

For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously under very heavy fire and was responsible for the suocesaful 
evacuation of the wounded. He set a splendid example of courage 
and determination throughout the operations. 

(The award of the Military Gross was announoed in The Lancet of 
Oct. 28th. 1916, p.770.) 
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Temp. Capt. Patrick Joseph Lane, M.C., R.A.M.C. 

For conspicuous gallantry and devotion to duty. On several 
occasions he led out squads of stretcher-be wen under very heavy fire 
and succeeded in bringing in many wounded men. He set a splendid 
example of courage and determination throughout. 

(The award of the Military Cross was announced in The Lajvcet of 
Dec. 2nd, 1916, p. 958.) 

Capt. Rudolph Albert Peters, M.C., R.A.M.C., attached 
King’s Royal Rifle Corps. 

For conspicuous gallantry and devotion to duty. He continually 
tended the wounded under very heavy fire. He set a splendid 
example and showed an absolute disregard for his own personal 
safety. He has on man}' previous occasions done fine work. 

(The award of the Military Cross was announced In The Lahcet of 
Oct. 28th, 1916, p. 770.) 

Temp. Capt. John Caruthers 8ale, M.C., R.A.M.C., attached 
Royal Fusiliers. 

For conspicuous gallantry and devotion to duty. He displayed 
great courage in collecting and dressing the wounded in the face of 
a very heavy hostile barrage. He set a splendid example to all ranks. 

(The award of the Military Cross was announced in The Lxhcet of 
Dec. 2nd, 1916, p. 959.) 

Military Grots. 

Temp. Capt. Victor Thomas William Eagles, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He organised and 
led search parties for wounded, and worked continuou sly nnder very 
heavy fire for over 24 hours. He set a Bplendid example of courage 
and determination throughout. 

Capt. Norman Parsons Jewell, East African Medical Servioe. 
For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously for 62 hours, and, single-handed, attenled to over 100 
wounded men. He has on man}- previous occasions done fine work. 

Temp. Lieut. Charles Gordon Hemp, R.A.M.C., attached 
Northern Regiment. 

For conspicuous gallantry and devotion to duty. He worked un¬ 
ceasingly for two days under very hexvy fire, and succeeded in 
evacuating a large number of wounded. He displayed great courage 
and determination throughput the operations. 

Capt. Stanley James Linzell, R.A.M.C. 

For conspicuous gallantry and devotion to duty in superintending 
the evacuation of the wounded. He continually visited the forward 
Battalion Headquarters, passing under very heavy fire. He set a 
splendid example of courage and determination throughout. (The 
death of this gallant officer Is chronicled above.) 

Temp. Capt. Thomas McCosli, R.A.M.C., attached Welsh 
Regiment. 

For conspicuous gallantry when his aid p'tt was subjected to heavy 
shell-lire for over three hours. He, with absolute disregard for bis 
own personal safety, set a splendid example of courage and devotion 
to duty. 

Temp. Surg. William James McCracken, R.N. 

For conspicuous gallantry and devotion to duty. He continually 
attended to the wounded under very heavy fire. He has p-eviously 
done fine work. 

Temp. Capt. Herbert Walker, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He led bis 
stretcher-bearers with great courage and determination for a period 
of 36 hours. It was due to his energy and resource that a large 
number of wounied were evacuated under the most trying 
conditions. 

Capt. Gladston Montague Huut, Australian A.M.C. 

For conspicuous gallantry and devotion to duty. He showed an 
absolute disregard of danger and set a splendid example to his 
stretcher-bearers, working with them over ground continually swept 
by heavy fire. He worked for six consecutive weeks in a forward 
area in charge of an advanced dressing-station. 

Capt. Harrie Bertie Lee, Australian A.M.C. 

F ir conspicuous gallantry and devotion to duty in evacuating the 
wounded. He set a splendid example throughout and worked 
continually under very heavy fire. He has previously done fine 
work. _ 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

(’apt. V. O. Todd, Royal Lancaster Regiment, second son of 
Colonel O. Todd, A.M.8. 

Brevet-Major H. E. Trevor, Northamptonshire Regiment, 
temporary Lieutenant-Colonel Essex Regiment, son of 
Surg.-Gen. [Sir F. Trevor, K.C.S.I., C.B., of Steeple 
Aston. 

Second Lieut. A. P. Webb, King’s Shropshire Light Infantry, 
second son of Dr. H. P. Webb. 

Second Lieut. G. S. Spence, South Wales Borderers, younger 
son of the late Dr. W. J. Spence, of Bedford. 

Second _ Lieut. D. N. O’H. Humphry-Davy, Hampshire 
Regiment, younger son of Dr. A. Humphry-Davy, of 
Bournemouth. 


Medical Mobilisation in America. 

The important part which medicine has taken in the war 
has been generally acknowledged and appreciated. When 
war was declared few people realised that it would develop 
on such a huge scale, or that the mobilisation of so large a 
proportion of the medical profession in the British Isles 


would be needed to supply the demands of the Army; yet 
in spite of these, the organisation of the medical profession 
has produced results which, when the true medical history of 
the war comes to be written, will redound to its credit. 
Coming into the war late America will have before her the 
vast medical experience of our own and other countries as 
well as her own gained in the prosecution of her beneficent 
Red Cross and other medical work on behalf of all the 
belligerents ; but that she will also have to attend to her own 
domestic problems and that she has resolved firmly to 
do so is shown in a stirring leading article which appeared 
before the actual declaration of war with Germany. In 
the February issue of American Medicine the writer says : 
“ Lethargy, indifference, inaction have given way to enthu¬ 
siasm, application, and devoted service. A nation of many 
component national factors has suddenly been welded into a 
homogeneous mass. ” In words which might equally apply to 
our own country, America’s failure to realise her responsi¬ 
bilities as a Christian nation is pithily summed up thus: “ In the 
midst of prosperity and material success, the nation has grown 
careless, indolent, and wasteful. National adolescence has 
been characterised by bombast, temerity, and extravagance.” 
While recognising the need for the careful guidance of 
public opinion without jingoistic utterances and for patriotic 
inspiration free from cries for blood, it is pointed out that 
“If there must be war, let it be approached with grimness 
and determination as an unpleasant duty to be performed, 
marshalling the best brains and brawn of the nation for the 
performance of the various duties for the successful deter¬ 
mination of an early and permanent peace.” The duties of 
the medical profession being protective and restorative and 
its services valuable to friend and foe alike, its thorough 
organisation is demanded and the article continues, “ On the 
brink of conflict, it is time to pause and contemplate the 
constructive possibilities for true patriots. How can the 
medical profession best serve the nation ? There should be 
not merely the development of new organisations requiring 
new machinery, large funds and scattered centres of interest, 
but the physicians of the nation, as a whole, should be 
organised as far as possible through the normal agencies 
now existent.” From all this it seems clear that America, 
who remained neutral while she could do so without dis¬ 
honour, has resolved now to enter the quarrel in a spirit of 
determination which should help to bring about the peace 
for which the whole civilized world is praying. 


The War and Hospital Ships. 

Our columns this week contain two reminders of the 
merciless nature of the present naval warfare and the dangers 
to which the officers and men of the Royal Army Medical 
Corps are exposed on hospital ships. When the 8alta struck 
a mine in the Channel during bad weather on April 10th five 
medical men holding commissions, as well as nine nursing 
sisters and 38 orderlies, are presumed to have been drowned. 
Lieutenant-Colonel A. G P. Gipps’s interesting surgical ex¬ 
periences on the Asturias remind us that that ill-fated vessel, 
after successfully evading attack by a submarine in February, 
1915, was torpedoed on the night of March 20th-21st 
last, when the casualties among the medical services on 
board included 11 dead, 3 missing (a female staff-nurse 
among them), and 17 injured. TeD days later the Gloucester 
Castle was torpedoed, all the wounded on board being saved. 
A new element has thus been introduced into the terrors of 
warfare and even the wounded man is no longer immune 
from further injury. 

Various Experiences in a Hospital Ship. 

The following experiences in a hospital ship, entitled 
“Notes from H.M.HS. Asturias/' are recorded by Tempo¬ 
rary Lieutenant-Colonel A. G. P. Gipps, R.A.M.C. (T.C ):— 

This ship has been employed as a hospital ship by the 
War Office since the middle of August, 1914, of which time 
I have been in command some 17 months. Some 350 to 400 
operations have been performed on board, entirely by the 
staff of the Royal Army Medical Corps, which consisted of 
six medical officers besides myself. 

On one voyage some 40 cases of gas gangrene occurred, 
all in patients taken off Gallipoli during the fighting. The 
gangrene spread so rapidly as to be almost visible in its 
advance, especially in the trunk. None of the various treat¬ 
ments at all seemed to modify the attacks. Some lives were 
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seemingly saved by amputation high up where the extremi¬ 
ties were attacked, even when tissues cut through at the 
time of operation were far from healthy. The very high 
summer tempeiafcure— 90° to 104° F.—and the fact that 
there seemed to be millions of flies on board may have had 
something to do with its virulence and prevalence. 

For cases of tetanus the various intrathecal injections 
recommended were used—presumably all the cases had been 
inoculated when wounded. The treatment of the cases 
occurring on board here, though pushed to the extreme, 
seemed in no way to control the disease, and we fell back 
oh morphia and chloroform to relieve the severe spasms. 
One of the most remarkable outbreaks of tetanus occurred 
in the cases of frost-bite with (1) moist and (2) dry 
gangrene, of whioh we received a number of cases from 
the Serbian frontier, where there were 23° of frost in the 
end of November and early in December. The onset was 
quite sudden, and was fatal within from 16 to 24 hours. 
This was confirmed to me by other medical officers who 
dealt with these cases. Treatment in no way affected 
them. 

The external iliac artery was tied three times for haemor¬ 
rhage high up from the femoral in Scarpa’s triangle. 

A few short notes of two oases of special interest are 
appended. 

Case 1.—Private, received from the trenches on Gallipoli. 
He was suffering from a wound just to the left of the 
sternum in the fourth intercostal space partially perforating 
the sternum. On the fifth day after his arrival on board 
a severe haemorrhage occurred, which was temporarily 
controlled by plugging whilst the patient was being con¬ 
veyed to the operating table. On removing the plug 
the bleeding recurred with great violence. The wound 
being deep and small, I turned up the left breast to 
expose the intercostal muscles. The bleeding point 
could not be distinguished, but could be partially 
controlled by digital pressure. At last, after several 
attempts, a pair of pressure forceps caught a portion 
of the severed vessel, and it was then 
possible to open up the wound, and the 
bleeding waB controlled by the further 
application of forceps. On passing the 
finger behind the sternum the nickel 
casing of a bullet was found lying on 
the pericardium; it was squeezed flat 
into a knife-edge, and the heart’s action 
was sawing it up and down, and had 
Showing size and shape divided the internal mammary artery, 
of bullet casing removed I removed the bullet casing (see figure), 
from pericardium. tied the internal mammary in the 
aeoond interspace, and removed the controlling forceps. The 
breast, which had been reflected, was replaced and stitched in 
place. The patient had no further trouble. 

Case 2.—Private, received on board from the fighting in 
8erbia. He was in a very bad way: the left patella had been 
shattered some days previously, and only some fragments 
remained. The wound in front of the knee-joint was as large 
as my hand. Temperature 104° F.; pulse 120. The wound was 
cleansed, dressed, and the leg temporarily put up on a back- 
splint with foot-piece. The next day, the patient being worse, 
with Bevere pain, and the temperature over 104°, he was placed 
on the operating table. Both synovial pouches in front of 
the joint and the whole of the joint itself were found full of 
stinking pus and dirt. 1 laid the whole joint widely open 
and flushed and washed out with sterile saline the synovial 
pouches and the rest of the joint and removed the remains 
of the patella. A drain of broad rubber tape was placed on 
the outer side of the knee, draining through an opening 
made on the outer side of the popliteal space. Finally, with 
a view of sterilising if possible the entire joint, it was 
thoroughly flushed out with ether, the ether being allowed to 
remain in plaoe some two minutes each time, then squeezed 
out, and replaced with fresh ; this was repeated some half- 
dozen times. That night the temperature fell to 99 4°, and in 
the morning was only just above normal. The wound through¬ 
out was dressed with dry sterilised gauze, wrung out in sol. 
hyd. biniod., 1 in 1000, made practically dry. The drainage- 
tape was removed at the end of 14 days. From the day of 
the operation the patient never looked back—from being 
almost a skeleton hebecame fat and healthy. The granulating 
wound, whioh was. of course, very extensive, after six weeks 
I grafted in about 14 places, of which 11 grafts took. When 
healed over the leg was put up in plaster-of-Paris, oovering 
the knee-joint and extending 6 inches above and below the 
joint. The patient was daily carried on deck, and within 
three months of coming on board was able to walkabout the 
■bip with the nominal assistance of a walking-stick, which, 
however, he used but little. There was, in spite of the loss 
cl the patella, a certain amount of power of extension left. 





Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons or 
England.— At the quarterly examination in Practical 
Pharmacy held on April 12th the following candidates were 
successful 

Ernest Horace Bryant and William Barnes Buer, Guy’s Hospital; 
Horace Braithwalte Bullen, Cambridge University and St. Bar¬ 
tholomew's Hospital; Charles Grinling Bunn, Cambridge Uni¬ 
versity and Charing Cross Hospital; Benjamin Young Harper 
Christmas, Middlesex Hospital; John Rudolph Cox, Guy’s Hospital; 
Edward Krnest Bit, Charing Cross Hospital; Mendel Goureviteh, 
London Hospital; Norman Bernard de Medina Greenstreet, 
Cambridge University and 8t. Thomas's Hospital; Oliver 
Halstead and Walter Ralph Gill Hearnden, Guy’s Hospital; Gilbert 
Rashleigh Hull, St, Thomas’s Hospital; John Powell Jones 
Jenkins, University College, Cardiff, and Westminster Hospital; 
Montagu Horace Jupe, London Hospital; Salomon Kadinsky, 
Brussels, King’s College, and Westminster Hospital; Charles 
William Lakin, Birmingham University; Archibald Magill, Guy's 
Hospital; Ahmed Othman, King’s College; Gerald Richardson 
Sharp, London Hospital; Jacques Spira, St. Thomas's Hospital; 
Doris Kathleen 8hutileworth, Leeds University; Thomas Cowley 
Stephen, Manchester University; Ronald Henry Tasker, Bristol 
University; Joseph Stanley Thomas, London Hospital; John 
Henry Tlghe, Birmingham University: Jose Victory, Guy’s 
Hospital; and Arthur Winfield, Cambridge and Liverpool Uni¬ 
versities. 

University of London.— At examinations held 
recently the following candidates were successful:— 

Second Examination for Medical Degrees, Part II. 

Iskander Mikhail Abd-El-Sald, King’s College; Julia Bell and Hilda 
Crichton Bowser, London School of Medicine for Women; John 
Vernon Cannadine Braithwalte and William Mark Brown, Guy’s 
Hospital; Michael Waldo Boone Bulman, London Hospital; *ABx 
Jeanne Churohill, London School of Medicine for Women and 
King's College; Harris Cohen. University College. Cardiff; 
Hyman Solomon Cohen, London Hospital ; Morris Cohen. Guy’a 
Hospital; "Simeon Moses Cohen, University College. Cardiff, and 
St. Bartholomew's Hospital; Ursula Beatrice Cox, London School 
of Medicine for Women; James Fanning, London Hospital; 
Raymond Eustaoe Ford, University of Sheffield ; Reginald Stafford 
Foss, St. Thomas’s Hospital; Pink us Joseph Freilich, King’s 
College; Dennis Herbert Geffen, University College; Jacob 
Gorsky, King’s College and Westminster Hospital; Dorothy 
Margaret Greig, tHHilda Treloggen Haggett, "Edith May Hall, 
and Joan Margaret Redford Harris, London 8chool of Medicine 
for Women ; tHenry Lewis Heimann, University College ; "OsCar 
Stanley Hillman, Middlesex Hospital; Graydon Hume, Guy’s 
Hospital; Hassan Kamal, King’s College; "Reginald Cyril Hell 
Ledlle, Guy’s Hospital; Gdal-Lelzer Levin, King’s College ; Hyman 
Jacob Levy, University College, Cardiff, and St. Bartholomew’s 
Hospital; Leslie Lyne, Guy’s Hospital; Charles Dundas Maitland. 
St. Thomas’s Hospital; Ida Caroline Mann, London Sohool of 
Medicine for Women ; Grant Massie, Guy’s Hospital; f Kathleen 
Harding Matthews and Sybil Gertrude Overton, London School 
of Medicine for Women; Jal P. stonjl Padshah, University 
College; fDorothy Pantin, London School of Medicine for 
Women; Wilfrid Walter Payne, Guy’s Hospital; Norah Dorothy 
Pinkerton and Beatrice Davidlne Pullinger, London School of 
Medicine for Women; Charles Nathaniel Read and Henry 
Elliott Reburn, King’s College; Eleanor Margaret Reeee, 
London Sohool of Medicine for Women; Rowan William 
Revel!, University College; Esther Rickards, London School 
of Medicine for Women; Samuel Rosenscheln, Charles Herbert 
St. John, and Albert Ernest Sswday, Guy’s Hospital; Ruth 
Mary Scutt and Olive Ballance Sharp, London School of 
Medicine for Women; Campbell Shaw, St. Bartholomew’s Hos- 

S ltal; Marguerite Garnett Sheldon, University of Liverpool; 

Iraest Livingstone Sergeant, London Hospital; Vanda Patten 
Thomas. London School of Medicine for Women ; Alfred Basil 
Keith Watkins, London Hospital; Eric Roland Webb, Guy’s 
Hospital; and Jane Edith Wood, University of Leeds. 

* Distinguished in Anatomy. t Distinguished in Physiology. 

% Distinguished in Pharmacology. 


Society of Apothecaries of London.—A t exa¬ 
minations held recently the following candidates were 
successful:— 


Materia Median omt Pharmacy—H. P. Hodge, Oxford; J. Stephen 
Manchester; and T. T. Tiplady, Durham. 

Anatomy.— L. Bernstein, King's College; K. J. H. Davies, Guy’s 
Hospital; J. L. Delicatl, Bristol; J. Flanagan. Liverpool; H. D. 
Hoggard, Middlesex Hospital ; J. S. Jones, University College 
Hospital; M. S. Jones, Manchester; M. Korn, London Hospital; 
L. E. Lewis, Cardiff and Glasgow; A. McKenzie, Guy’s Hospital; 
J. A. Marriott, Manchester; G. G. Newman, London Hospital; 
H. B. Reburn, King’s College; W. H. Shipway, Bristol; N. G. 
Thomson, Cambridge; T. T. Tiplady, Durham ; and W. ,G. D. H. 
Ur wick, St. Bartholomew’s Hospital. 

PKyHology.— L. Bernstein, King’s College; K. J. H. Davies, Gay's 
Hospital; J. L. Delicati, Bristol; J. Flanagan, Liverpool; H. D. 
Hoggard, Middlesex Hospital; W. T. Johnson, Birmingham; M. 8. 
Jones, Manchester; M. Korn, London Hospital; L. E. Lewis, 
Cardiff and Glasgow; A. McKenzie, Guy’s Hospital; J. A. Marriott, 
Manchester; G. G. Newman, London Hospital; H. B. Re burn, 
King’s College; S. K. Bigg, Bristol; S. Robinson, Belfast; W. H. 
Shipway. Bristol; N. G. Thomson, Cambridge; W. G. D. H. 
Ur wick, St. Bartholomew’s Hospital; and ▲. A. Weinger, King’s 
College. 


* 
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Boyal Colleges of Physicians and Surgeons 
of Edinburgh and Royal Faculty of Physicians and 
Surgeons of Glasgow.— At examinations held recently the 
following candidates were successful :— 

Second Examination. 

Lizzie Robertson Clark, Angus Macdonald, Frank Arthur Smorfitt, 
George Coot* Field, Donald Macdonald MacLeod, Robert Berry 
Forgan, Walter Granville Carew, Thomas Arnoldui du Toit, John 
Blnnie Taylor, and William H&rvie Kerr. 

Physiology.—John Murray. 

Third Examination. 

Thomas Blaney, Thomas Ferguson Minford, Alan Herbert Brookr 
Hudson, Hugh William Howateon, William Gibb, Jung Bahadue 
Singh, Rebecca Goodman, Andrew Wood Smith, Norman Joseph 
Patterson, and John Alfred Alexander Duncan. 

Materia Medico .. —Andre Antoine Lamaletle, Alexander Forsyth 
Caddell, Philip George Bainbridge, and Charles Leonard Webb 
Fleming. 

Final Examination. 

William Archibald Mein, John Adami, Frederick Joseph Jade, Alfred 
Bdwin Blliott, and William Me Elroy. 

Medicine .—John Boyd and Samuel Amery Faulkner. 

iSlfrgrery.—William Ulio Desmond Longford, Phoebe Foott, Frank 
Moffat Haldane Sanderson, and Jaoluon Baird Minford. 

Midwifery William Ullc Desmond Longford, Harold Congoult 
Smith, Frank Moffat Haldane Sanderson, John Lavens West, and 
Jackson Baird Minford. 

Medical Jurisprudence.— Hendrik Wildeboor, Daniel Colin McNair, 
Lewis Windermere Nott, Bliza Jean Stuart, Mahmoud Ab.tel Kader 
Mofreh, Ernest Ebenezer Bronstorph, and James Henry Brown. 


University of Glasgows— In the examination 
for the degrees of Bachelor of Medicine (M.B.) and Bachelor 
of Surgery (Ch.B.), held recently, the following candidates 
were successful in the subjects indicated—A., anatomy; 
P., physiology; M., materia medica and therapeutics; 
Path., pathology 

John Smith Aitken (A., P.), Carl Otto Anderson (M.), John David 
Arthur (M.), William Barraa (Path.), Alexander Shanks Bisset (M.\ 
Donald Cameron Bowie (Path.), Donald Campbell Buchanan 
(Path.), William George Burns (M.), Malcolm Chalmers (M.), 
Alexander Ebenezer Cochrane (Path.), Alexander Conner Conneli 
(Path.). George Michael Cooper (A , P.), Cyril Lockhart Cottle 
(M.), Harold Livingstone Coulthard (M.), Edward Mitchell 
Braklne Cumming (Path.), Andrew Murdoch Davidson (M.), 
John Donald (M.), John Campbell Dow (M., Path.), Basil 
William Henry Fergus (M.), Thomas Fleming (Path.), Allan 
Donald Fraaer (M., Path.), Kenneth John Alexander GUlanders 
(Path.), George Osmond Grant (M.). Petor Fife Auchinachie Grant 
(Path.), James Alexander Moore Hall (A., P.), James Anthony 
Hamilton (M., Path.), John Forrest Hamilton (M.). Humphrey 
Josh Hollis (M.), George Jamieson (P.), John Alexander 
Jenkins (Path.), Arthur Kennedy (M., Path.), John Kirk 
(M.), James Campbell Laurie (M., Path.), Douglas Marshall 
Lindsay (A.), Alan James MacArtney (M., Path.), Duncan 
MaoColl (Path.), Robert II Courtney (M.). Walter Stewart 
M'Intyre (A., P.), Donald Mackenzie (A., P.), Andrew Alrd 
M'Laughland (A., P.), Angus Maclean (M., Path.), Donald Maclean 
(M.), John Macleod (M„ Path.), Roderick Montague Macpherson 
CP.), John Spence Meighan (M.), Sylvester Henry Meirlng (M.), 
George Macleod Millar (A., P ), Livingstone Mitchell (M.), John 
Nleol (M.), John Nlcolson (Path.), John William Peden (M.), 
Andrew Glen Petrie (A.. P.), John Browning Potter (Path.), 
Bahmat Ullah Qureshi (Path.), Francisco Ribeiro (M.), James 
Morrison Ritchie (M.), Ian Menteith Robertson (Path.), Joseph 
Sachs (P.), William Scotland (Path.), William Scott (A., P.). Ralph 
Paterson Smith (M., Path.), Herbert Harold Spencer (A., P., M.), 
Donald Stewart (P., M.), Alexander Strang (A., P.), John Leonard 
Turple (A.. P.), Alexander Ross Waddell (Path.), James Alexander 
Walla (A.), Hugh Wands (M., Path.), and William Alexander 
Wilson (A., P.). 

Women.—Ellen Davidson Anderson‘.(Path.), Marjorie Mason Anderson 
(A., P.), Annie Burns Cameron (P.), Grace Chatterton (Path.), 
Louise Denll (A., P.), Charlotte Ann Douglas (A., P.). Margaret 
Hogg Grant (M.) f Margaret Gray (A., P.), LIllias Beverley Hardie 
(Path.), AUson Mary Hunter (M.). Margaret Logan (P.), Isabella 
Quarrier M‘Fadzean (Path.), Ellen Thomson MacKenzie (A.., P.), 
Annie Isabel Christian Maclardy (A., P.), Florence Frances 
Mitohell Milne (M.), Kathleen Nicol (M.), Vida Johnston Perry 
(M.), Margaret Nelson Robertson (M.), Eliza Dorothea Sandison (P.), 
Katherine Soott (M., Path.), Jane Eider Shortt (Path.), and 
Catriona Sinclair (P.). 

Third Professional Examination (Old Regulations) .—Thomas 
Crawford (M.). 

The following have passed in Medical Jurisprudence and 
Public Health of the Fourth Professional Examination 
(New Medical Ordinance) :— 

Roderick Bethane, Donald Campbell Buchanan, Basil William Henry 
Fergus, George Keith Fulton, James Biggam Douglas Galbraith, 
Adam Smith Goudie, James Charles Hendrie, Donald Macqueen, 
William M‘William, Archibald Sutherland Strachan, and Joseph 
Turner Taylor. 

Women .—Annette Gillies Turnbull Anderson, Mabel Nellie Blake, 
Margharita Mary Lara on t Cooper, Grace Anderson Fleming, Jane 
Evelyn Hanson. Janet Whyte Hepburn, Mary Reid Knight, Agnes 
Purcell M'Gavin, May Constance Boughton Leigh, Margaret 
Turner M‘George. Jessie Napier Robertson, Agnes Petrina Bout* 
* ledge, Dorothea Helen Suttie, and Lydia Ida Huber Torrance. 

The following have passed in Medical Jurisprudence and 
Public Health of the Third Professional Examination (Old 
Medioal Ordinance):— 

Thomas Watson Carstairs, Thomas Fleming, and John Nlcolson. 

The following candidates passed the whole of the examina¬ 
tions for the above degrees :— 

John William Waddell Baillie, Montndra Nath Bhattacharjee 
Archibald M'Allister Blackwood, Mabel Nellie Blake, John 


MacDougall Clark, Andrew Dick, Samuel Norman Dykes, Lewie 
Livingstone Fotheringham, Margaret Hutchison Glen, William 
Hadden Gordon, David Heard, Frederick William Hebblethw&ite,. 
Henry Fielden Hollis, James Robert Rid fell Holms, William 
Hogarth Kerr, James Liddell, Frederick Colquhoun Logan, Kenneth 
M‘Alpine. Arthur Daniel Clark M<Gowan, May Elizabeth Maclvor, 
Donald William Morison MacKenzie, William Duff Miller, William 
Harold Palmer, James Walker Patterson, May Isabella Turner 
Reid, Angus M‘Alpino Scott, Henry Buchan Sergeant, Andrew 
Wauchope Smith. Clarence Lorraine Somerville, Douglas Stuart 
Stevenson, Pat Adam Stewart, Marion Watson, Mary MacLean 
Weir, Robert Wiggins, and John Thomas Wylie. 

University of Dublin, Trinity College, School 
of Physic.—A t the recent Hilary examinations the follow¬ 
ing candidates were successful 

Intermediate Medical Examination. 

Part II. , Anatomy and Physiology.— Wonter de Vos Scholfca, Harris 
Cohen, Henry Allman Lavelle, Donal Victor Latham (omitting 
Organic Chemistry), and Johan Frederick Wicht (omitting Organic 
Chemistry). 

Applied Anatomy and Applied Physiology.— Thomas Henry OooHoan 
(high marks), Reuben Resnekov (high marks), Richard Coonlhan, 
Noelle L>ng, Henry Blunded Van der Merwe, John Gerran) 
Holmes, Alewyn Johannes Vorster, Gertrude Rioe, John Charlea 
CalUnan, Albert Hugh Thompson, Jan Jacobus Gabriel de Kook, 
Victor George Walker, John Farneworth Sheppard, Arthur Leslie 
Gregg, Cjril Daniel Brink, Becher FatzJames Haythornthwaibs. 
Cecil Joseph Quinlan, Abgar Read Aiden, Richard Dominic Murphy, 
Thomas James Russell Warren, Richard William Shsw, Harm 
Cohen, William Andrew Byrn, Samuel John Laverty, William 
Richard Bums, Athanas Blagoff, William Joseph Hogan, Jessie 
Gilbert, Lionel Wigoder, Johannes Tobias Mynhardt, and Alfred 
John Beckett. 

Final Examination. 

Part I., Medical Jurisprudence and Hygiene , Materia Medica and 
Therapeutics , Pathology.— William Leech Young (high marks), 
Robert Meade Daly Devereux (high marks), Johannes Cornelia 
Fouchl, Eric James Lyndon, Leslie James Nugent, John Benson 
McGranahan, Eric Stuart Mack. Kenneth MaoGregor Greer, Olive 
Gertrude Biackam, Frank Ferguson, Benjamin Dames Merrin, 
Frederick John Dymoke, Francis John Garrard Battersby (omitting 
Pathology), "Arthur Leslie Gregg. "Francis Aasissium McHugh. 
"Bryan Austin McSwiney, "William Alfred Shannon, "Eric 
Reginald Tivy, and f Margaret Wolfe. 

* Pathology completing examination, 
t Medical Jurisprudence and Hygiene completing examination. 

Part II., B A.O, Midwifery and Gynoscology.—Edwerd D'Arc y 
McCrea, Alexander Richard Barlas, Bryan Austin Mc9wlney, 
Margaret Wolfe, Percy Crowe Parr, Joseph Roland Brennan, 
Hastings Harley Molloy, Thomas Tabuteau, Paul Herbert Shelly 
Smith, Patrick Czsey, Thomas Hugh Robinson McKiernan, and 
John James Keatley. 

B.Ch., Surgery.— J«mes Arthur William Cullen (high mirks), George 
Bernard Shaw, Henry Bxnks, Henry James Rice, Paul Herbert 
Shelly Smith, and Hirsh Brill. 

M B., Medicine. — Alexander Richard Barlas (high marks), Edward 
D’Arcy McCrea (high marks), James Carter O’Gilvie, Paul Herbert 
Shelly Smith, William Frederick Wicht, Olive Gertrude Blackham, 
Pieter Johannes Swanepoel. Willem Pstrua Lubbe, Gilbert 
Marshall, James Arthur William Cullen, Thomas Edward HID, 
and Hastings Harley Molloy. 

Dental (B. Dent. Sc.).— John Henry James Stuart. 

Diploma nr Public Health (D.P.H.). 

Part I. % Chemistry, Meteorology, and Bacteriology .—Thom as 
Kirkwood and Bagenal Harvey Mellon. 

Part II., Sanitary Engineering , Vital Statistics, Hygiene,, and 
Epidemiology.— Bagenal Harvey Mellon. 

Literary Intelligence.— Mr. Heinemaim 
ann ounces the immediate issue of a treatise on Malingering 
by Dr. A, Bassett Jones and Dr. R. LI. J. Llewellyn. 

The Council of the Medical Society of London 
have awarded the FothergiIlian medal for 1917 to Sir Leonard 
Rogers, C.I.E., F.R.S., of the Medical College, 

Calcutta, in consideration of his work on Dysenteries, their 
Differentiation and Treatment. 

The Society of the Swedish Physicians (Svenska 
Lakaresallskapet) has eleoted Colonel Robert Jones, C.B., 
Inspector of Military Orthopedics, to be a foreign member 
of the society. The honour was conferred at the instance of 
Dr. H&glund, professor of orthopedics* Stockholm, supported 
by the professor of surgery, Dr. John Berg, and by Dr. 
Henning Waldenstrom, lecturer on orthopedics. 

Royal Society of Arts.— The following lectures 
will be delivered during April and May on Wednesday 
afternoons at 4.30:—April 25th, Sir Francis Fox on 
Flonr and Bread: May 2nd, Mr. J. C. Shenstone on Herb 
Growing in the British Empire; May I6th, Sir C. Arthur 
Pearson on the Blind Sufferers from the War and their 
Future Employment. 

Payment for the Domiciliary Treatment of 
Tuberculosis in Belfast. — A Belfast correspondent 
writes:— 14 Three members of the city council of Belfast— 
Dr. J. D. Williamson, Dr. R. Thomson, and Dr. S» Allworthy 
—have resigned in order to make their position clear in 
connexion with payments made to them by the counoil for 
the domiciliary treatment of pulmonary tuberculosis (see 
The Lancet, April 7th, p. 56o). Probably when the new 
Municipal Bodies Emergency Act] is passed the wkele 
question will be put upon an entirely different footing.” 
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appointments. 

9uooescfulappHoants for vacancies, Secretaries of Public Institutions, 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office , directed to the Sub¬ 
editor, not later than 9 o’clock on the Thursday morning of each 
meek , such information for gratuitous publication. 

Both, B. M. t M.B., Gb.B. Aberd., has been appointed Certifying 
Surgeon under the Factory and Workshop Acts for the Br&emar 
District of the county of Aberdeen. 

Fisher, H. R., M.B. Camb., Certifying Surgeon under the Factory and 
Workshop Acts for the Atherstone District of the county of 
Warwick. 

Biggin. Robert Francis, B.A., M.D., B.C. Cantab., L.R.O.P., 
M.R.C.S., Acting Medical Officer to the Newton Abbot (Devon) 
Union Workhouse. 

Procter, J. A., L.S.A. Lond., Certifying Surgeon under the Factory 
and Workshop Acts for the Lydd District of the county of Kent. 


fltaanrira. 


Por further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man mould be considered 
the advertisers are requested to communicate with the Editor. 

Anglo- Ruse lan Hospital, 32, Victoria-street, S.W.— Two Surgeons for 
Russia. 

Barnsley, Beckett Hospital.— Honorary Staff for Out-patients 
(Two Vacancies). 

Barrow-in-Furness. North Lonsdale Hospital.— Seoond House 
Surgeon. Salary £250 per annum, with board, ko. 

Bethnal Green Infirmary, Waterloo House, Waterloo-road, B. — 
Assistant Medical Officer. Salary at rate of £250 per annum. 

Bolton Infirmary and Dispensary.— Seoond House Surgeon. Salary 
£200 per annum, with board, Ac. 

Bournemouth, Royal Victoria and West Hants Hospital, 
Bosoombe Branch.—House Surgeon. Salary £125 and extras, with 
board, 

Bradford City Education Committee.- Temporary Assistants to 
School Medical Officer. 

Bristol Royal Infirmary.— Honse Physician and House Surgeon. 
Salary at rate of £120 per annum, with board, Ac. 

Burnley, Victoria Hospital.— House Surgeon. Salary £160 per 
annum, with board, Ao. 

Burnley Union.— Resident Assistant Medical Officer. Salary £300 per 
annum, with rations, Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annnm, 
with board, Ao. 

Bury and District Joint Hospital Board.— Assistant to Medical 
Superintendent. Salary £250 per annum, with board, Ao. 

Chestbr Royal Infirmary.— Assistant House Surgeon. Salary £150 
per annum, with board, Ac. 

Clinical Research Association. Limited, Watergate House, York 
Buildings, Adelphi, W.C.—Medical Man or Woman for servioe In 
Laboratories. 

Orrat Northern Central Hospital, Holloway-road, N.—Resident 
Medical Officer. Salary £200 per annum, with board, Ac. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Huddersfield, Storthfs Hall Asylum, Klrkburton, near Hudders¬ 
field.—Locum Tenens. 8alary £7 Is. per week, with board, Ac. 

Kent County Council.— Tuberculosis Officer. Salary at rate of £500 
per annum, Ac. 

r Maidstone, West Kent General Hospital.— Assistant House 
Surgeon. 8alary £126 per annum, with board, Ao. 

* Manchester, Akooats Hospital.— House Physician. Salary £200 per 
annum, with board, Ac. 

' Manchester, Bagulet Sanatorium for Tuberculosis.— First Assist¬ 
ant Medical Officer, unmarried. Salary £350 par annum, with 
board, Ac. 

Metropolitan Hospital, Tuberculosis Dispensary for the 
Metropolitan Boroughs of Hackney and Stoke Newington, 
Kings land-road, B. 8.—Temporary Medical Officer. Salary at rate 
of £500 per annum. 

Nktlky, Welsh Hospital.— Medical Officer for Pathological 
Department. Salary £400 per annum, with board, Ac. 

-New Hospital for Women, Buston-road. N.W.—Female Assistant 
Physician and Assistant Surgeon. 

WHwc astLe-upon-Tyn e. Royal Victoria Infirmary.— Four Home 
Physioians, Five House Surgeons, Two Accident-room House 
Surgeons, House Surgeon to Aural and Ophthalmic Department, 
House Surgeon to G\naecological Department, House Surgeon to 
Skin and Venereal Department, House Surgeon to Out-patient 
Dressing Department. 

Northampton General Hospital.— House Surgeon. Salary £200 per 
annum, with board, Ac. Also Two Junior House Surgeons. 
Salaries £150 per annum, with board, Ac. 

Nottingham General Hospital.— Two Assistant House Surgeons 
for six months. Salary at rate of £250 per annum each, board, Ac. 

Nottingham, Notts Education Committee.— Female Assistant 
School Medical Officer. Salary £300 per annum. 

Plaistow Fkyer Hospital, London, E.—Female Temporary Resident 
Medical Ofilcer, to take Clinical Charge of the Dagenham Sana¬ 
torium for Pulmonary Tuberculosis. Salary at rate of £300 per 
annum, and all found 

. Pbxbton Royal Infirmary.— Resident Medical and Surgical Offieer. 
Salary £120 per annum, with board, Ac. 

. Quern's Hospital for Children. Uackney-road, Bethnal Green, B — 
Two House Physicians for six months. . Salary £100 per annum, 
with board, Ac. 

Rochester, St. Bartholomew’s Hospital, Kent.—Senior Resident 
House Surgeon. Salary at rate of £300 per annum, with board, Ac. 
Also Clinical Assistant. Salary at rate of £110 per annum, with 
hoard, Ap. 


Rotherham Hospital.—J unior House Surgeon. Salary £150 per 
annum, with board, Ac. _ 

Royal Free Hospital. Gray's Inn-road, W.O.—Senior Resident 
Medical Officer. Salary £200 per annum. Also House Physlotan 
(salary £50 per annum, with board, Ac.) and Junior Obstetric Phy¬ 
sician (salary £62 per annum, with board, Ac.), to include duties at 
Endslelgh Maternity Hospital. Salary given. 

S hef field Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Shrewsbury, Shirlett Sanatorium, Shropshire.—Temporary Assist¬ 
ant Resident Medical Superintendent. Salary £300 per annum. 

South London Hospital for Women, 103, South Side, dapham 
Common, 8. W.—Female House Physician for six months. Salary 
at rate of £100 per annum, with board, Ac. 

West Bromwich and District Hospital.— Assistant House Surgeon. 
Salary £120 per annum, with board, Ac. 

West Riding of Yorkshire.—Two Temporary School Medical 
Inspectors. Salary £320 per annum. 

Whitehaven and West Cumberland Infirmary.— Resident House 
Surgeon. Salary £150 per annnm, with board, Ac. 


The Chief Inspector of Factories, Home Office, London, 8.W., gi^es 
notice of vacancies for Certifying Surgeous under the Factory 
and Workshop Acts at Annan, at Brampton, and at Tamworth. 


$irfys, gtamaps, anb Jeaifrs. 


BIRTHS. 

Kkllock.—O n April 15th, at 2, Upper Wlmpole-street, the wife of 
Thomas H. K el lock, M.O., F.R.C.S., of a son. 

Marshall —On April 10th, at Cambridge, the wife of Russell H. S. 
Marshall, R.A.M.C., of a son. 

McKellar. - On April 17th, at Chester-le-Street, County Durham, the 
wife of Dr. W. A. McKellar, of a son. 

Watt.—O n April 9th, Dorothy, the wife of James Watt, M D., Medical 
Superintendent, Odsal Sanatorium, Bradford, of a son. 

Wilson.— On April 12th. at Devonshire-street, W., the wife of Alex. 
Wilson, M.D., Captain, R.A.M.C., of Crest House, Putney Bridge- 
road, 8.W., of a daughter. _ 

MARRIAGES. 

Aokland—Buckle. —On April 10th, at St. Mary Abbot’s, Kensingtor, 
William Robert Ackl&nd, Major, R.A.M.C.T., to Georgina, widow 
of Henry Buckle, Burma Commission (retired). 

Bell—Clayson. —On March 19tb, at St. Andrew’s, Farnham, Surrey, 
William Ker Bell, Captain, R.A.M.C., to Katherine B. Clayson, 
of Bastleigh, Farnham. 

Bgan—Mason. —On April lltb, at St. James’s, Piccadilly, W., Staff- 
Surgeon Percy Blackwood Bgan, M.D., RN., to Rosalie Stella, 
youngest daughter of the late Mr. O. A. T. Mason, D.I., R.I.C., of 
Grangefoyle, Strabane, and of Mrs. Mason, Bray, Ireland. 

Graves—Padday.— On April lltb, at St. Barnabas, Kensington, W., 
George Henry Fullarton Graves, Temporary Lieutenant, R.A.M.C., 
to Linda Maud, of Holland-road, Kensington, W., eldest daughter of 
the late Reginald H. Padday, of Singapore. 

Wilson—Hodge.— On April 12th, at Hyndland Church, Glasgow, 
George Haas well Wilson, M.B.. Ch B., to Amy Lawrence, youngest 
daughter of Mr. and Mrs. William Hodge, Montgomerle-drive, 
Glasgow. ’ _ 

DEATHS. 

Hawes. —On April 10th, through the sinking of H.M.H.S. Salta , 
Godfrey Charles Browne Hawes, of Pangboume, Berks, Temporary 
Captain, R.A.M.C., J.P., M R.C S., L R.O.P., L.S.A. 

Jones.— On April 13th, after a short illness, at his residence, 16a, Aber- 
cromby-square, Liverpool, aged 53 years, Hugh Richard Jones, M.D. 

King.— On April 11th, at S. Cyprian’s, Stratton, Cornwall, John King, 
M.R.C.S., J.P., in his 73rd year. 

Lunn — On March 5th, at a hospital in India, as the result of an acci¬ 
dent, Captain Henrv Anderson Lunn, H.A.M.C. 

Potter.— On April 9th, 1917, suddenly, at Brighton. Henry Percy 
Potter, M.D., F.R.C.S., D P.H., of Kensington Infirmary, for 37 
years Medical Superintendent, aged 63 years. 

Rutherford.— On April 11th, at St. Thomas’s Hospital, London, 
Leonard Trevelyan Rutherford, M.A., M.B. Cantab., aged 29. 

Taylor.— On April 10th, at Windsor, Surgeon-General Sir William 
Taylor, K.C.B..late DI rector- General, Army Medical Service, aged 
74 years. 

Thompson.— On April 9tb, at Grenville House, Bldeford, Charles 
Sinclair Thompson, M.B. 

N.B .— A fee offs, is charged for the insertion of Notices of Births , 
Marriages, and Death s , 


Doctors of Military Age : the Squabble at 
Letterkenny.— An Irish correspondent writes : “ An extra¬ 
ordinary scene occurred at a meeting of the Letterkenny 
Board of Guardians on April 13th. It will be recollected 
that at a recent election for dispensary doctor there were 
two candidates, Dr. W. N. Walker and Dr. J. P. McGinley. 
The latter was elected, but as he was of military age the 
Local Government Board refused its sanction. The guardians 
adhere to their decision, and an amusing situation has 
arisen, Dr. McGinley treating patients at the guardians’ 
dispensary and Dr. Walker at his private surgery, the 
tickets authorising each doctor to attend patients being 
signed by the guardians, according to their view as to who 
is really the legally appointed doctor. At the laBt meeting 
of the board, when the pay-sheets of the doctors were sub¬ 
mitted for the chairman’s*signature, the first pay-sheet was 
snatched from him, and he himself was forcibly ejected from 
the chair. A wild scene of disorder followed.” 
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JjtolM, Sftort Comments, aitb Jnskrs 
to Correspondents. 


you that you may know what ia aaid and take your measures accord 
lngly. The King and the Duke of Ormond know thia fair lady- 
[Olive Trant] very well. She certainly meana well, but one most 

not believe all that ia aayd. . I pray God direct you and the Duke 

of Ormonde to do what'a beat, but if the operation be not made the 
King should be informed of thia and decide himaelf.'’ 

The enclosure referred to in the foregoing is as follows:— 


MEDICAL NOTES IN HISTORICAL MANUSCRIPTS: 
THE STUART PAPER8. 

W* give below the concluding excerpts from Part VI. of the 
Stuart Papew. The first and second instalments appeared 
in our issnes of April 7th (p. 558) and 14th (p. 594) 
respectively. 

Health of James III.—Operation for Fistula. 

Pope Clement XI. to James III.— 1716, May 19, Santa Marla 
Mogaiore, Rome.—Granting him permission, on account of his 
health, to eat meat, eggs, sc., on fast days, with an exception as 
regards meat In Holy Week. 

The Duke of Mar to Lie uL-General Dillon.— 1716. Oct. 4.—“James 
has been a good deal out of order for some time with the piles, and 
though he be now in a fair way of recovery, I hope, yet he is not so 
easy that he can write." 

Queen Mai y to the Duke of Mar.— 1716, Oct. 10.—“As soon as I 
had read your letter 1 sent for Mr. Inese, who you know may be 
trusted, and consulted with him which way wee should take to gett 
a good chirurglen to send to Avignon without letting so much as 
himself know who he went for; wee resolved to employe Dr. Maghie 
In this affair, since I dare not appear in it myself; he is honest, and 
is acquainted with several go id chlrurgiens, and I hope will keep 
the secret whioch 1 earnestly recommended to him. 1 was in hopes 
ell this would have been done this morning, and ther was a chair 
ready with post horses, but an houre ago Dr. Maghie brought me 
the enclosed from Mr. Inese and gave me an account of all he has 
done In this affair, which I made him . put in wrlttiag, and 
here I send it you. but I will not seal up this letter till 
6 O'clock, by which time Dr. Maghie has promised to lett me 
know positively whether Guerin will go and what day. If wee 
cannot prevail with him, wee must take one that he will answer for; 
nay, he says he cannot go himself without consulting Marechal, of 
whom ho mucch depends, so that wee cannot hinder that, but Dr. 
Maghie assures me that non of them thinks any mor than that it Is 
a man of quality com out of England that hides himself and will 
not be known to sny, whioch I hope they will still beleeve and 
suspect nothing els.* In all the trouble I am in, whfoh you may much 
easier imagine than I can express It, It Is a comfort to me to have 

yon near the King. I am confident yon will be of great use to 

him In persuading him to be exact In performing the doctors' and 
chlrurgiens’ prescriptions and in keeping company and businease 
from him." 


The enclosure referred to in the above is as follows 

L. Inese to Queen Mary.— 1716, Saturday, Oct. 10, 10 a.m.— “ Your 
Majestv cannot Imagine what difficulty there Is to find an able 
snrgeon that will go so far on such short warning, they being all 
engaged with patients they cannot quit on a sudden. I thought it 
necessary to send Dr. Maghie to inform you or what they say, he 
having spoke with them, and all of them being of opinion that there 
can be no danger in some days’ delay. The courier that came up has 
been very indiscreet, having told everybody he was sent by the King 
to jour Majesty. You will be pleased to give your orders to Dr. 
Maghie who has taken great pains last night and this morning." 

Statement by Dr. John Maghie.—" As soon as I received the Queen’s 
orders last night from Mr. Inese I went immediately to Thibaut, the 
chief surgeon in the Hotel Dieu, one famous in the case. He told 
me it was impossible for him to make the journey on any account. 
He recommended Collignon, with whom I was early this morning, 
and likewise with Monsr. Arnaud, both so engaged that they cannot 
go. Afterwards I went to Guerin, one as expert as any of the 
others. He likewise cannot go immediately, but I have hopes to 
prevail with him in a few days. Observe that Thibaut, Arnaud, and 
Guerin agree that there can be no danger In delaying the operation 
for some eight, ten, or twelve days—nay, Arnaud said fifteen, or three 
weeks. However, no time shall be lost In sending one as soon as 
possible In whom one can have entire confidence." 

L. Inese to Queen Mary.— 1716, Sat., Oct. 10, 4 o’clock.—" Dr. 
Maghie has just come In, and desires your Majesty to be Informed 
that he has been again with Dr. Guerin, who now thinks he can 
part from this In three days, but he must first speak with M. 
Marechal on whom he depends. He will give his positive answer 
to-morrow. As most of such people have an eye to their own interest 
and it cannot be told them who the person is they are to trust, this 
M. Guerin made a bargain what he Is to have, as he must be absent 
three weeks or a month and lose his practice, which is considerable, 
In the meantime. The doctor thinks he should be offered 3000 livres 
to be secured him when the operation is over, and all his charges 
going and returning. If you approve, pray let me know and the 
offer shall be made to-morrow when I see him, or In the manner you 
think fit, but too great an offer might probably give him suspicion 
who the person Is. He may be told that if all succeeds he shall have 
a recompense over and above." 

L. Inese to the Duke of Mar.— 1716, Oct. 13, Paris.—“You will 
receive this from M. Guerin, who is by all esteemed one of the 
ablest chirurgeons of Paris and of the greatest experience In the 
operation he now goes about, and has been always successful In all 
he has undertaken. He is an lldve of the famous M. Marechal and 
employed by him in the most difficult operations of this kind. I 
have given him assurance of 3000 livres, besides all his charges and 
of a reasonable present besides when the operation is happily over. 
I dared not offer more for fear of giving him suspicion, nor could I 
offer less, being informed he gains sometimes 3000 livres in a 
month without golDg out of Paris. He only knowB It is a person of 
quality he is to treat who will not be named for fear of alarming his 
relations, but suspects it is either Ormonde or Mar." 

Queen Mary to the Duke of Mar.— 1716, Oct. 17, Chaillot.—“ I dare 
not send the enclosed to the King for fear the operation should be 
over before this eomes to Avignon; but I dare not omltt sending it to 


Olive Trant to Queen Mary.—" The snrgeon, Marechal’s nephew*, 
who Is gone to the King, is reputed to be very stupid. Chirac, whom 
I have just seen, tells me there is one Barancy, a surgeon now living- 
at Montpellier, who is one of the most able in Prance and It l» 
Important (hat he should attend the King with Guerin, who is not 
so able as might be wished. There is still time to send Barancy. 
Your Majesty will have the kindnesa not to quote Cbarac as to what 
I have sold about Guerin but he is willing to be [quoted ?] about 
Baranov’s ability." 

The Duke of Mar to Sir H. Paterson. —1716, Oct. 21.—“ When I tell 
jou that James was this morning cut of a fistula in ano you will 
not wonder that I am in a burry, having letters to write every* 
where upon It. I thank God it Is well over and be out of danger. 
He endured the operation with all the fortitude in the world. I wan 
by and was grieved with the King, but charmed with the spirit he 
showed. The operation lasted about five minutes and was very well 
performed by Guerin, a cMrorgeon we had sent for from Paris. He 
had ten cuts of the knife and scissors, but the wound is not deep. 
Both the doctor and chlrurgeon assure us that there is no farther 
danger and he Is as calm and tranquil as possibly can be expected, 
without the least appearance of any fever. They will report him 
dead. 1 doubt not. who wish it; therefore it would do well that yroo 
could have a right account of it put into your newspapers. Since it 
was God’s pleasure he should have this illness, It has not taken him 
in an unlucky time, for it will give him and his friends time to look 
about them before they be sent a travelling, if that must needs come. 
It will be two months before he be in a condition to go anywhere, 
and sure they will not be so barbarous as to force him to it before he 
be safe, and before two months expire ’tis hard to tell what may cut 
up." (Further letters show that James’s recovery was slow, bub 
without complications.) 

The Duke of Mar to Monsieur Stiemhoek.— 1718, May 24.—"My 
master [James III.] had been a little Indisposed for a few days 
before he had the news of the Queen’s death, and had some 
symptoms of an ague, so that account came very unseasonably for 
that and many other reasons. His indispoa’tlon was but slight, 
occasioned, as far as we can judge, by the sudden change from 
excessive heat to very cold, which nod the same effect on more of os. 
but I hope a few doses of the bark will carry it off." 

James III. to his cousin, the Duchess of Hanover.— 1718, Friday, 
May 27.—“A slight recurrence of tertian fever prevents me from 
writing to you with my own band." 

James ifl. to the Prince De Vaudcmont.—\l\% , June 26, Urbino.— 

“ I should have long since sought some consolation from yon had I 
not been for two months prostrated by a fever w hich has prevented 
me from the least application." 

Lieutenant-General Dillon to the Duke of Mar.—llXS, Saturday. 
Jane 4.—“ I am much troubled to find the King’s ague continues. 1 
hope it will soon be over and beseech the Almighty to comfort him 
In his just affliction. Nairn® advised me of the Kinge taking a vomit 
7 May and of his being somewhat weak two days after. No violent 
remedy can be good for his constitution, and it is not very usual to 
make an experience on persons of his rank, it being a nice point and 
not practised except in great extremities. The doctor ought to know- 
best, though it be very sure his prescription will meet with little or 
no approbation among the physicians here." 

COMFORT8 FOR THE FORCES. 

Mr. John Penoyre, writing on behalf of Sir Edward Ward, 
Director-General of Voluntary Organisations, says that last 
year the interval between the last cold night of spring and 
the first chills of autnmn was overestimated, ana that this 
year a vast store of sweaters, mufflers, helmets, mittens* 
and socks will be wanted by August 1st. These should be 
seut, when the time draws near, either to the D.G.V.O.’s 
Depdt, 45, Horseferrv-road, S.W. 1, or to Mr. Penoyre* 

8, king's Bench Walk, Inner Temple, E.C.4. Easily 
knitted patterns of any of the articles mentioned can be had 
free on application. 

ECONOMY IN RUBBER GLOVES. 

To the Editor of The Lancet. 

Sir,— Referring to a letter appearing in your issue of 
March 31st on the above subject, I have examined these 
repairs, and think that, from the surgeon's point of view, 
they are satisfactory. From the public point of view, it 
would appear that the saving to be effected certainly 
warrants an immediate trial of this method by all hospital 
authorities, and in particular by the Royal Army Medical 
Corps controlling the military beds. 

I am, Sir, yours faithfully, 

Cavendish-square, W., April 9th, 1917. W. ARBUTHNOT LANE. 

To the Editor of The Lancet. 

Sir,—I n your issue of March 31st last appeared a letter on 
the repair of surgical rubber gloves by a new process. The 
amount spent on these gloves is understated; some hospitals 
must spend £500 or more a year on them. I have used 
gloves repaired in the manner described for some years at- 
the Leicester Royal Infirmary. The puncture repairs are 
so small as to be almost unnoticeable. Of course, when 
rubber has beoome brittle from repeated sterilisation at a 
high temperature any repair is useless. A fair proportion of 
gloves, however, are injured whilst the rubber is still in good 
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condition, either by puncture with the needle or by manipu¬ 
lation (more particularly in bone operations), or even by 
pulling them on roughly. Most of these latter are capable 
of repair. The proportion repairable, however, must vary 
very considerably, depending on the class of operation, Ac. 
Many hospitals repair their own punctures with rubber solu¬ 
tion ; even they, however, would be well advised to try the 
Leicester method for larger tears. 

I am, Sir, yours faithfully, 

Henry j. Blakesley, F.R.C.8. Eng., 

Major. R.A.M.O..T. ; Senior Honorary Surgeon, Leicester 
April 14th, 1917. Royal Infirmary. 

THE CHEMICALI8ING OF CORPSES. 

There appear to be good reasons for believing that the 
Germans are utilising the bodies of their dead by com¬ 
mitting them to a chemical treatment which, for one thing, 
yields fat, and, for another, a nitrogenous powder which 
serves, so it is stated, to enrich pig-feed, and, yet for another, 
the mineral phosphate[of the bones to be used as a fertiliser 
in the field. The recovery of fat by what may appear to be a 

S uesome policy means, of course, a source of material for 
e making of glycerine and its nitro-derivative. The 
total amount of mt in the human body varies immensely, 
but it may be said to range from 2*5 to 5 per cent, 
of the body weight. It is easy to see that in a 
period of heavy casualties this method for the die 
poeal of the dead will yield a very material amount 
of glycerine. Thus, a thousand bodies at an average 
weight of 10 stone (140 lb.) would yield on an 
average of a 3 per cent, basis of fat per body weight about 
2 tons of fat capable of being turned into a tenth of its 
weight of glycerine—i.e., 4 cwt. As the published number 
of killed far exceeds this, the output of glycerine may have 
been increased proportionally, not to mention the soap 
incidentally produced. The dividends of the enterpris¬ 
ing company known as the Kadaververwertungsanstalt 
(Corpse Utilisation Establishment) may, according to 
this calculation, be quite satisfactory to the directors 
and shareholders, enabling them to face criticism with 
complacency. 

PROLONGED NASAL FEEDING. 

To the Editor of The Lancet. 

Sir,—A man was admitted to this asylum in 1885 and has 
just died here at the age of 81. For several years he had to 
be spoon fed after his admission, but for the last 21 years 
and 7 months he was fed three times daily through the nasal 
tube. He enjoyed excellent health until the last three 
months, when his health began to fail. I never heard of his 
taking a drink of water for all these years, but during the 
last two days of his life he took warm milk from a fellow- 

S tient, but not from an attendant. The following was his 
ily diet scale :— 

Breakfast: One quart of milk, two eggs, and 1 } os. of sugar. Dinner: 
One quart of beef tea. or beef fluid made from buvril or oxo, and one or 
two potatoes, mashed fine enough to go through the nasal tube. 
Supper: One quart of milk, one egg. and 1 j oz. of sugar. 

Is this a record in prolonged nasal feeding ? 

lam, Sir, yours faithfully, 

E. E. Moore, M.D. Dub., 

Medical Superintendent. 

Donegal District Asylum, Letterkenny, April 13th, 1917. 

HEALTH OF ST. LUCIA. 

A report on the colony of St. Luoia for the year 1915-16 has 
just been presented to Parliament. From this it appears 
that the population is estimated to consist of 24,115 males 
and 28,16? females—total 52,282—a slight increase as com¬ 
pared with the previous year. The birth-rate for 1915-16 
was 33 per 1000 of the population and the death-rate 19*7 
per 1000. There were two deaths from snake-bite and one 
from scorpion-bite. All t'*e medical officers report the 
health conditions of the year to have been favourable. The 
hookworm campaign, inaugurated at the expense of the 
International Health Commission, continued its work under 
the direction of Dr. Stanley Branch, a local district medical 
officer seconded for this purpose; and side by side with 
this campaign the Government is adopting measures for the 
improvement of the sanitary conditions in the colony 
generally. The Victoria Hospital at Castries is the one 
general hospital for the colony, and the daily average 
number of patients was 70. The construction of a wing 
for private paying patients has been commenced. Small 
buildings are provided in the oat-districts at Boufri&re, 
Dennery, and Vieux Fort which are used as casualty hos¬ 
pitals for accident and emergency cases, and there are 
visiting stations at various points where medical officers 
attend regularly on fixed days for the treatment of out¬ 
door cases of sickness. 

The yaws hospital, which is in the vicinity of the Poor 
Asylum at Malgretoute, hada daily average of 43*2 patients. 
The voluntary influx of patients for treatment with 
arsenobenzol continued unabated during the year, and 443 
cases were treated. The medical officer in charge, Dr. A. F. 
Hughes, reports that up to date he had treated 1188 cases, 


and that out of this number there had been 63 cases of 
recurrence of the disease. In this latter connexion the 
medical officer refers to the difficulty of his distinguishing 
between bona-fide recurrences and cases of reinfection. 

SPRUE. 

Referring to the annotation which appeared under the 
above heading in our issue of last week, Mr. John Ward, 
of the Crookes Laboratories, states that the use of collosol 
argentum in this disease was mentioned in papers read 
before the annual meetings of the British Medical Asso¬ 
ciation in 1913 and 1914, notably by Mr. James Cantlie. 
Further experience, he adds, indicates the alternate use of 
collosol argentum and collosol iodine—of course, by internal 
administration. _ 

Recruit*.— The fees should, in our opinion, be included in our 
correspondent’s return for income-tax, as the profit arising 
therefrom can soaroely be defined as profit arising from a 
single or casual transaction outside the usual scope of the 
profession. The point might be put before the distriot sur¬ 
veyor of taxes, whose advice is usually sound and impartial* 

JStbical Jiarj far % ensuing fffiteiu 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1 Wlmpole-rtreet, W. 

MEETING OF 8 EOT ION. 

Friday, April 87th. 

STUDY OF DISEASE IN OHILDBBN (Hon. Secretaries—A. S. 
Blundell Bankart, B. A. Cockayne, 0. P. Lepage): at 4.30 p.m. 

Case*: 

Dr. F. Parkes Weber: (1) Lipodystropbia Progressiva In a Male; 

'Agraphia 
. . tnaChild 
History of Infantile 

Convulsions. 

Specimen: 

Dr. B. A. Cockayne t A Case of Congenital Defect of the Duodenum 
In which Bfie was Found both Above and Below the Absent 
Portion. 

Paper: 

Dr. H. C. Cameron i Status Lympbaticus from the Clinical 
Standpoint. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL COLLBGB OF SURGEONS OF ENGLAND, Unooln s Inn 
Fields, W.O. 

Museum Demonstrations (Pathology) for Medical Students and 
Practitioners and First-Aid and Ambulanc e Students 
Monday —6 p.m., Mr. 8. G. Shattock: Gunshot Injuries. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
toad, W. 

Monday.—2 p.m., Medical and Surgical Clinics. X Bays. Mr. Gray > 
Operations. Mr. B. Harman t Diseases of the Rye. Dr. Simeon s 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednesday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. 
Thursday.— 2 p.m.. Medical and Surgical Clinics. X Bays. Mr. Grey t 
Operations. Mr. B. Harman: Diseases of the Bye. 

Friday.— 10 A.M., Dr. Simeon : Gynecological Operations. 2 p.m.. 
Medical and Surgical Cllnios. X Bays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Note, and Bar, 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 A.*., Dr. Saunders: Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman r 
Bye Operations. 2 p.m., Medioal and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations. 

ROYAL INSTITUTE OF PUBLIC HEALTH, Lecture Hall of the 
Institute, 37. Russell-squ^re, W.C. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 P.M., Lecture II.:—Dr. C. Porter: Citizenship and 
Health Questions in War Time. Followed by a discussion. 

ROYAL INSTITUTION OF GRHAT BRITAIN, Albemarle-street, 
Piccadilly. W. 

Friday.— 5.30 p.m., Dr. J. D. Grant: The Organs of Hearing In 
Relation to War. 


METEOROLOGICAL READING 8. 

(Taken dally at 8.90 a.m. by Steward* Instrument*.) 

The Lancet Offioa, April 18th, 1917. 
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Other Information which we have been accustomed to give In these 
"Readings” Is withheld for the period of the war. 
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AOKNOWLEDGMNT8 OF LETTERS, ETC., RECEIVED. 


[Ann.^1,1017 


EDITORIAL NOTICES. 

It 1b most important that communications relating to the 
Editorial business of Thk Lancet should be aadreeaed 
exclusively 41 To the Editor,” and not in any oase to any 

« mtleman who may be supposed to be oonneoted with the 
dltorial staff. It is urgently neoessary that attention should 
Y>e given to this notioe. 

It Is especially requested that early intelligence of local 
events having a medioai interest, or which it is desirable 
to bring under the notioe of the profession, may be sent 
direct to this offloe. 

Lectures, original artioles, and reports Bhould be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , thould be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated bv the names and addresses 
of their writers—not necessarily for publication. 

*We cannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 2. 


MANAGER’* NOTIOBS. 


ALTERATION IN THE PRICE OF “ THE LANCET." 

Increased war expenses and cost of production necessitate 
an increase of the price of The* Lancet. Commencing with 
the new year, the price was raised to 8 d. The rates of 
subscription remain as revised in October. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority pf 
Agents are able to effect. 

TO COLONIAL AND FOREION SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of Subscriptions given on page 4. 

The Manager will be pleased to forward oopies direct from 
the Offices to places abroad at the rates shown, whatever be 
l the weight of any of the copies so supplied. 


Communications, Letters, Ac., have been 
received from— 


A. —Major Sir Robert Armstrong- 
Jones, R.A.M.O.; Anooats Hos¬ 
pital, Manchester, Sec. of; Messrs, 
▲lien and Hanburys, Lond.; 
Australian Book Go., Lond.; 
lieut.-Ool. J. G. Adaml, A.D.M.S. 

B. —Mr. B. G. Brock, Olocolan; 
Messrs. Burroughs Wellcome and 
Oo., Lond.; Bolton Infirmary 
and Dispensary, Sec. of; Messrs. 

F. P. Baker and Go., Lond.; 
Boot’s Pure Drug Go., Notting¬ 
ham; Oapt. B. Black; Messrs. 
W. H. Bailey and Son, Lond.; 
Qapt. J. A. Bennett, R.A.M.C.; 
Messrs. Bale, Sons, and Daniels- 
•oo, Lond.; Dr. G. Blacker,Lond.; 
8urg.-Gen- Sir David Bruoe, 

A.M.S., C.B.; Dr. J. Blomfield, 
Lend.; Dr. J. Brownlie, Lond.; 
Beckett Hospital, Barnsley, Hon. 
Sec. of; Miss Brown, Lond.; Mrs. 

O. Brereton, Lond.; Capt. W. 
Langdon Brown, R.A.M.O.(T.). 

C. —Dr. C. W. Cunnington, Lond.; 
Messrs. Clarke, Son, and Platt, 
Lond.; Dr. H. Carlill; Messrs. 

J. and A. Churchill, Lond.; 
College of Ambulance, Lond.; 
Messrs. Garnrlck and Go., Lond.; 
Chicago School of Sanitary In¬ 
struction; College of Nursing, 
Lond., AsstBt. Sec. of; Lieut.- 
Col. J. Clay, R.A.M.C.(T.F.). 

D. — Messrs. Down Bros., Lond.; 
Capt. A. W. C. Drake, R.A.M.G.; 
Messrs. W. Dawson and Sons, 
Lond.; Dr. H. Davies, Lond.; 
Denver Chemical Manufacturing 
Co., Lond. 

B. —Mr. G, fllkington, Lond.; B. F.; 
Dr. L. Bttinger, Cheltenham; 


Mr W. Brans, Lond.; Mr. H 
Elliot, Lond.; Dr. J. Byre, Lond. 

P.—Messrs. H. Frowde and Hodder 
and Stoughton, Lond.; Fac¬ 
tories, Chief Inspector of, Lond.; 
Messrs. Fannin and Co., Dublin; 
F. P. 

G. —Mr. H. H. Grattan, Lond.; 
Dr. R. R. Glddlngs, Notting¬ 
ham; Mr. H. N. Gil hey, Lond.; 
Messrs. Grantoff, Bride, and Co., 
Lond.; Mrs. Gardner, Lond.; Dr. 

A. Graham-Stewart, Margate; 
Miss K. H. 8. Gibson. Lond.; 
Dr. J. Guy, Edinburgh. 

H. —Mr. D. Hehir, Eastbourne; 
Mr. F. Heruaman - Johnson, 
Lond.; Mr. M. Hodson, Lond.; 
Dr. W. C. Hutt, Brighton; 
Dr. T. J. Horder, Lond.; Messrs. 
Charles Hearson and Co., Lond.; 
Dr. F. de Havllland Hall, Lond.; 
Hertford Street Motor Co., Load.; 
Mr. D. F. Hegarty, Cork; Dr. 
W. H. Hewlett, Lond. 

I. —Incorporated Society of Trained 
Masseuses, Lond., Sec. of. 

J. —Dr. F. Wood Jones, Lond.; 
J. F.; J. P. A. 

K. —Dr. A. R. Kilgore, Shanghai; 
King Edward VII. Welsh National 
Memorial Association, Cardiff, 
Chief Acct. to. 

L. —Dr. C. E. Lea, Manchester; 
Libreria Llclno Cappells, Bologna; 
Local Government Board, Lond.; 
Mr. A. Latchmore, Hitcliin; 
Mr. C. B. Lisle. Birmingham; 
Mr. A. Legrand, Paris; Messrs. 
Lee and Nightingale, Liverpool; 
Messrs. Lever Bros., Lond.; 
Mr. A. Love, Greenock; Messrs. 


Longmans, Green and Co., Lond.; 
Mrs. Lynch, Lincoln; Mem. 
H. K Lewie and Co., Lond.; 
Lamson Publicity Service, Load.; 
Masers. Lever Bros., Port Sun¬ 
light. 

M.—Dr. F. H. Morison, Carlisle; 
Dr. R. Morton, Lond.; Messrs. 

C. Mitchell and Co., Lond.; 
Manchester Northern Hospital, 
Sec. of; Mrs. Murgatroyd, Lond.; 
Mr. N. C. Macnamara, Rickmans- 
worth; Maruzen Co., Tokyo; 
Dr. B. B. Moore, Letterkcnny, 
Lieut.-Col. S. Mort. R.A.M.C ; 
Mr. J. McCulloch, Glasgow; 
Sir J. Mackenzie, Lond.; Mr. H. 
Maurer, Benoni; Mr. B. R. 
Morgan. Lond., Manchester City, 
Medical Officer of Health of. 

M.—Dr. J. Niven, Manchester; 
Newcastle-upon-Tyne Education 
Committee, Director of; News¬ 
paper S'»ciety. Lond., Sec. of; 
The New Statesman, Lond., 
Manager of. 

P. —Dr. C. Porter, Johannesburg; 
Price’s Patent Candle Co., Lond.; 
Dr. D. P. Penh&llow, Paignton; 
Mr. V. G. Plarr, Lond.; 
Messrs. George Pul man and Sons, 
Lond.; Mr. H. Platt, Manchester; 
Major W. Pearson, R.AM C.; 
Dr. J. P. Parkinson, Lond.; 
Preston Royal Infirmary. Sec. 
of; Dr. K. B. Prest, New 
Cumnock; Mr. L. W. Powell, 
Lond. 

Q. —Queen Mary's Hospital for the 
Bast End, Strstford, Sec. of. 

R. —Royal Academy of Med Urine 
in Ireland, Dublin; Royal Insti¬ 
tution of Great Britain. Lond. 
Dr. W. H. R. Rivers, Slateford; 
The Radium Institute. Lond., 
Medical Supt. of; Mr. L. C, Rudd, 
Lond.; Dr. G. Reid, Stafford; 
Dr. R. R. Rentoul, Liverpool; 
Royal Society of Arts, Lond., 
Royal Stat istical Society, Lond 
Registrar General, Lond.; Royal 
Microscopical Society, Load.; 


Rockefeller Instltnte’for MedUSal 
Research, New York; Revue de 
CMmiotkirapie, Paris, Editor of ; 
Koval Victoria Infirmary, New¬ 
castle-upon-Tyne, Sec. of ; Mr. 
J. E. Rivera, Paris; R. N. H. 

8.—Dr. G. A Sutherland, Load.; 
Meters. G. Street and Oo., Load.; 
Mrs. B. A. Spong, Tiverton; 
Meesrt. Spiers and Pond, Load.; 
Messrs. Sells, Lond.; Messrs. 
Sherratt and Hughes, Manches¬ 
ter; Dr. W. B. Simpson, Load.; 
Mr. J. D. Staple, Lyme Regis; 
Dr. G. A. Stephens, Swansea; 
Capt. A. G. Shera, R.AM.C.; 
Messrs. Saward, Baker, and Oo., 
Lond.; Society of Apothecaries 
of London, Sec. of; Sir Thomas 
A. Stuart, M.D., Sydney; Mayor 
and Mayoress of Southwark; 
Dr. O. Schnitter. Greylingstad. 

T. —Mr. J. Thin, Edinburgh; 
Mrs. Tylecote, West Didsbury; 
Dr. J. Tatham, Old Oxtead; 
Dr. C. H. Thatcher, Bdlnbnrgh ; 
Miss Tolson, York; Messrs. 
J. Timpson and Co., Load.; 
Major G. G. Turner, R.A.M.C.; 
Thames Export Packing Co., 
Lond. 

U. -Oapt. W. H. Unwin, N.ZM.O. 

V. —Messrs. J.-W. Vickers and Oo., 
Lond. 

W. —Mrs. A. J. Walker. Repton; 
Wrest London Hospital Post- 
Graduate College, Dean of; 
Messrs. J. Williams and Son, 
Bradford; Dr. S. West, Lend.; 
Whitehaven and West Cumber¬ 
land Infirmary, Sec. of; Messrs. 
J. Wright and Sons, Bristol; 
Messrs. W. Wesley and Son, 
Lond.; Messrs. Alex. Wood, 
Campbell, and Co., Lond.; Messrs. 
W. Wood and Co., New York; 
Mr. W. P. Walsh, Hastings; 
Mr. C. A. Wickham, Northamp¬ 
ton ; Messrs. Williams and 
Wilkins Co., New York. 

Y.Mits M. Yates, Lond.; Dr. 
R. A Young, Lond. 


Letters, each with enclosure, are alao 
acknowledged from— 


A. —Mr. B. W. Allsom, Cork; 
Dr. R. Adam, Frodsham; A F. 
Anglo-French Drug Co., Lond.; 
Anderson College of Medicine, 
Glasgow, Sec. of. 

B. -Capt. G. V. Bedford, C.AM C.; 
Mr. W. B. Brownlie. Blackburn. 
Messrs. T. B. Browne, Loud.; 
Dr. Helen Barnes; Mr. S. A. 
Bailey, Lond.; Mrs Burroughs, 
Lond.; Dr. T. W. Be&zelev, Bir¬ 
mingham ; Bootle Borough Hoa 
pital, 8ec. of: Messrs. Butter¬ 
field and Son, Northampton. 

C. —Dr. D. Orowly, Lough rea. 
Messrs. Cowie and Co., Load.; 
Dr. F. G. Crookshmnk, Land., 
Messrs. T. Christy and Co., Lond.. 
Dr. C. W. J. Chepmell, Whit- 
stable. 

D. —D<»ctor. Southsea; Sir Bertrand 
Dawson, K.G.V.O., Loud.; D. G. 

E. —Mrs. H. Eastwood, Guildford ; 

E. M. B. 

F. —Messrs. Flndon and Co., Ban- 
down; Messrs Fletcher, Fletcher, 
and Co., Lond.; Lieut. T. Y. 
Finlay. R.AM.C. 

G. —Ur. M. G. Gray, Lagos; Mrs. 
Grieve, Chalfont St. Peter ; Mrs. 
Gibb, Southsea; Dr. S. Gill, 
Formby; Dr. L. G. Guthrie, 
Lond. 

H. —Mr. F. A. Hepworth, Sheffield; 
H. R., Twickenham; H. D., 
Messrs. A. Heywood and Son, 
Manchester; Heigham Hall 
Norwich, Medical Supt. of; 
Messrs. J. Haddonand Co.. Lond.; 
Mr. W. Helnemann, Lond,; 
Hoffmann-La Roche Chemical 
Works, Lond. 

I. —International News Co., Load. 

J -J. P. 

K, —Messrs. Keele, Load.; Mr. R. 
Keeble, Bagsbot; Mr. S. Kodachi. 
Tok\ o. 

L. —Mr. H. Le Soudier, Paris; 
Lister Institute of Preventive 
Medicine. hKtree, Sec. of; 
Dr. A. Lewthwaite, Braintree; 
London Hospital Medical Col¬ 
lege. Sec. of. 


M.—Dr. H. P. Idler, LottfrL; 
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r. R. L. Moorhead, Oxted; 
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Lond., Sec. of. 

0.—Oldham Royal Infirmary, See. 
of. 

P. - Lieut. F. G. Pedley, R.AM.C.; 
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Sec. of. 

T.—Mrs. R. K. Turner, Hale; 
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V. -Victoria Hospital, Burnley, 

Sec. of. 

W.—Mr. B. L. Waaon, Clevedon; 
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C. W. Wirgman, R.AMt..; 
Capt. G. W. Watson, R.AM.C.; 
Dr. Watson, Southsea. 
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WAR SURGERY OF THE ABDOMEN. 

Delivered before the Medical Society of London 

Br CUTHBERT WALLACE, B.S. Lohd., 
F.R.C.S. Eng., C.M.G., 

^CKGEOX TO ST. THOMAS'S HOSPITAL; COXSOLTDIO SURGEOX, BRITISH 
EXPEDITIONARY FORCE. 

LECTURE III. 1 

Delivered on March tSrd , 1917 . 

Wounds of Particular Organs (continued). 

Large Intestine . 

Frequency .—The colon was perforated in 258 oases among 
965 operations. 

Associated injuries .—The small intestine is the organ most 
frequently injured with the great gut. The stomach goes 
with the transverse colon, the spleen and kidney with the 
eplenio flexure, the liver and right kidney with the hepatic 
flexure. In speaking of side-to-side wounds, we have given 
some instances of curious injuries, and one may recall here a 
case where the left kidney and the posterior surface of the 
•ascending colon were the only lesions found. 

The injuries of the large intestine are really similar to 
those of the small gut. The differences that are to be noted 
-are due to its larger size, the absence of coils, the absence of 
4 nesentery t and to its proximity, in some portion of its extent, 
to bone. 

1. The large size of the tube leads to a preponderance of 
tears or perforations, but instances are met with in which 
the whole lumen is completely divided, and this happens 
both in the fixed portion and in that endowed with the 
mesentery. This complete division is, I think, due to a 
•collapsed condition of the intestine when it may be, as is 
well known, but little bigger than the small intestine. 

2. Absence of coils .—This means that multiple injuries 
are not common, and when they occur are not so numerous 
as in the small intestine. The multiple injuries are found 
at the bends. In one case which may be mentioned there 
were six perforations—two in the ascending, two in the 
hepatic flexure, and two in the transverse colon. In another 
oase there were three wounds in the caecum and ascending 
•colon and two in the hepatic flexure. 

3. The absence of the mesentery over a great part of its 
course means a frequent occurrence of retroperitoneal 
wounds. These are difficult to find and are largely respon- 
eible for the heavy mortality. The partially covered portion 
of the small intestine - namely, the duodenum—has likewise 
* very large mortality. 

4. Proximity to bone .—This leads to wounds of the cssoum, 
the two vertical colons, and the pelvic loop by spicules of 
bone ; and, as has been pointed out, these injuries are apt 
to be overlooked because the perforations in the peritoneum 
•are not conspicuous. 

Infarction .—This type of injury is met with in the small 
intestine, but I think it is rather commoner in the large. 
The caecum with the ileum and the descending and iliac 
colons have all been found in this state. Interference of the 
blood-supply also leads apparently to an ulceration of the 
•mucous membrane, which comes on fairly quickly after 
receipt of the wound. Captain Dunn has collected several 
cases of this type of injury which he will publish in due course. 

Escape of contents .—The large intestine is often laden, but 
the condition of the contents renders massive escape less 
frequent than it would otherwise be ; but, take it all in all, 
the escape from the large intestine is more frequent than 
that from the small, especially when the caecum and 
i&soending colon are involved. 

Nature of the lesions. — Ccecum .—There have been a fair 
dumber of csecal wounds; most of them have been small In 
-extent and have lent themselves to suture. In other cases 
the wounds have been so big as to necessitate an artificial 
Anus. In one case there was bruising of a transposed caecum, 
(a s good many cases there was a large retroperitoneal 
haemorrhage; and it may be here recalled that this injury was 
in one Instance accompanied by acute dilatation of stomach. 

1 Lectures I. end II. were published in The Lax err, April 14th end 
21st. 1917, respectively. 

No. 4887. 


Transverse colon —All kinds of wounds are met with here, 
from a simple single lesion to complete division. True 
antero-posterior wounds are not very common, and as a 
rule the transverse colon is struck obliquely, the bullet 
passing through the anterior part of the lumen. It has 
already been stated that such wounds are accompanied by 
lesions of the stomach and small intestine. 

The posterior surface is sometimes wounded, and this may 
be overlooked unless it is borne in mind that such an injury 
is possible, for it is not obvious unless a special search is 
made. Bleeding from the vessels supplying the bowel is 
fairly frequent. 

Vertical colons—i.e., the ascending and descending colon .— 
It is convenient to take these two portions together, as they 
have no mesentery. Both, especially the descending, lie 
rather further from the lateral line than would appear. The 
wound may be completely intra- or extra-peritoneal, or both 
combined.. The actual lesions are perforations, slits, tears, 
or complete divisions. Perforations are most commonly 
met with in side-to-side wounds and complete division in 
antero-posterior wounds. All varieties are complicated with 
small gut injuries. Makins noticed that ascending colon 
wounds were more common at the base than other colon 
wounds, and he attributed the rarity of the descending colon 
wound compared with that of the ascending to the former 
being more often accompanied by small-gut injuries owing to 
the fact that the small gut overlies it. This partially explains 
the discrepancy, but the ascending colon is actually wounded 
more often than the descending. The possible explanation may 
be that the descending colon lies so far back that any bullet 
passing transversely and involving it and the small intestine 
would traverse a transverse plane situated so far back in the 
body as to involve the spine and great vessels. Of course, 
an autero-posterior wound would involve both the small and 
large intestine here, but these are not so common as the side 
wounds. The anterior wounds of the vertical colons are 
comparatively easy to find and to deal with if a suitable 
incision is used. The extraperitoneal are very difficult, and 
most probably are more often missed than any other. They 
may be small and valvular, and escape notice because they 
lie in a mass of areolar tissue, and this difficulty is very 
greatly increased when this tissue is infiltrated with blood, 
as it so often is. The great danger is an infection of the 
areolar tissue, and to this class of infection Fraser has 
given the apt term “colon septic® mia.” I have seen it 
prove fatal within 12 hours, and that with an open wound. 

Hepatic flexure .—Next to the transverse colon, the hepatic 
flexure is the easiest of all to deal with, as it lies fairly 
superficially. Its form leads to multiple injuries. 

Splenic flexure. —This, from its position, is the hardest of 
all the large intestines to deal with, and even with the best 
placed incision it is difficult properly to examine without 
mobilisation. 

Pelvic colon —This portion of the large intestine Is 
anatomically more like the small intestine than any other 
part of the colon and the lesions are somewhateimilar. There 
are slits, perforations, or complete division, and these are 
often complicated with multiple small-gut and bladder 
injuries. Fracture of the pelvis, so often associated, increases 
the gravity of the case. I have been struck with the great 
variations in position as shown by the different situations of 
the wounds of the gut in different cases in which the bullet 
has taken a similar direction. The infectivity of its contents 
is very great, and an insignificant wound, even If got early, 
has proved fatal. 

Symptoms .—The symptoms of Intraperitoneal wounds are 
similar to those of the small intestine. A great difference 
lies in the behaviour of the extraperitoneal wounds; all 
grades of infection are met with. Sometimes we have cases 
of acute sepsis with or without gas formation which are fatal 
in a few hours; such cases are often past help when they 
arrive. They are cold, blanched and clammy, and the pulse 
running—in fact, their appearance often suggests acute 
h»morrbage. The dangerous sepsis, shown by high mortality, 
accompanying artificial ani when formed in the vertical 
oolons has led some operators to always make an attempt to 
close the wound. Unfortunately the damage is often already 
done when the case has come under treatment. In other 
oases, especially in antero-posterior wounds, or cases with a 
single wound in the loin, the symptoms are less acute. Some 
such cases arriving late and left may do well at first; then the 
usual signs of intoxication and local tenderness appear. In 
such cases an incision opening up the wound causes an 
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amte Rbra ttbn ; a c er tain number of such oases appear not to 
be oases of colon infection but doe to infeeted material 
carried in with the projectile. 

Prognosis: — Figures seem to show that there is no great 
difference between the small gat and the large gnt in the 
operated series of cases, though one must remember that in 
cooperated cases the small intestine is much more fetal, and 
one can say that small gat injuries are largely fetal from 
haemorrhage and shock, while the great gut injuries are 
fatal from sepsis, especially retroperitoneal sepsis. This 
difference, of coarse, is dae to the greater toxicity in the 
large intestine, which is known to all. It is possible that 
operative treatment may cause the death in a certain number 
of colon wounds which might have got well under the old 
conditions, bat with the increased use of a transverse incision 
for the exploration of saoh wounds the dangers ought to be 
greatly reduced. 

It is interesting to compare two series of figures. In 310 
c*ses of penetrating wounds of the abdomen under, opera¬ 
tive treatment at the front the small gut mortality'was 63*8, 
that of the great gut 60. 

tfakids’s figures, which refer to cases at the base in the 
pre-operative days, show the mortality to have been as 
follows: Large gut mortality 38*7, small gttt mortality 
86 per cent. One must remember here, of course, that there 
was a great elimination of both classes of case. 

Very few cases, apparently, of transverse colon wounds nsed 
formerly to reach the base, and this was attributed to its 
position favouring the spread of sepsis, bnt I am inclined to 
tbihk that it was not so muoh this as to its frequent associa¬ 
tion with small gut injuries. The reason for the vertical 
colon cases reaching the base seems to have been an 
anatomic il one, for those colons are tucked away at the side 
of the body and their situation is very favourable for sealing 
off a local infective area. 

I have not been able to trace, so far, any great disparity 
as regards danger in the different portions of the large 
intesttne. 

treatment. —In spite of the feet that some cblon cases did 
arrive at the base and recover, I do not think that there are 
any surgeottS who have had experience at operating who 
would advise abstention on this ground except in cases Which 
arrive late. 

Incision .—It may still be necessary to use a paramedian 
incision for a general exploration of the abdomen fbr the 
exclusion of, or fbr dealing with, other injuries. The trans¬ 
verse and pelvic colons are best dealt with from such an 
incision, as these lesions are commonly associated with those 
of the Bmall gut. It may be necessary in certain cases to 
supplement this median incision with one towards the side 
of the body. When the projectile has traversed only one 
side of the body the horizontal loin incision is by far the 
best, and here again the value of an X ray examination 
in oases of single entry wounds is to be insisted on. The 
rectus sheath maybe preferred by some for exploration of 
the hepatic and splenic flexures, bnt the association of 
kidney injuries with these wounds makes a horizontal 
incision more desirable, as the kidney can be dealt with in 
the posterior extremity of the wound, whereas an attempt 
to remove the kidney through the anterior incision is not 
very convenient or desirable. Open wounds involving the 
loitt, and possibly involving the colons, can be dealt with by 
lodal enlargement, bnt in the absence of X rays a median 
incision to exclude other injuries is most probably desirable. 

The local lesion .—The question of treatment is determined 
by the nature of the lesion. Suture should be attempted 
whenever possible, but a colostomy is often necessary to 
save time when other lesions have already been dealt with. 
If suture is employed in the uncovered parts of the colon 
adequate drainage must be established. 

Proximal colostomy .—I thought when starting work that 
proximal colostomies would have a much Wider application 
than I have found to be the case. They are, of course, 
nsefal in limiting the amount of septic absorption in cases of 
large wounds of the Vertical colons, but, as has been pointed 
out, this tissue is already infected at the time the case has 
come under treatment; and, in addition, one does not feel 
inclined to make an extra opening in the bowel, and 
proximal colostomy to be of any use must be complete and 
must probably find its best application in these cases of loin 
wounds on the left side in which sepsis develops late, and in 
some WbUuds of the rectum. A c&oostomy is a perfectly 
useless procedure. 


Rectal Wounds. 

These may be either extra- or intra-peritoneal orboth. 

(a) The extr&peritoneal ones are often accompanied by 
wounds of the buttock and fractures of the sacrum. The 
latter are especially dangerous, as sepsis spreads rapidly in 
the retro-rectal areolar tissue. The treatment ife a free- 
external opening and possibly a proximal colostomy. 

(b) Intraperitoneal wounds are best treated by Suture. In 

those oases where this is impossible it may be worth while 
closing the bottom of Douglas’s pouch above the lesion and 
introduce a tube through the anus into the space thus shah 
off. The question of a proximal colostomy must also be 
considered. Liver. 

Frequency .—Out of 966 cases the liver was wounded 
163 times. Liver wounds furnish a large proportion of the 
cases in which no operation was performed. 

Organs mounded with it. —The stomach, colon, small 
intestine, and right kidney are those usually wounded with 
the liver. The pleurae are often involved. The liver Is often 
found wounded in cases of an exploratory coeliotomy Where 
the entrance wonnd is far away. Many cases where the liver 
is obviously wounded are only submitted to operation to 
exclude the wounds of other organs. 

Nature of injuries. —A good many cases of rupture by 
horse kicks have been seen, but most ot the wounds are 
caused by projectiles or by ribs driven in by the missile. 
Makins says that transverse wounds were the most common 
at the base. The wounds'are of all types, a simple perfora¬ 
tion, an avulsion of fragments, especially of the anterior 
edge, to an almost complete disruption. 

The wounds are usually commensurate to thbsize of the pro¬ 
jectile : thus bullets, small shell and bomb fragments make 
perforations or scores ; larger shell fragments more ragged 
wounds. Its friable nature, as would be supposed, lends 
itself to tearing and fragmentation ; thus there may be 
radiating fissures from a central hole, crater-like exits, or 
pieces nearly or completely torn off. In some oases 
a ballet produces extensive destruction. These are said 
to be caused by short-range wounds, but of this I am 
not convinced. The track of tom surface is at first 
ragged and bloody; seen after 12 or 24 hours it becomes 
a dirty yellow brown, and later it may be a vivid 
yellow colour due to bilious staining. The injury, to 
judge from the microscopic sections, is usually limited to 
the vicinity of the wound, and in those cases where destruc¬ 
tion of cells is found at some distance from the wound it is 
most probably due to an infarction phenomenon. Anyhow 
these infaroted areas are by no means uncommon. 

Haemorrhage varies ; ft is not altogether commensurate 
to the size of the injury and its amount largely depends on 
Whether a big vein has been opened or not—if not, bleeding 
usually ceases spontaneously in from six to ten hours. The 
gall-bladder, common and cystic ducts have all been 
Wounded, bnt the larger bile passages do not seem to be so 
often wounded as one might expect. Sometimes in the 
abdomino-thoracic wounds the bile escapes into the pleura. 

Symptoms. —The symptoms are often slight and one has no 
doubt in deciding that the right course is the “ expectant tT 
one. Sometimes the symptoms seem surprisingly severe, and 
I oan recall two cases of tangential wounds of the Hver 
Which could not have involved the liver deeply and in which 
there was no sign of blood in the abdomen. Both case* 
Were extremely shocked and one ended fatally ;- un¬ 
fortunately there was no post-mortem. There are the 
usual signs of abdominal injury, the main ones being those 
of haemorrhage which manifested itself in the usual way. 

Jawndioe. —Jaundice of a slight and evanescent character, 
accompanied by bile in the urine in some cases, is seen in 
the early stages ; it is of no great importance and usually 
passes off; its cause is not known. The septio form of 
jaundice which is seen at the base in a considerable number 
of cases, and which not infrequently ends fatally,, is also 
seen at the front within three or four days of the receipt of 
the wonnd. There has also been one case of severe biliary 
peritonitis which ended fatally 36 hours after receipt of the 
wound. There was much bile in the peritoneum, and no 
other injury to account for the peritonitis. Of course, it is 
impossible to deny that infection may have been carried in 
with the projectile. I quite this case because there is con¬ 
siderable difference of opinion as to whether bile can 
pause peritonitis. In the pleura, apparently, it is often quite 
inftO&OOtJb. 


x 
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9 For the late facts of liver wounds I cannot do better than 
refer yon to Sir George Makins’s paper on this subject which 
appeared in the British Journal of Surgery (No. 12, iii., 1916). 

Prognosis. —This may be said to be good. Thus we have 
114 cases aod 38 deaths. Shock and haemorrhage are the 
common causes of death. In uninfected wounds mortality 
haw a distinct relation to the amount of injury, both on 
account of the amount of blood lost and of the amount 
of injured substance. No connexion has been traced between 
the direction of the projectile and the fatality. Injuries of 
the big bile passages do not seem to increase the gravity to 
any appreciable extent. Attention has already been drawn 
to the grave symptoms of apparently trivial injuries. 

Treatment .—Many cases require no operation, as there are 
obviously no other organs wounded. Many cases are operated 
on because of the possibility of injury to other organs 
and the bleeding in the liver wound found to have ceased. 

The incision for an obvious liver wound is either an 
“ /■” shaped rectus incision or a sub-costal. A French surgery 
recently brought out recommends an incision parallel to the 
costal margin which passes through the costal cartilages. 
Aocess to the dome of the liver is said to be greatly facili¬ 
tated by this method. The actual treatment of the wound 
when found consists in leaving it alone, packing it, or 
suturing. The latter is not very satisfactory. The big bile- 
passages can be dealt with on ordinary lines by suture and 
drainage. 

Pan ore as. 

Frequency. —Very few of such injuries come under review 
—so few as to suggest.that most of them are rapidly fatal. 
The association of the gland with the big vessels need 
hardly be mentioned. 

Symptoms. —There are no distinctive symptoms, the lesion 
being found at explorations and accompanied by fat 
necrosis. The wasting so often seen in civil injuries and 
the formation of Jordan Lloyd’s cysts have not been seen. 

Prognosis. —One case was sent to the base in which the 
pancreas was obviously perforated by a bullet; the other 
cases were fatal. Makins has published some cases of 
wounds of this organ which he had seen at the base. He 
says that they were discovered during the performance of 
operations for intestinal injuries and that the typical results 
of the escape of the pancreatic juice have been observed. 
They have usually proved fatal. He mentions one interesting 
case in which an abscess formed and opened, in which the 
patient eventually recovered and was discharged to England. 
This man walked* six miles after receiving his wound and 
suffered no abdominal pain. He had been retained some 
time at the casualty clearing station on the suspicion of an 
injury to the alimentary canal. 

Spleen. 

Frequenoy .—Wounded 54 times in 965abdominal operations. 

Associated injuries. — The kidney is most frequently injured 
with this organ ; the splenic flexure is fairly frequently 
associated with it. .The curious absence of combined stomach 
and spleen wounds has already been noticed. The thorax 
is often involved, though usually only at its inferior limit. 

Nature of injuries.— These consist of perforations, tears, 
slits, avulsion of the upper and lower poles, and complete 
disruption. It is often injured by broken ribs, and rupture 
through an intact diaphragm has been described, the wound 
being produced in one case by a piece of hard clay. 

Symptoms— These are mainly those of haemorrhage, and the 
diagnosis is made on these and on the position of the wound. 
Very often it is only found wounded in the course of an 
exploratory operation. There is nothing special about the 
hemorrhage, and the damming up of blood in the left loin 
which has been said to be a feature of this injury in civil 
practice has not been conspicuous in the present campaign. 
The amount of hemorrhage varies very much and depends 
mainly upon whether the vessels are injured. Unless this 
is the case, the hemorrhage has usually ceased when the 
abdomen is opened. 

Prognosis. —This is good unless the other organs are 
injured, or the main vessels of the organ torn. Experi¬ 
ence at the base obtained by post-mortems on cases fatal 
froto other reasons has shown the healing of many spleen 
injuries. The loss of the organ does not seem to cause any 
gTeat shock. There must be many cases of soldiers in 
England without their spleen who offer a good opportunity for 
confirming the results on the blood produced by loss of this 
organ. I should be much obliged if any of those who come 


across such cases could let me have the result of the blood 
examination. 

Treatment. —In uncomplicated wounds a subcostal or a 
rectus sheath incision with a transverse extension is most 
suitable. The kidney is very likely to be wounded, and has 
been removed in several cases with the spleen. If the 
haemorrhage has ceased, the organ is best left alone; the 
suturing or packing will control the haemorrhage if this is 
going on. As a matter of fact, sutured holes are apt to bleed 
almost as much as a raw surface unless the haemorrhage is 
fairly free. Excision should only be resorted to if the organ 
is totally disrupted or the vessels torn. 

One point has to be borne in mind in operating on those 
cases, especially if associated with wounds of the kidney 
vessels. The haemorrhage, which very likely has been con¬ 
trolled or diminished by the clotting, is likely to restart in 
an alarming manner directly the clot is disturbed. It is 
therefore absolutely necessary to have everything ready for 
the arrest of the haemorrhage. 

Mortality and causes of death. —Shock and haemorrhage are 
the main causes of death. One curious case maybe quoted, 
that of a simple perforation of the spleen that died suddenly 
without cause on the fifth day. 

Kidney. 

Frequency. —The kidney was wounded 73 times out of 
965 peritoneal operations. I have seen two cases in which 
both kidneys were injured ; both were fatal. 

Associated organs. —The spleen, liver, and colon are the 
organs most frequently associated, and, curiously enough, 
the spleen and right kidney have been wounded without 
other injury than perforation of the vertebra, which in this 
case was unaccompanied by paraplegia. The case was fatal 
from a late recurring haemorrhage in the spleen. The right 
kidney is commonly associated with injuries of the liver and 
hepatic flexure and the left with injuries of the splenic 
flexure and spleen. 

Nature of lesions. —The nature of the projectile has no 
particular effect on the injury, and, as is the case with 
other solid organs, the kidney is liable to extensive rupture. 
The actual lesions may be perforations, scores, furrows, 
avulsion of poles, and hemisection ; sometimes the kidney is 
found lying loose, the pedicle having been ruptured. Some¬ 
times the pelvis is alone perforated ; sometimes the vessels 
are completely divided, the ureter remaining intact. The 
amount of haemorrhage depends largely upon whether a 
vessel has been injured or not; there is very often con¬ 
siderable perinephric hrcmatoma. In contra-distinction to 
civil injuries intraperitoneal haemorrhage is very frequent. 

Symptoms. —The shock is not, as a rule, very great and 
depends largely on the amount of blood lost; and this, 
perhaps, is peculiar when one remembers the effect produced 
by the kidney blow in boxing. The dullness due to free 
fluid in the abdomen is more common than in civil injuries 
and manifests itself in the right or left side according to the 
organ injured. Hcematuria is usually present, but it may 
not occur at once. The absence of this sign is due 
either to suppression, to the presence of clots or to pieces 
of kidney in the ureter. Profuse haemorrhage into the 
bladder is not common in the early stages. Hsematuria 
usually clears up in a few days, but may persist. Extravasa¬ 
tion of urine is not marked unless the pelvis has alone been 
injured. 

Secondary complications. —A secondary haemorrhage is a 
fairly frequent late complication, and occurs apparently 
most frequently during the second and third week after 
injury. The urine is generally contaminated. Sometimes the 
secondary haemorrhage starts afresh, or it may manifest 
itself as an exacerbation of a persistent primary haemorrhage. 
Unlike primary haemorrhage, it is often accompanied with 
clotting of the blood in the bladder. Gas infection of an 
effusion of blood round the organ has been met with. 

Treatment. —Many cases require no operative treatment. 
Sometimes it is advisable to open up the loin wound. Many 
cases of kidney injury are found after an exploratory cceli- 
otomy complicating other visceral injuries. If the kidney is 
found to be not much damaged all that is necessary is a 
puncture drained into the loin ; if much damaged nephrec¬ 
tomy may be necessary. 

As was stated in talking of splenic injuries, the h®mor- 
rhage from grounded kidney vessels is very liable to restart 
with alarming rapidity directly the clots are disturbed ; and 
it is rather interesting here to mention that the number of 
R 2 
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kidney wounds treated seems to be larger at an advanced 
operating centre than in the casaalty clearing station. This 
is most probably due to the fact that the cases arriving 
earlier have not suffered so much from haemorrhage. The 
treatment of secondary haemorrhage is ablation of the 
organ, care being taken at the same time that the bladder 
is empty of clots. 

Mortality and causes of deat h .—Shock and haemorrhage are 
by far the most common at the front. 

Ureter . 

This is cot very frequently injured, and the cases that we 
have had have done well. There are no particular symptoms 
and the injuries are found during explorations. Treatment 
follows civil lines. 

Bladder. 

My own opinion has undergone a change, and I now think 
that these injuries are more dangerous than I did after a 
few months* experience at the front, and I believe that the 
danger is an inherent one and apart from the complications 
to other injured organs. The bladder was wounded 45 times 
in 965 operated cases. In 25 cases it was the only organ 
injured. 

A ssoeiated injuries. —The small intestine and fractured pelvis. 

Nature of injuries .—They may be either intra- or extra- 
peritoneal, or both. The intraperitoneal lesions—perfora¬ 
tions, tears, or slits—are very often not extensive. The 
extraperitoneal wounds, often accompanied by much 
hsematoma, are slits or tears. They are usually situated 
at the sides of the bladder and may be often caused by 
bony spicules. The intra- and extra-peritoneal are usually 
caused by oblique wounds entering by the lower lateral part 
of the bladder and passing out through the peritoneal 
surface. Projectiles sometimes lodge within the bladder 
and cause pain at a later period. 

Treatment .—Intraperitoneal wounds,are, as a rule, easily 
sutured, except those which occur at the very bottom of 
Douglas’s pouch. The bladder should be explored for a 
foreign body. A suprapubic drainage is not here necessary. 
Oatheterisation fora few days may be necessary or a catheter 
may be tied in, although this treatment is not to be continued 
for long. 

Extraperitoneal mounds .—These are treated by an incision 
down to the wound in the bladder, which latter may be 
sutured, if possible, and a drain left in the space formed by 
the opefation. If the wound in the bladder cannot be sutured 
ft is most probable that a drain down to the wound will be 
sufficient; if there is any doubt a tube placed in the organ is 
most probably the safest course. 

Colonel A. Fullerton, who has had much experience of 
these cases at the base, does not think that a suprapubic 
cystostomy is necessary in extraperitoneal wounds, as he 
has often seen cases at the bases do well discharging urine 
through the various fistula tracks caused by the projectile’s 
entranoe through the buttocks or upper thigh. He states, 
and justly, that urine is an aseptic fluid, and therefore need 
not be feared. It is quite true that many such wounds may 
reach the base, but at the front one sees oases wounded 
extraperitoneally do badly and show signs of septic intoxica¬ 
tion ; and when one has seen such cases do badly one does 
not feel inclined to hold one’s hand. 

Mortality and causes of death .—Uncomplicated cases have 
a mortality of 56 per cent. The causes of death are shock and 
haemorrhage associated with fractured pelvis and, a few days 
later, sepsis. 

Protrusion of Omentum and Viscera. 

By this is meant, not the exposure of the abdominal 
contents through a large gap in the abdominal wall, but their 
prolapse through a wound very often comparatively small. 

The omentum .—As would be expected, the omentum is 
most frequently seen in this connexion. It appears in 
larger or smaller amounts in wounds situated all over the 
abdomen and also in those situated in both hypochondriac 
regions, where it reaches the outside of the body through the 
interspaces or through broken ribs where one hardly would 
expect to see it appear. The method of extrusion is two¬ 
fold : it is either (1) carried out by the projectile, or (2) is 
driven out by the intra-abdominal pressure either through 
the entrance or exit wounds. 

In one case where a shell fragment had entered above the 
umbilicus in the mid-line and had come out in the right loin 
behind the lateral line of the body, the omentum was so 


firmly carried into the long oblique exit wound that it 
required considerable force to release it; it was, in fact, 
strangulated within the abdominal wall, though none of it 
showed externally. 

Before operation became the rule it was usual to leave 
these tags to slough off, and probably this is still the best 
course to pursue if the cases are seen late. If seen early it 
is best to treat such cases as other abdominal wounds and 
explore. In several instances in which this had been done 
the intestine has been found woundtd. 

The stomaoh .—This has been found herniated by itself or 
in association with the spleen, splenic flexure, and small 
intestine. In one case it was successfully sutured and 
replaced, though too much of the abdominal wall had been 
carried away to allow the external openings to be closed. 

Liver .—This organ has also been partly herniated. 

Small intestine .—Next to the omentum the small gut is 
most frequently herniated; and here again, as in the case 
of the omentum, it may be carried out or expelled. Some¬ 
times a knuckle lying outside has been actually wounded, 
in other cases the extruded knuckle has been intact, but 
there have been numerous lesions within the abdomen. 

If seen early the ordinary rules apply, and the abdomen 
should be opened and the lesions repaired; if seen later— 
over 24 hours—it is not probable that anything can be done, 
but still it is better perhaps to explore if the condition of the 
patient justifies it. 

Colon —The transverse colon has been herniated. In one 
case the gut was tightly herniated in the wound and, as the 
injury wa9 two days old, the constriction was relieved and 
an artificial anus established. 


Anesthetics for Men with Wounds of the Abdomen, 
bt Captain Geoffrey Marshall, R A.M.O. 

A patient with a penetrating wound of the abdomen usually 
shows signs of shock. In a typical case the face is pale, the 
extremities cold, the pulse rapid, and the blood pressure 
below normal. If put to bed and surrounded with hot 
bottles the man’s general condition*will improve. Both 
surface temperature and blood pressure rise. It is important 
that heat-loss should be prevented during the oourse of 
operation. 

Vie ohoice of anaesthetic .—Men who have been wounded less 
than 40 hours previously are not good subjects for spinal anaes¬ 
thesia. Intrathecal injection of stovaine is followed by a great 
fall of blood pressure, which may be fatal. Men with wounds 
of the abdomen appear to be no exception to this rule. The 
writer's experience of spinal anaesthesia for these cases has 
been limited and unfortunate. Three patients were each given 
0*07 gm. stovaine. They all died within a few hours of 
operation. Chloroform is an unsuitable anaesthetic. The 
blood pressure falls steadily during the course of the adminis¬ 
tration. If the operation is prolonged the patient may die 
before the abdomen is closed or during the next few hours. 

Ether remains the drug most generally used. Good results 
have been obtained with open ether. Its chief disadvantages 
are: 1. The loss of body-heat caused by the prolonged 
inhalation of cold vapour. This is especially noticeable in 
the theatres of clearing stations which are commonly lodged 
in tents or temporary buildings difficult to keep really hot. 
2. Irritation of the respiratory tract. This is most serious in 
winter, when many of the wounded have some bronchitis 
before operation. Men wounded in the abdomen are par¬ 
ticularly liable to develop bronchitis. This may be due to 
deficient movement of the lower chest. At this dealing 
station the proportion of cases which had bronchitis after 
operation was 54 per cent, when open ether was used. With 
warm ether vapour the percentage dropped to 14*7. These 
figures were obtained from two comparable series of oases 
occurring in the same months of two successive years. 

Ether should not be given by the intravenous method to 
men suffering from shock. In these cases profound oollapee 
may occur within two hours of administration. 

In our experience the most satisfactory way of administer¬ 
ing ether or chloroform is by »he Shipway apparatus.* The 
patient inhales a warmed mixture of air and anaesthetic 
vapour. Induction is quiet and rapid. The absence of 
struggling may save much bleeding from wounded vessels. 
Breathing is easy and noiseless. There is a remarkable 
absence of secretion. The patient recovers oonsoioosness 

2 The Laxcst. 1916,70. 
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quickly and vomiting is rare. It is usually possible to give 
fluids by mouth within two hours of operation. In lengthy 
operations it is an advantage to pass oxygen instead of air 
through the ether. 

When the projectile has penetrated the chest as well as 
the abdomen ether should not be used. It is apt to provoke 
fatal intr&thoracic haemorrhage. In these cases we have 
found the most successful sequence to be a preliminary 
injection of hyoscine 1/100 gr., morphia 1/6 gr., and 
atropine 1/100 gr. This is followed by a minimal amount 
of warm chloroform vapour and oxygen. 

It is not necessary to give atropine before a warm ether 
vapour anaesthetic. We have not found any advantage in 
doing so. In the majority of cases morphia should be with¬ 
held before operation, or given only in small doses. A man 
recently injured is particularly susoeptible to further shock. 
This susceptibility is greatly increased by large doses of 
morphia. 

Factors causing fall of blood pressure during abdominal 
operations .—Daring the course of an ether anaesthetic the 
blood pressure shows a tendency to rise. If there is much 
manipulation of gut and peritoneum, it will fall gradually. 
The process, however, may be continued for hours without 
the blood pressure falling to dangerous levels. Exposure 
of gut outside the abdominal cavity produces a much more 
serious effect. If more than two or three feet of gut are 
exposed the blood pressure will commence to fall after a few 
minutes. It will continue falling rapidly until the gut is 
replaced. This effect is seen when great omentum only 
is exposed. Surgeons should be urged to make big incisions, 
and work as much as possible with the gut lying inside the 
peritoneal cavity. 

Apart from copious haemorrhage, there is one other pro- 
oedure which causes rapid fall of blood pressure. This is 
turning the patient on his side. The effect is only produced 
if the patient has been under the anesthetic for a con¬ 
siderable time before being turned. At the end of an 
abdominal operation the patient may be in good condition. 
He is then turned on the right or left side so that the 
surgeon may excise a wound in the back. In a few minutes 
there is a great fall of blood pressure and the radial pulse 
disappears. It may be hours before the patient recovers 
this lost ground. 

The indication is that wounds of the back should be dealt 
with before laparotomy. Turning the patient has no ill-effect 
in the first half hour of an ether anaesthesia. 

Causes of Failure. 

It has been sufficiently indicated that the chief causes of 
failure are haemorrhage, shock, and sepsis. Haemorrhage 
and shock are the early causes, sepsis are later. The latter 
is of two kinds: {a) Peritonitis as the result of soiling the 
peritoneum with intestinal contents or Xhat carried in by the 
missile; (5) the sepsis which occurs in colon wounds on the 
uncovered portion of the bowel. To these causes must be 
added two more. 

Mental and physical strain .—It is commonly said that the 
surgeon in war has the advantage over his peace colleagues 
in that his subjects are healthy young adults. This, of 
oourse, is true, but still there is the strain caused by days of 
watohing and alertness and of nights when sleep is difficult, 
interrupted, or impossible to obtain. Just before an action 
very likely both artillery and trench mortar bombardment 
increase to their maximum. Then there is the exertion of 
battle coming on the top of days of constant strain. 'The 
excitement of battle, for the time being at any rate, 
obliterates all sense of fatigue, so that many men do not 
know how tired they are until some wound is received which 
prevents them going farther. Then there is the journey, 
which we have already described, to the casualty clearing 
station. Sometimes the men arrive practically asleep and 
resent any interference or examination. Other men arrive 
in whom a state of excitement is still present, and they are 
willing and anxious to chatter about their experiences. 
Then, after being fed they are dressed, and if they do not fall 
asleep in the process, they do so immediately afterwards ; 
and it is one of the most striking sides of the 
medical side of war to see a large room filled with men 
lying on stretchers—some slightly wounded, some severely, 
some mortally, but all asleep and asking for nothing 
but sleep. They are worn out body and soul. It is on such 
patients that the suigeon has to work, and it may well be 


imagined how much the mental and physical strain increases 
the shock of the injury. 

Complicating injuries .—One need say very little'on this 
subject except that every kind of bodily injury may be 
added to that of the abdomen. Compound depressed fracture 
of skull, fractured long bones, multiple wounds, fractured 
spine, and avulsed limbs are among such complicating 
injuries, and when one considers the total mortality and in 
appraising the worth of abdominal surgery one mu9t take 
these injuries into account; it may be said that were it not 
for such extraneous injuries the mortality would be con¬ 
siderably lower. No attempt has been made in the operative 
table to show such injuries. 


Thb Future. 

It cannot be denied that the measure of success that has 
been obtained in abdominal surgery, and for the matter of 
that in other wounds, is principally due to the fixity of the 
battle-line. Can the high standard be kept up if the armies 
get on the move? The answer is doubtful. It largely 
depends on whether it will prove possible to render the 
casualty clearing station sufficiently mobile to prevent a 
large gap recurring between it and the field ambulance. 
We shall never be in the same condition as we were in Africa, 
as the motor ambulances have largely minimised distance, 
but the motors will never be able so to eliminate space as to 
make a casualty clearing station far back as useful as one 
well up. 

The two most importance functions of a clearing station 
are: (1) To warm and feed men ; (2) to operate upon them 
under reasonably favourable conditions. The cook-house 
and the theatre supply these conditions. Nursing and after¬ 
care are important, but it is better to operate on an abdomen 
and let a man lie on a stretcher than not to operate on him 
because beds and nurses are absent. 

Shall we return to the expectant treatment if the war 
changes its character ? I am inclined to think not. People 
have learnt that the abdomen is not such a fearful place, 
and that good results can be obtained without, the elaborate 
surroundings that were formerly thought necessary. The 
peritoneum has ceased to be the bogey that it was. 

Results. 


The table published with this lecture tells what has been 
accomplished. I would only add that every attempt has 
made to find out what could be done by surgery for the 
abdominally wounded. The mortality has been reduced at the 
front by some 10 per cent., and many fewer cases now die at 
the base. The period covered by these figures extends over 18 
months, so that a fair average has been struck. The 18 months 
were mostly what is euphemistically called a quiet time, 
but included one period of strenuous fighting. It is interest¬ 
ing to note that the mortality over a period of 18 months is 
the same as that for the first six months of that time, which 
fact seems to show that the figures represent a true picture 
of what may be expected from operative treatment. 

The main results may be summarised as follows :— 


Total number of i 

Arrived moribund . 250 

Total mortality, excluding 

moribund. 50% 

Total mortality, including 

moribund. 60% 

Considered with view to 
. operation. 1038 


No operation considered 

advisable . 73 

Total operations. 966 

Total operative mortality 64% 
Total hollow viscera mor¬ 
tality . 65% 

"Stomach mortality. 53% 

"Small gut mortality. 66% 

"Croat gut mon ality. 69% 


" Uncomplicated by wound of any other hollow alimentary visous. 


Table of Operations. 


Operation. 

To 

base. 

Died 

Operation. 

To 

base. 

Died 

Suture of stomach ... 

26 

.. 29 

Proximal colostomy... 

4 

.. 10 

Suture of stomach and 



Cce’iotomy, no hollow 



other operations on 



vlscus perforated ... 

89 

.. 33 

intestinal tract. 

6 

.. 21 

C oe 11 o t o m y, liver 



Resection of small gut 

26 

.. 89 

wounded . 

76 

.. 38 

Resection ot small gut 



Kidney, exploration of 

26 

.. 7 

and other operation 



Kidney, excision of ... 

6 

.. 7 

on intestinal tract ... 

5 

.. 34 

For wounded bladder 

11 

.. 14 

Suture of small gut... 

59 

... 71 

Sp'een, exploration of 

12 

... 4 

Suture of small gut 



8pleen, excision of ... 

4 , 

... 12 

and other operations 



Miscellaneous . 

10 . 

... 21 

on intestinal tract ... 

17 

... 33 

No operation advised 

69 . 

... 4 

Small gut anus . 

— 

... 7 

No operation, mori¬ 



For smalt gut fistula... 

2 

... 1 

bund . .. 

— 

... 250 

Suture of great gut ... 

50 

... 52 




Great gut. anus . 

13 , 

... 36 




For wounded rectum 

3 

... 5 

Grand total... ... 

513 

775 


Note.— In the case of injury to hollow viscera there were wounds of 
the solid viscera which are not shown. Thus in the case of “ suture of 
stomach/' of 29 fatal esses 11 were complicated by wounds of the solid 
viscera. 
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ABDOMINAL SURGERY AT AN “ADVANCED 
OPERATING CENTRE.” 

By GERALD S. HUGHES, M.B. Lond., F.R.C.S. Eng., 

CAPTAIN, R.A.M.C. (T.F.); SURGEON, YORK COUNTY HOSPITAL; 
AND 

W. A. REES, M.D. Lond., F.R.C.S. Eng., 

CAPTAIN, R.A.M.C. (T.C.). 


Out of the 640 cases of severe injuries to the abdomen, 
head, or chest, received at this advanced operating station 
in six months 263 of them were wounds of the abdomen. 
Several records of abdominal work at the front have been 
published, bat so important is this branch of surgery, and 
so different in many respects from abdominal work at home, 
that it is important that the experiences of those doing this 
work should be recorded. 

The hospital is stationed close up to the line and is 
thoroughly equipped for dealing with urgent surgical work. 
The wounded are nursed by sisters with a staff of orderlies, 
and the permanent officers are a surgical specialist, an 
assistant, and an anaesthetist, constituting ,( a team.” The 
time elapsing between the receiving of the wound and the 
admission to hospital depends on the time taken in getting 
the patient back to the advanced dressing station, from 
which he is sent direct to us. It is generally longer during 
an attack than in times of quiet. 

As soon as the patients arrive they are taken to a receiving 
ward and placed in beds always kept ready warmed, where 
they are examined, the findings noted down, and the position 
of the wounds marked on diagram. These notes are sub¬ 
sequently transcribed into the Special Abdominal Book issued 
by the Committee of the Medical History of the War, and 
have added to them later the notes received from the base 
and from the home hospitals. Thus a complete history of 
the case is kept from the receipt of the wound until the time 
the man is finally discharged. 

The patients remain in the receiving ward until they are 
taken to the theatre for operation, or, in those cases where an 
operation is definitely contra-indicated, to the wards. It is 
an important point in a hospital at the front not to send 
abdominal oases into the general ward for observation, as if 
this is done in a rush there is a danger of these cases being 
overlooked, and for the same reason patients in a seemingly 
moribund condition are not removed from the receiving ward, 
so that if their condition at any time improves they can 
immediately be sent to the theatre. 

Question as to whether the Wound is Penetrating. 

In dealing with abdominal cases the first question to 
be decided is whether the wound is penetrating or non- 
panetrating—that is to say, whether the missile has entered 
the peritoneal cavity causing visceral injury, or whether it is 
a “contour wound” involving only the abdominal wall. To 
help one to decide this question and in examining every 
patient with an abdominal wound the following points must 
be considered:— 

1. Facies. This sign does not possess the same value as it 
does in abdominal conditions met with in civil practice. 
Most of the men brought in with severe wounds wear an 
anxiousand worried mien. 

2. Pain . This is always present in wounds of the gut. It 
is also present in retroperitoneal haemorrhage with its con¬ 
sequent stripping off of the peritoneum from the tissues; it 
is espeoially severe when it takes place on the posterior 
surface of the abdomen; of course, pain is very much 
modified by the amount of morphia that has been given. 

3. The pulse is small in volume but varies greatly in 
frequency and may be comparatively slow. In the series of 
110 cases on which laparotomy was performed it was under 
100 in 64. Any irregularity of the pulse is a bad sign. 

It is very noticeable at the front how small, owing to the 
contraction of the arteries, the pulse may be in limbs which 
have been exposed to the cold. One patient who was 
admitted with a mere superficial wound had an almost 
imperceptible pulse at the wrist, whereas the pulse in more 
protected parts of the body (e.g., dorsalis pedis) was quite 
good in both volume and tension. The arms had been 
exposed outside the blanket on a cold day during the journey 
to the hospital. 

4. Vomiting , if present, is a sign of peritoneal irritation. 
In cases of stomach wounds it nearly always occurs, with or 
without haemorrhage. Its importance is modified by the fact 


that a large number of those who are wounded in other parts 
of the body are liable to be sick. 

5. Abdominal rigidity is widespread and continuous in cases 
of injury to the hollow viscera. It is not so marked in cases 
of excessive haemorrhage, and it tends to pass off in the last 
stages just preceding death. Abdominal rigidity also occurs 
in wounds of the lower chest, but in these cases, if the hand 
is laid on the abdominal wall, the muscles will be found 
occasionally to relax and an incomplete respiration taken. 
More localised rigidity is produced by a contour wound or 
hemorrhage associated with it. Rigidity that is due to 
a chest wound is found to relax if the patient’s shoulders be 
well raised and a pillow be placed under the knees. 

6. Tenderness is perhaps the most important sign of 
penetration of the abdominal cavity with injury to the gut. 
It is not usually limited to the area of the wounded gut, but 
is more generalised. It is not so marked in cases of injury 
to the solid viscera. 

7. Hemorrhage—In most penetrating wounds one gets 
some internal haemorrhage, which shows itself by dullness 
in the flanks and hypochondrium. In very rare oaees 
haemorrhage maybe present in the peritoneal cavity without 
any breach of the peritoneal surface. 

8. Liver dullness.—The presence or absence of liver dullness 
cannot be relied on. It has often been noticed to be absent 
in cases where there has been no injury to gut, and free air 
in the peritoneal cavity is scarcely ever met with even in 
wounds of the stomach. At an operation the stomach may 
be seen distended with gas which has not escaped, though 
there is a penetrating wound in its wall. It is interesting to 
note that liver dullness is often absent in moribund cases. 
Out of a series of nine such cases seen in sequence the liver 
dullness was absent in seven. The explanation of this 
probably is (a) that shrinkage of the liver has occurred from 
excessive bleeding. A small contracted liver is almost 
invariably met with in operating on cases where there has 
been much bleeding into the peritoneum. (6) That there is 
a paralytic distension of the gut. 

9. Position of wound of entry .—It should be noted that 
nearly all of our cases were examples of wounds by bombs 
and shells, many of which necessarily burst upon the ground 
and just as frequently behind or beside the patient as in 
front of him. This is probably the explanation of the fact 
that a considerable majority of our patients were wounded 
behind a line drawn from the anterior fold of the axilla to 
the anterior superior iliac spine. In no less than 23 out of 
the series of laparotomies and also in several of those who 
were admitted in a moribund condition, the missile had 
penetrated through the buttock, and therefore when wounds 
are received in this region the possibility of the foreign body 
having entered the abdomen must never be overlooked. In 
wounds of the back, with damage of the structures lying 
beneath the peritoneum, symptoms are often produoed which 
simulate those found in penetration of the abdomen. This 
is exemplified by the following case- 

Private B. was admitted on Nov. I3th with a wound to 
the outer side of the left erector spin® muscle and the 
second lumbar vertebra. On examination of his belly it 
was found that he had dullness, pain and tenderness on the 
left side of the abdomen. He was rigid, but the rigidity was 
confined to the left half, and it was mainly this latter fact 
which made us conclude there was no penetration of the 
abdominal cavity, but that it was a case of retroperitoneal 
haemorrhage. 

A second case exemplifying the saqie association of 
symptoms was the following;— 

Private H. admitted Oct. I6th, 1916, complained of great 
pain in the right half of the abdomen; he was very tender in 
this region, and had some dullness over the lower abdomen. 
The wound of entrance was on the inner side of the left 
gluteal fold and these signs and symptoms were produoed 
by the missile having passed upwards and forwards into 
the right abdominal wall and having caused a large extra- 
peritoneal haemorrhage with bleeding from the deep 
epigastric artery. In this case so closely did the signs 
and symptoms simulate those of a penetrated gut that 
exploratory laparotomy was performed. Enough importance 
had not been attached to the fact that the rigidity was con¬ 
fined to the right side of the abdomen. It has been pointed 
out above that the rigidity is almost always general in 
wounds of the gut. 

When the wound is received higher up, at or near the 
costal margin, the case may be complicated by damage to the 
pleural cavity or liver. These cases will be considered at a 
later period. 

The size of the wound of entry may be some indication of 
the damage received internally, and a useful working rule is 
this : A large wound with few abdominal symptoms suggests 
the probability of little or no damage internally ; whereas a 
small wound with well-defined abdominal symptoms is a 
clearfndication of a lesion of the abdominal contents. In 
doubtful cases exploration under an anaesthetic may be 
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necessary, the direction and depth of the wounds can then be 
ascertained and an exploratory laparotomy incision be made. 
In our experience the question of penetration of the abdo¬ 
minal cavity was only in doubt in 1 per cent, of the total 
cases. 

Choice of Cases for Operation. 

No hard-and-fast rale can be laid down in hoars as to when 
a case passes from the operable to the inoperable stage. When 
cases arrive within 24 hoars of being woanded, so long as 
they are not moribund, they are all operated on. If cases 
arrive later than 24 hoars more careful discrimination is 
necessary. If both wounds are in the region of the flanks, 
and the probabilities are that the lumbar colon only is 
opened, they may sometimes be left, and after a few days 
a faecal fistula develops and they do well. We had three 
such cases and these all had an exit wound, so that the 
course of the missile was known. If they arrive with wounds 
involving the abdomen, loin, or buttock, with obvious pene¬ 
tration, and they are not moribund, it is best to operate at 
once, as the fact that they have survived 24 hours shows that 
they may not have very serious injuries. If left they will 
almost certainly die. 

The following is an analysis of the time that elapsed 
between the receipt of the wound and the operation, and 
shows how important early operation is:— 

1. Cases operated on between 1 to 6 hours after wounding 
—43. Recovered, 27 = 62*8 per cent. Died, 16 = 37*2 per 
cent. 

Eight of the fatal cases had such severe injuries that 
recovery wad practically hopeless and they would not have 
survived to reach the operating theatre had they been 
brought in later. 

2. Cases operated on between 6 to 12 hours after wounding 
—33. Recovered, 12 = 36’3 per cent. Died, 21 = 63-7 per 
cent. 

3. Cases operated on between 12 to 16 hours after wound¬ 
ing—18. Recovered, 3 = 16 6 per cent. Died, 15 = 83*4 per 
cent. 

4. Cases operated on over 24 hours after being wounded— 
11. Recovered, 5 = 45*4 per cent. Died, 6 = 54*6 per cent. 

Recoveries at 48, 36, 32, and 30 hours respectively. 

Deaths at 60, 36, 32, 30, 29, and 28 hours. 

In the fourth class bowel injury was present in every case 
except one at 48 hours, and in this case the omentum was 
herniated through the skin and several coils of bowel through 
the muscles under the skin. It is interesting to note in this 
connexion that peritonitis in itself does not mean a bad 
prognosis, as it is found that where the peritoneum shows an 
early and marked reaction the cases often do well. 

It has sometimes been suggested that operations should be 
postponed in order to allow shock to pass off, and we should 
strongly uphold this view in all other injuries except wounds 
involving the hollow viscera. In these cases, in our experi¬ 
ence, the shock never does pass off. The soiling of the 
peritoneum must tend to keep up shock. The statement, 
that for the most part shock never passes off is borne out 
by the fact that of 36 cases admitted in an almost pulseless 
condition only three rallied; these were all cases where the 
liver only was wounded and all three recovered without 
operation. Bowel cases always steadily deteriorate by being 
left. Another reason for immediate operation is that 
internal haemorrhage may be still taking place. These 
remarks are chiefly based on experience of shell wounds, 
bullet wounds being relatively uncommon here. The only 
delay which is justifiable is in cold weather and if the 
patient had been lying out for some time. In these cases 
it is essential that he be thoroughly warmed before his 
operation, but this should never take more than half an hour 
to an hour. 

The next difficulty in the choice of case for operation is 
the decision in wounds of the Aolid viscera—e.g., liver and 
spleen—and the decision is rendered more difficult by the 
fact that in many of these cases the missile has passed 
through the pleural cavity before entering the abdomen. 
The track of the missile is estimated as accurately as 
possible, and if it is probable that the liver only is wounded 
no operation is performed unless there are signs of excessive 
internal haemorrhage. We have notes of 11 cases of wounds 
of the liver treated on expectant lines ; of these, 7 recovered 
and 4 died. Five developed pus in or around the liver, and 
3 succumbed to this sequela. Twenty-one cases of wounds 
of the liver had to be opened up, and in 9 some hollow viscus 
was found to be woanded as well. From this it is clear 
that the majority of wounds of the liver must have an 


exploratory laparotomy performed. A button-hole incision is 
utterly useless owing to the large amount of blood in the 
peritoneal cavity. If the splenic region is involved, lapar¬ 
otomy is more frequently necessary as there is more likeli¬ 
hood of some hollow viscus being wounded. Hemorrhage 
from the spleen is not usually dangerous unless the large 
vessels are injured. 

In the series of 110 laparotomies one or other kidney 
was found to be wounded in 14. In every case this was in 
association with other injuries. In none of our series of 
263 abdominal cases was operation necessary for the kidney 
condition alone, although damage to this organ was fairly 
frequently met with as shown by pain and haematuria. 

The complication of the passage of the missile through 
the pleural cavity before entering the abdomen does not 
contra-indicate the performance of laparotomy. It was 
present in 18 of our series of laparotomies, 10 of which 
recovered. In the majority the solid viscera only were 
wounded, but in one successful case the bowel was injured 
as well; another bowel case died from the effects of 
hsemothorax. In only one case did the operation so aggra¬ 
vate the chest condition as greatly to contribute towards the 
fatal results. In these cases the anaesthetic of choice is 
chloroform, hypodermic injection of morphia and atropine 
having been previously given. It is not advisable to attempt 
to drain the wound of the liver through the pleural cavity, as 
of necessity this involves infecting the pleura. In all chest 
cases great care is taken to drain any hmmothorax that may 
be present as soon as it is found to have become septic. 
Occasionally in suitable cases we have tried sewing up the 
chest wound after excising its edges in order to prevent infec¬ 
tion of the pleural cavity. 

To show how capricious the course of a bullet may be, the 
following case is cited :— 

Private E. was admitted 60 hours after being wounded. 
His wound of entry was on a level with the first lumbar 
spine and 7 cm. to the left of it; the shrapnel ball could be 
felt under the skin, lying on the sixth right chondro-sternal 
junction. His general condition was good; he had Blight 
vomiting, hsBmaturia, and dullness in the flanks. He had 
no operation and made an uninterrupted recovery. By 
a study of cross-sections we made out that the fragment 
had passed through the perirenal fat striking the cortex 
of the left kidney; it then skirted the upper border 
of the pancreas, traversed through the lesser sac of the 

E eritoneum and the gastro-hepatic omentum above the 
)sser curvature of the stomach. It then pierced the liver 
and diaphragm, to come to rest on the sixth rib junction 
half an inch to the left of the right pleural reflection and 
immediately below the pericardium. 

Moribund oases .—It is difficult to state the signs that are 
relied upon in forming an opinion that a case is hopeless. 
The term is justified by the fact that the average duration 
of life in 33 moribund cases admitted here was under five 
hours, in spite of everything that was done to try to rally 
them. In most of the cases the pulse was imperceptible or 
almost so, and in some cases where it could be felt it was 
irregular. Many of the cases were suffering from compli¬ 
cating wounds of limbs or head. As the general sensibility* 
becomes more clouded tenderness and rigidity of the abdo¬ 
men become less marked. If a case is seen to be hopeless 
an operation should not be performed, as should they 
survive the operation death in these cases is much more 
painful. 

Another type of case in which operation should be avoided 
is that where the missile, with or without passage through 
the abdominal cavity, has lodged in the vertebral column and 
caused lesion of the spinal cord. Every case on admission 
is tested for paralysis of the lower extremities, even when 
the wound is in the mid-axillary line or on the point of the 
shoulder. In one rush of work we had seven spinal cases in 
two days, in most of which the spinal lesion was undiagnosed 
before admission. These spinal cases may have intense pain 
referred to the abdomen which might cause a mistaken 
diagnosis of a penetrating wound of the peritoneal cavity. 

Treatment. 

During a rush the order in which cases are sent to the 
theatre is of great importance. Gat injuries are sent first, 
then the cases of suspected wounds of the solid viscera, 
and lastly contour wounds. At these times one of us remains 
constantly in the receiving room, as the order of oases for 
operation may have to be changed frou* time to time as 
this or that patient develops fresh symptoms. As to the 
technique of the operation, little need be said. 
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Sbrib8 of 110 Cases of Laparotomy for Wounds of the Abdomen. 


Result * ool.: R. recovered; D, die”!. “ Vomiting.” “ Rigidity,” “ Tenderness " cole.: P. present; N, not present; P(h). present (hemorrhage) - 
P(ls), present (left side); P(rs), present (right side); NM, not marked; P(hy>, present in hypogastrlacn; L, local. 


No. 

<*> 

3 

J : 

N 

5* 

i 

*3 

Oh ; 

a tc 

SB 

> 

Position of entry 
wound. 

Rigidity. 

|| 

s* 

j 

Injury found. 

! 

Complications. 

1 

R 

4 

88 

- 

Below and to left 
of umbilicus. 

P 

P 

Three rents in upper part of jejunum. Bleeding from 
mesentery. 

- 

2 

D 

4£ 

84 

P 

Right chest behind. 

P 

P 

Penetrating wound of right kidney. Two holes in small 
intestine. 

Right hemothorax. 

3 

D 

n 

ICO 

— 

Right buttock. 

P 

P 

Two holes in small intestine 14 In. above cacum. Mesen¬ 
tery bleeding. 

Iliac bone smashed. 

4 

D 

3 

109 

P 

Lower right chest. 

P 

P 

Many holes in small intestine. Three resections. 1 

Wounds of upper A lower limbs. 

5 

D 

14 

80 

P 

P 

P 

Left kidney tom (nephrectomy). Spleen torn. 

Three ribs broken. Old tubercle 
of lung. 

6 

R 

54 

85 

N 

Transverse, sub- 
umbilical. 

P 

P 

Abdominal wall opened from right to left flank. No 
injury to gut. 

Injuries to left forearm. 

7 

R 

74 

80 

N 

Below an » to left 
of umbilicus. 

P 

P 

Ten wounds in jejunum. ‘Resection 20 in. Hole In meso¬ 
colon. 

Fracture of left radius through • 
and-through wound. 

8 

D 

64 

72 

N 

Right iliac region. 

P 

P 

Wound of caecum and transverse colon and Ileum. 

— 

9 

D 

14 

96 

P 

Left buttock. 

P 

P 

Two holes -«mall intestine. Hemorrhage from intern, lliao. 

— 

10 

D 

11 

120 

N 

Left loin. 

P , 

P 

Wound 3 in. long. 4 in. below duodeno-jejun«l junction. 
Brutsing of left kidney. 

Much laceration of muscles of 
back. 

11 

D 

12 

88 

P 

Right rib margin 
in front. 

— 

— 

Right lobe of liver almost tom in two. Much bruising of 
abdominal wall. 

— 

12 

R 

34 

92 

N 

Left chest. 

P 

P 

(Is) 

p 

Wound of and haemorrhage from spleen. 

Penetrating wound of chest. 

13 

D 

— 

112 

— 

l>ft rib margin; 
omentum pro¬ 
lapsed. 

P 

Two boles In transverse oolon. Large rent In diaphragm } 
through which stomach and transverse colon passed Into 
leit pleural cavity. 

— 

14 

D 

22 

80 

— 

Right rib margin; 
•mentum lacerated. 

P 

p 

Lower mtrgln of liver smashed. Three holes in small 
intestine. 

— 

15 

’ R 

334 

104 

P 

Left buttock. 

P 

p 

Wound of spleen and wound of small Intestine. 

Peritonitis present. 

16 

D 

14 

120 

N 

Right buttock. 

P 

— 

Wound of liver. 

Retro-peritoneal hemorrhage. 

17 

D 

22 

108 

P 

Right loin. 

P 

— 

Wound of right kidney, liver, and diaphragm. 

Wounds in cavum and 8 or 9 holes in lower part of small 
into-Line. Resection 12 inches. 

Right chest penetrated. 

18 

R 

30 

132 

P 

Leit buttock. 

P 

p 

Peritonitis present. 

19 

R 

48 

88 

N 

Over left great 
trochanter. 

P 

Os) 

p 

Muscles of abdominal wall tom through, on left side 
omentum injured. 

Iliac bone fractured. 

20 

D 

16 


P 

(b) 

Be'ow and to left 
of umbilicus. 

P 

p 

Twelve holes in small intestine. One large hole in trans¬ 
verse colon, and two holes in stomach. 

Peritonitis. 

21 

R 

6 

100 


Left 12tb rib behind 

P 

— 

Left kldn-y penetrate i. Spleen torn (sewn with catgut). 
Bight holes in jejunum (upper part); three wounds in 
great omentum. 

Lower three ribs smashed. 

22 

R 

11 

128 

(vf) 

P 

Below and to left 
of umbilicns. 

P 

p 

Wounds left thigh and right 
antn. 

23 

D 

11 

115 

— 

Right buttock. 

NM 

p 

Seven holes in small intestine. Appendix torn away. 

Wound of right leg. Fractured 
right pelvis. 

Retroperitoneal hemorrhage 
(extensive). 

Wound of faoe. 

24 

D 

17 

148 

NM 

Right flank. 

NM 

p 

Wound In ascending colon. Wound of right kidney. 

25 

R 

64 

100 

* 

Mid-line below 
umbilicus. 

P 

,p 

Five wounds In small intestine, one almost dividing gut. 
Three holes in mesentery. 

26 

D 

7 

106 

P 

Left buttock. 

P 

p 

One wound In small intestine. Two wounds in descend¬ 
ing colon. 

Wound of right calf. Fractured 
ilium. 

27 

R 

34 

92 

N 

Right costal margin 

P 

(rs> 

P 

p 

Deep tear in right lobe of liver. 

Wound In back. 

28 

D 

| 

34 

100 

P 

(h) 

Right chest. 

- I 

Penetrating wound of liver. Tear 3 In. long In stomach. 
One hole in small curvature. One hole iu small Intestine. 

Penetration of right chest. 

29 

D 

124 

100 

P 

Right buttock. 

P 

p 

Wound in small Intestine. 

Peritonitis. Wonnd of rt arm. 

30 

R 

5 

1 

90 


Right epigastric. 

N 

p 

Missile passed down cutting through abdominal muscles, 
bruising Anterior wall of bladder, and dividing urethra. 
No injury to gut. 

Large pelvic hematoma. 

31 

D 

64 

80 

N 

Left loin. 

P 

p 

Spleen torn and bleeding, removed. Kidney torn and 
bleeding, removed. 

— 

32 

R 

6 

92 

N 

Epigastrium. 

NM 

NM 

Thmugh-and-through wound of right lobe of liver. Much 
bleeding. No injury to gut. 

— 

33 

R 

164 

96 

N 

Left iliac. 

P 

P 

Haemorrhage from mesocolon. 

Retroperitoneal hematoma. 

Left thumb blown off. Wound 
of scalp. 

34 

u 

174 

128 

N 

Left flank. 

P 

P 

Tear in splenic flexure. Left kidney torn. 

36 

D 

64 


N 

«• 

P 

P 

Four holes upper part of jejunnm. Two holes transverse 
colon. 

Bxoesslve retroperitoneal 
hemorrhage. 

36 

n 

16 

98 

N 

Right chest. 

P 

P 

Four holes in small gut. Tear of great omentum. 

Seven wounds of right leg. 

37 

D 

16 

64 

P 

Right flank. 

P 

P 

Bight holes In small intestine. Resection. Three holes 
in colon. Right lobe of liver torn. 

— 

38 

D 

29 

110 

— 

Right lower chest. 
Left of umbilicus. 

P 

P 

Wound In diaphragm, liver, and omentum. 

Right chest wonnd. 

39 

D 

28 

— 

N 

P 

P 

Two holes In jejunum, one tear in transverse oolon. 

General peritonitis. 

40 

D 

34 

112 

P 

Left flank. 

P 

P 

Four tears in small intestine. Resection. 

— 

41 

R 

36 

94 

P 

Right of nmbilions 

P 

P 

Wound small intestine. Hematoma in omentum. 

Peritonitis present. Fractured 
left iliac bone. 

42 

D 

30 

96 

— 

Right epigastrium. 

P 

P 

Many holes in small intestine. (28 in. resection.) Hole 
In ascending colon. 

Gas gangrene in mesocolon. 

43 

D 

36 

106 

N 

Left flank. 

P 

P 

Hole in colon. Btomach, and small intestine. 

Gas gangrene in left thigh. 

44 

D 

60 

124 

N 

Bplgastrinm. 

P 

— 

Tear in ascending oolon. 

Right iliac bone fractured. 
Wound of‘right leg. 

45 

R 

32 

100 

P 

Left of umbilicus. 

P 

P 

Two holes in jejunum. Tear in transverse oolon. 

General peritonitis. Btonchitla. 

46 

D 

5 

96 

N 

Right buttock. 

P 

P 

Three tears in small gut. Two holes in rectum. 

Died under stovaln- anaesthesia. 

47 

R 

8 

106 

P 

Left buttoek. 

P 


Two holes in colon. One tear in small Intestine. 

General peritonitis present. 
Compound fracture of left 
tibia. Fracture of left iliac bone. 

48 

D 

64 

100 

— 

Left rib margin. 

P 

P 

Jejunum torn across. Resection. Hole in transverse 
c >lon. Sigmoid tom across. 

Left kidney lacerated. 

49 

R 

11 

82 

P 

Left lliao region. 

P 

P 

Hole in jejunum. Hemorrhage into mesentery. 

— 

50 

R 

124 

. 124 

N 

Left thigh. 

P 

P 

Several holes in carcum. Appendix inflamed. 

Penetrated left lliao hone. 

51 

D 

54 

; ioo 

— 

Right epigastric. 

P 

— 

If our inch rent in duodenum. 

Retro-peritoneal tissue* 
opened up. 

52 

R 

5 

126 

- 

Left iliac region. 

P 

(by) 

- 

Two holes in bladder, two In rectum, missile leaving body 
through left buttock. 

53 

D 

6 

136 

N 

— 

P 

P 

Many holes in small intestine. (Resection.) Many holes 
in colon. Colectomy. Ileum implanted in sigmoid. 

— 

54 

R 

54 

t 86 

P 

Lt. chest ; omentum 
Asm. int. prolapsed. 
Left buttock. 

i P 

— 

Four feet of small Intestine cleaned and replaced. Spleen 

Left chest opened. Mmpyecn* 

55 

D 

- 

90 

P 

P 

P 

lacerated and bleeding. Splenectomy. 

Much haemorrhage into peritoneum. No lesion of gut 
found. Wound of left kidney passing up through 
diaphragm to left lung. 

subsequently drained. 

Multiple wounds of leg. 

56 

R 

124 

t 100 

— 

Left epigastric. 

P 

— 

Stellate tear in left lobe liver. Much hemorrhage. Sewn up 

. — 

57 

R 

5l 

^ 96 

N 

Left lower chest. 

— 

— 

Hole in small intestine. Lacerated wound of splenic 
flex pro of colon. Resection. Omentum herniated. 

Subsequent pneumonia. 

58 

D 

1 

54 

t 108 

P 

1 

P 

P 

T ti . colon. Six separate hoin clrsed. Many holes In 
_!^har up. (RpuwtAt i 

— 
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Sbbibs op 110 Cases op Laparotomy fob WOunds op the Abdomen.— {continued). 

" Pulse ” col.: (vf). very feeble; (va), very small; (v.so), very soft; (vw), very weak ; (s), small. 


Wo. 

Result. 

u 

2 c 

1 

A . 

fl * 

I 5 

Position of entry 
wound. 

£ 

•o 

■ft 

s 

I i 
£ " 

Injury found. 

Com plication 8. 

59 

O 

14 

118 

N 

Right epigastric. 

p 

P 

One tear in small intestine. Tear in diaphragm. 

Left pleural cavity opened. 
Lang collapsed. 

60 

D 

3| 

100 

N 

Through and 
through flanks. 

p 

P 

Several large wounds In stomach (gastrectomy). Tear in 
colon. Liver smashed up. 

- 

61 

R 

4 

88 

N 

Left flank. 

p 

P 

Multiple tears in jejunum (2 ft. resected). Two perfora¬ 
tions higher ud (sutured). Large tear In oolon. 

- 

62 

B 

7i 

84 

P 

Right flank. 

p 

P 

Large wound of liver, bleeding. 

Right pleural effnslon (sub- 

63 

D 

3 

90 

N 


p 

P 

Two holes in jejunum. Two holes in hepatic flexure of 
oolon. Wound of liver. 

scquently). 

Wound of right chest. Com¬ 
pound fracture right elbow. 

64 

1 R 

3 

88 

N 

Right iliac region. 

p 

P 

Multiple wounds small intestine (resection). Tom ex 
tern&l iliac vein. 

Compound fracture rt humerus 
and rt. thumb. Vomited round 

65 

R 

R| 

loo 

N 

Right chest behind. 

p 

P 

Two tears in hepatio oolon. 

Penetrating wound of chest. 

66 

K 

«4 

80 

N 

Bplgaatnum. 

Right chest. 

p 

NM 

Wound of liver, escape of bile. 

— 

67 

B 

U 

88 

N 


N 

Penetrating wound of liver. 

— 

68 

D 

16 

80 

N 

JLefu outtock. 

p 

P 

Many holes in small intestine. 

Penetrating wound of oheet. 
Peritonitis. 

m 

R 

34 

88 

N 

RlgM chest. 

— 

P 

Penetrating wound of liver. Much bleeding. 

Right chest penetrated. 

Pcne* ration left chest. 

70 

H 

34 

88 

P(b) 

Left chest. 

p 

P 

Two la'ge wounds o f stomach. Role in diaphragm. 

71 

R 

5 

96 

P(h) 

Left flank. 

p 

P 

Two wounds of stomach. Wound of left kidney. 

Urinary fistula, since healed up 

72 

D 

64 

120 

N 

Right chest. 

p 

P 

Much bleeding from lacer ited spleen. Soleurctomv. 

Left chest opened np. 

73 

D 

10 

80 (vs) 

N 

Right epigastric. 

p 

V 

Extensive laceration of liver with haemorrhage. 

— 

74 

D 

11 

95 

P 

(b) 

Left flank. 

p 

P 

Two holes in small *ut. Three in large gut. 

General peritonitis ; lived 10 
days. Died of broncho-pneu¬ 
monia. 

75 

D 

12 

96 

1 _ 

Right rib margin. 

p 

P 

Deep laceration of both lobes of liver. 

76 

D 

mV*} 

92 

N 

Right flank. 

p 

P 

Transverse colon riddled. Resection. 

— 

77 

D 

12 

92 

N 

Lt chest posteriorly. 

p 

P 

Laceration of spleen. 

Left chest opened. Wounds 
right arm. 

78 

D 

2 

— 

N 

Left and above 
umbilicus. 

p 

P 

Stomach torn from end to end. Several tears In small 
gut. Splenic flexure (rewotion). 

18 In. of gut prolapsed. Two tears in jejunum, one 14 in. 
long. 

— 

79 

R 

■ 

80 


Glancing wound of 
chest and right j 
abdominal wound. 

r 

P 


80 

R 

3 

80 

N 

Right flank. 

— 

— 

Transverse oolon divided three-fourths of Its oireum- 
feren* e. One bole in small intestine. 

Fractured right iMom. 

81 

D 

94 

102 

N 

Right buttock. 

p 

P 

C<>lon divided. Several tears in small gut. 

tf 

82 

D 

44 

80 

(vso) 

P 

Right rib margin. 

p 

P 

Wound of liver. Two wounds of stomach. Multiple 
wounds of small intestine. Kidney lacerated 

(nephrectomy). 


83 

R 

6 

84 

N 

Left buttock. 

NM 

P 

Turee holes in sigmoid flexure. 

Fractured left ilium. Wound 
right leg. 

84 

R 

54 

84 

N 

Left lower chest. 

P 

— 

Two holes in stomaoh, size of florin. Penetrating wound 
of liver. 

Fractured ribs left side. 

85 

D 

! 

5 

80 

P 

Through flanks. 
Omentum pro¬ 
lapsed from each. 

P 

P 

Large tear in stomach. Large stellate wound of liver. 


86 


4 

100 j 
(vw) 
80 | 

P 

Right buttock. 

P 

P 

Small intestine almost divided. Much haemorrhage. 

Fractured right Ilium. 

87 

D ! 

2 

N 


P 

P 

Small intestine almost divided in two places. Crecum 
torn. 

Fractured right ilium. Large 
retroperitoneal haemorrhage 

88 

D 

84 

104 

N 

Multiple. 

P 

P 

Six holes in small intestine. Two holes in sigmoid. 

Wound of thigh. Wound of 
right hand. 

89 

R 

6 

96 

N 

Left flank. 

■ NM 

P 

Two wounds in small Intestine. One hole in transverse 
olon. One hole in omentum. 

— 

90 

R 

84 

92 

N j 

Right buttock. 

P 

(rs.) 

P 

(rs.) 

Much retroperitoneal haemorrhage. Bladder opened on 
right side. Peritoneal cavity punctured in two places. 
No bowel injury. 

Multiple wounds of both 
buttocks, head and right side. 

91 

R 


92 

P 

Umbilical region. 

N 

— 

Three hole* in small gut. 

Penetrating wound of liver. Wound of right kidney. 

— 

92 

R 

1 

80 

“ 

Right rib margin. 

P 

~ 

Large retroperitoneal haemal - 
oma. Wound of face, hand, 
and chest. 

93 

R ! 

* 

% 

N 

Left chest. 

P 

[ 

— 

Spleen torn mid bleeding. Splenectomy. 

Penetrating wound of left 
chest. 

General peritonitis. Died of 
bronohitls tenth day. 

94 

D 

B 

94 

N 

Left loin. 

P 

P 

Two holes in small intestine. 

96 

D 

D 

130 

— 

Left buttock. 

— 

— 

Small bowel orolapsedL Multiple large holes in small 
intestine (resection). Sigmoid torn through. 

Two holes In small intestine. Much bleeding from hole 
l*i mesocolon. 

— 

96 

D 

8 

104 

N 

Right epigastric. 

P 

— 

Peritonitis present. 

97 

D 

8 ! 

93 

N 

Left flank. 

P 

— 

Wound 14 in. long in splenic flexure. 

Wonnd right arm. Haemor¬ 
rhage from axillary vein. 

98 

D 

a 

84 

P 

(b) 

Left epigastric. 

P 

P 

Wounds anterior and posterior surfaces of stomach. 
Wound of head of pancreas. 

Died fifth day. 

90 

R 


“ 


Left chest. 

P 

NM 

Wonnd of liver and spleen. 

Penetrating wound left chest. 
Subsequent resection for 

100 

R 


64 

N 

Left buttock. 

P 

P 

Hole tn rectum. Hole In small intestine. 

UlUpjfUUHl* 

Penetrating wound right 
pelvic wall. 

Id 

D 


81 

P 

Epigastric. 

P 

P 

Two holes in stomach. Holes in transverse oolon. 
Damaged left kidney. 


102 

R 


108 

P 

Left buttock. 

P 

P 

Six wounds as Urge as a shilling in small intestine. 
Hole in mesentery. Bleeding. 

Five holes in small intestine. 

— 

103 

D 

18 

94 

N 

Left flank. 

N 

N 

Symptoms on admission ex¬ 
tremely marked by morphia. 
Wounds of left shoulder and 
forearm. 

104 

D 

5 

100 

N 

Epigastrium. 

NM 

NM 

Three holes In stomaoh. Descending colon torn in two. 

Severe flesh wounds in both 
thighs. 

106 

D 

64 

88 

N 

Right buttock. 
Left loin. 

P 

P 

Four holes In ascending colon. 

Fractured right ilium. 

106 

D 

9 

108 

N 

P 

P 

Two holes in stomach. Two holes In jejunum, one 
almost complete. Three holes in splenic flexure. Lett 
kidney damaged. 

Abdominal wall torn. Omentum protruding and removed. 
Hxtensive retroperitoneal and lntr&peritoneal haemor¬ 
rhage. No Injury to gut. 

Multiple wounds tn thighs and 
buttock. 

107 

R 

84 

78 

N 

Left of umbilicus. 

L 

L 

— 

106 

D 

6 

138 

N 

Right buttock to 
left buttock. 

NM 

P 

Sacrum smashed in two. 

209 

D 

14 

86(b) 

N 

Right chest. 

P 

P 

Large wound in right lobe of liver. 

Penetrating wound in right 
chest. Right lung collapsed. 

110 

D 

2 

76 

N 

Left iliac fossa. 

— 

— 

Most of small gut prolapsed. Gut torn through and 
_ u.,. in two n!™:™. resection*}. 

Wound of leg. 
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A large incision is made nearly from ensiform cartilage to 
pubes. A central opening is preferable to one through the 
pararectal line, even when the damage is on the flank, for 
one gets less bleeding in the parietes, also a better opening 
is produced for examination of the interior and the surgeon 
oan commence with a less anesthesia and before a complete 
relaxation of the muscles is attained. If later in the operation 
there is any difficulty in dealing with such parts as the 
spleen or colic flexures, a transverse incision into the flank 
may be made, and it is surprising to note how well and 
firmly this subsequently heals. 

Blood is present in the peritoneal cavity in almost every 
case, but this may be disregarded and a routine examina¬ 
tion made at once, first of the small intestine commencing 
from the caecum, then of the large intestine commencing 
from the same place, followed by an overhauling of the 
stomaoh, liver, spleen, and kidneys. The damage, as met 
with, is repaired. Wounds in the intestine are sewn if 
possible rather than a resection done. We have learned 
by experience that the mesentery may be separated from 
the gut for a distance of 2 or 3 inches without the blood- 
supply of the bowel being impaired. 

Quickness and gentleness are the essentials of the treat¬ 
ment of abdominal injuries. In sewing up, through-and- 
throjgh salmon-gut sutures are first placed in position and 
the peritoneum is closed with a catgut stitch. In cases 
where the peritoneum does not come together easily, 
especially above the umbilicus, we bring it together with 
catgut passed through the peritoneum and rectal sheath. 
The salmon-gut sutures are then tied. Time must not be 
lost in elaborate closing of the belly wall. As a rule, it 
heals soundly and cleanly. In three cases a part of the 
abdominal wall gaped open about the tenth day and had to 
be restitched, but no ill resulted, and the patients made 
good recovery. 

Saline is given intravenously on the table, if necessary, 
but not as a routine, as we have thought that bronchial 
seoretion was increased by this measure. 

When the patient is sent back to the ward he is placed for 
8 or 12 hours with the foot of the bed well raised. Sub¬ 
sequently he is made to assume Fowler’s position. During 
the first few hours after operation every endeavour must be 
made to combat shock and to keep up an adequate blood 
pressure in the circulation. To this end we employ sub¬ 
cutaneous or rectal saline injections, pituitary extract, and 
the judicious use of morphia. For the same reason it is not 
wise to restrict for too long the giving of nourishment by the 
mouth. 

Thirst is always a distressing symptom, and frequent 
small drinks of water, albumin water, peptonised milk, or 
weak beef-tea are allowed from the commencement. 
Occasionally, due to atony, the stomach becomes over¬ 
distended, and this is shown by frequent Bmall bile-stained 
vomits. Lavage of the stomaoh is then resorted to, generally 
with great relief to the patient. 

Remits. 

The nearer the front the operating centre is situated, and 
the earlier the oases are brought to it, the higher will be the 
mortality owing to more patients arriving alive who would 
have succumbed if they had been transported farther back. 
At the same time, one hopes that more lives are saved. 
Statistics of necessity must be somewhat fallacious, as the 
majority of patients have multiple wounds involving other 
parts of the body besides the abdomen. 

The results of six months' work give the following 
figures:— ^ -41 * ^ '4 — 

Total number admitted with abdominal wounds, 263. 

Recovered, 136 = 51 per cent. Died, 127 = 49 per cent. 

Total number admitted “ with penetration,” 180. 

Total number on whom a laparotomy was performed, 110. 

Recovered, 46 = 41*5 per cent. Died, 64 = 58*5 per cent. 

Laparotomies performed where wounds of solid visoera 
only were found, 21. 

Recovered, 13 = 62 per cent. Died, 8 = 38 per cent. 

Laparotomies performed for injuries to nollow visoera 
only, 62. 

Recovered, 22 = 35*5 per cent. Died, 40 = 64*5 per cent. 

The following analysis gives the relative frequency that 
the different organs were wounded in our series of lapar¬ 
otomies : Stomach, 14 ; small intestine, 60; large bowel, 40; 
rectum, 3 ; liver, 24; spleen, 11; kidney, 14 ; bladder, 3. 

Note. —Wounds of the abdomen, though involving the 
viscera, that were not treated by a separate median incision 
are not included as (( laparotomies ” in the above series. 

We feel we owe a debt of gratitude to Surgeon-General 
Sir Anthony Bowlby and Colonel Maynard S. Smith for much 
encouragement and advice in our work, and to Surgeon- 
General Bruce Skinner for help and support given us on 
many occasions. 


THB SURGERY OF AMPUTATION STUMPS, 

BASED ON THE EXPERIENCE OF 2000 
CONSECUTIVE CASES. 1 

By G. M. HUGGINS, F.R.C.S. Eno., 

TEMP. CAPTAIN, R.A.M.C. ; SURGICAL SPECIALIST, PAVILION MILITARY 
HOSPITAL, BRIGHTON. 

Thb surgery of amputations has entered a new era with 
the war. There are various reasons for this development. 
First, it must be remembered that in the experience of this 
generation modern aseptic methods meant a negligible 
number of amputations. Then, the experience of the past 
generation of surgeons (who were of necessity masters of 
the art) is not really applicable to the present circumstances. 
The old surgeons planned their operations essentially for 
speed and for use of peg limbs ; and the classical operation 
for the foot belonged to an age when artificial joints had 
not been introduced. Nowadays the aim of an amputa¬ 
tion must include the ultimate fitting of the often delicate 
and complicated artificial limb which the modern instrument- 
maker produces. 

Primary amputations are performed to arrest infection, 
and so to save life. Further operation, or radical treatment, 
is commonly necessary in England to prepare or improve the 
stump, so that eventually a satisfactory limb may be fitted 
to it. The aim of this article is to elucidate this secondary 
treatment—that is, the preparation of stumps for artificial 
limbs—and is based on the experience of nearly 2000 cases 
which I have seen at the Pavilion Hospital, Brighton. At 
the same time these considerations will give a basis for action 
in the case of the primary amputations. 

Classification of Cases. 

The oases seen at the Pavilion Hospital have been ampu¬ 
tated two months to two years before coming uqder my care, 
and may be roughly classified as follows: (1) Good stumps 
not ready for an artificial limb; (2) unhealed stumps from 
primary amputations ; (3) sequestrum formation ; (4) sinus ; 
(5) bad scars and eczemas; (6) pain or tenderness; and 
(7) joint contractures. Three months must be taken as the 
minimum time in which an amputation stump can become 
ready for fitting an artificial limb, and then only if a tight 
bandage has been worn and massage used daily. The 
bandage and the massage accelerate the shrinking of the 
stump. 

Unhealed stumps are, as a rule, the result of the so-called 
guillotine amputations. An amputation of the guillotine 
type, or one in which the flaps have not been stitched up, 
should be treated with continuous skin extension from the 
earliest possible moment until healed or operated on again 
continuous extension will almost cover a guillotine stump in 
a few weeks 

Every infected stump, after healing is well advanced, 
suddenly shrinks and the skin becomes loose; when this 
occurs the time has come to re-fashion the stum]4. The 
length of time varies with different stumps, but two to 
three months is a usual time for the thigh; it may be 
longer. If this time is chosen it is sometimes possible to 
remove the scar and bring the skin edges together without 
shortening the bone. It is hardly ever necessary to remove 
more than half to one and a half inches of bone. The 
importance of a few inches in length of the bone cannot be 
over-estimated in most amputations. The other advantage 
of waiting is the improvement in general health, and the 
higher resistance to infection that the patient develops. 

I have been very much struck, in studying the medical 
history of the cases under my care, by the large number of 
bad stumps the result, as far as one can judge, of operating 
on guillotine stumps within two months of the original 
amputation. It would appear that the risk of infection is 
much greater in the early days, either because the infection 
is more virulent or the patient’s resistance is lower, or both. 
At any rate, the very large number of cases suffering from 
necrosis of bone that I have to deal with at the Pavilion 
Hospital are almost all in stumps that have been shortened 
within two months of a guillotine amputation, and, further, 
in my own cases where I have to shorten guillotine stumps 
(which I now postpone until the local and general condition 


1 Abstract of a paper read before the Brighton and Sussex lfedioo- 
Ohirurgical Society. 
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indicates that the time has arrived for operation), although 
sepsis is met with from time to time, it is never of such a 
nature as to cause necrosis of bone ; and, except in two 
cases, I have not been obliged to remove more than two or 
three stitches for irrigation and drainage. Even if necrosis 
of bone does not occur, severe sepsis leaves a bad irregular 
surface where long flaps with muscles have been used, or a 
large scar adherent to bone where skin-flaps only have been 
used. In both cases further operation is often necessary. 

Sequestrum .—No stump is ready to send to the instrument- 
maker until it has been radiographed, as it is quite a common 
thing for a stump to heal and yet contain a sequestrum, 
with the result that as soon as an artificial limb is worn an 
abscess forms and a sinus results. If the sequestrum is 
small at least two pictures should be taken to enable the 
surgeon to know where it is, so that it can be removed with 
the least possible damage to the stump. Sequestra in stumps 
are generally buried in new bone thrown out from the end of 
the shaft. The amount of new bone is often very large, and 
I have had to remove as much as an inch of new bone before 
coming to the sequestrum. New bone which is cancellous 
can be chiselled away freely, but the shaft of the bone must 
on no account be injured, because the inflammatory reaction 
following this operation is often very severe, and should the 
shaft be injured there is a risk of further necrosis. 

Sinus .—Sinuses in stumps are due to (1) silk ligatures, 
(2) necrosis of bone, (3) foreign matter, such as metal, or 
(4) long septic tracks in scar-tissue which are unable to close 
from imperfect drainage and low vitality. I always use a 
crochet-hook instead of a probe in examining a sinus, and 
with this very useful little instrument ligatures or small 
sequestra may be removed. It is not advisable to operate on 
a sinus with a view to removing ligatures unless repeated 
attempts with a crochet-hook have failed. When silk is the 
cause of a sinus there are often several pieces. In one case 
17 silk ligatures were discharged from a thigh stump in the 
course of three months. Four or five is a more usual number, 
and a great deal of harm may be done to a stump by 
exploring for silk. Silk should never be used for ligatures 
in operating on amputation stumps, for it is the cause of 
40 per cent, of the sinuses I treat, and causes prolonged 
convalescence and needless suffering. 

The second and third causes of sinus, necrosis and foreign 
material, require localising by the aid of X rays, and the 
remarks made under 41 sequestrum ” apply. 

The fourth class of case, the long septic track in scar- 
tissue, is difficult to diagnose, and can only be proved by 
exploration of the sinus. If nothing in the nature of a 
foreign body is found, I place the case in this class and 
excise the skin round the sinus and remove the deep part of 
the scar and then sew up the wound. Packing the wound 
and attempting to obtain healing from the depth often leads 
to a bad puckered soar ; the stitches can always be removed 
if necessary. 

Pain in the stump or tenderness of the stump. —Causes: 
(1) Nerves adherent to the scar; (2) bulbous nerves ; (3) 
sequestrum in new bone in a healed stump ; (4) spurs of new 
bone ; (5) chronic abscess. Nerves adherent to the scar 
(the result of not shortening the nerves at the time of 
amputation or when shortening the stump) always have to 
he removed, and in this connexion it is important to 
remember that a nerve such as the internal saphenous is 
as important as the great sciatic, both in the thigh and in the 
leg. As a rule, removal of the nerve from the scar is the 
best procedure, but in the case of short leg stumps I always 
remove the popliteal nerves at the bend of the knee and 
the internal saphenous in Hunter’s canal, for by this means 
there is no fear of the new cut end receiving pressure from the 
bucket and so becoming tender again. Should an amputa¬ 
tion stump suppurate there is grave risk of the nerves 
becoming adherent and painful, even if shortened. Bulbous 
nerves not adherent to the scar, as a rule, become painless 
in about three to four months, and so I do not remove them 
until I have waited this length of time. The converse is 
true, and bulbous nerves not tender or painful sometimes 
become so after three or four months, and when this occurs 
I remove the bulb, as the prognosis is bad without operation. 
One bulbous nerve may cause extensive symptoms, such as a 
large area of hypersesthesia, and in one case it gave rise to 
epileptiform fits. These occurred over a period of some 
months, but ceased altogether after removal of the bulb. 

Spurs of new hone .—Spurs of new bone are common, and 
•very now and then cause pain and require removal. The 


large amount of new bone formation in stumps that have 
been infected is striking, and it often takes on fantastic 
shapes and follows muscular attachments and sinuses. Spurs 
running into the adductor muscles are the most common, 
and it is in this situation that I have sometimes had to 
remove them on account of pain. It is important to be 
sure that the pain apparently due to the spur is not caused 
by a bulbous nerve, as in my experience it is rare for a 
spur alone to cause pain. 

Chronic abscess.— In these cases the diagnosis will 
generally be bulbous nerve, but instead of a nerve a 
small abscess will be found, sometimes round a ligature 
and sometimes with no apparent cause. 

Bad scars and eczema .—There are two classes of unsatis¬ 
factory scar—one due to insufficient covering of the bone 
end and the other to too much covering—in stumps that 
have been infected. In the first group, if the scar is very 
large and liable to ulcerate it is necessary to excise it after 
skin extension has been used. In the second group, if the 
edges are very puckered and turned in the scar is liable to 
eczema ; and in leg stumps, after wearing an artificial limb, 
it is apt to break down from the softening which results from 
the sweat decomposing. In excising the scars of the second 
class it is important to re-fashion the deep parts as well as 
the skin, otherwise the condition will relapse when healing 
occurs. 

Joint contractures .—In a great number of cases which I 
see the following conditions are found: (1) Flexed knee; 
(2) flexed and abducted hip ; (3) adducted shoulder. 

Flexion deformity of the knee-joint, if only of a mild 
degree, is cured with massage and a back-splint. If more 
severe and of several months 1 standing, I use a splint made 



Splint for straightening flexed leg stump*.—Splint applied to flexed 
leg stump. The joint at c, and the ability to alter tne length of the 
bars c, b and b, a, enable the splint to be centred over the knee-joint 
in any oase. The splint was designed to be fixed in plaster-of-Paris. 

for me by Major Lightfoot, of the Hove War Hospital Supply 
Dep6t, and by means of this splint most flexed knees can be 
straightened. If this fails the posterior capsule of the joint 
should be divided with a tenotome. Tenotomy of the ham¬ 
strings alone is not likely to correct the deformity if adequate 
splinting has already been tried without success. 

The deformity of flexed and abducted hip is usually 
corrected by massage and movements ; but in the event of 
failure tenotomy of the tensor fascise femoris should be done, 
and in some cases it is necessary to divide the anterior 
portion of the capsule of the hip-joint. The correction is 
maintained by a plaster-of-Paris spica. An artificial limb 
can never be worn satisfactorily with a flexed thigh stump. 

Adduction deformity of the shoulder is treated with 
massage and movements; if these fail an anaesthetic is 
given, and the condition forcibly corrected, the correction 
being maintained for some weeks in a plaster-of-Paris splint. 

Joint contractures can, and should, be prevented by daily 
movements of the joints likely to become contracted, aided 
by bandages and splints. It is impossible to splint properly, 
or to move a stump, when the nerves have been left un¬ 
shortened, as the pain is too great. 

Considerations guiding Shortening of Amputation Stumps . 

In shortening stumps I only use skin flaps, and the flaps 
used are shorter than the flaps generally recommended in 
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text-books. Too maoh skin gives a bad flabby stomp, which 
becomes ultimately badly nourished. I never now use 
muscle in the flaps, as, rather than being an advantage, it 
has several disadvantages; in practice a guillotined arm 
stump is often better than the stumps resulting from skin and 
muscle flaps. When shortening amputation stumps I am 
guided by the following considerations:— 

The Foot .—A Syme amputation with bone section a quarter 
of an inch above the articular surface of the tibia, and with 
all the bony projections rounded off, gives a stump short 
enough to flt an artificial ankle, and is end-bearing. This 
must be regarded as the best amputation that can be done. 
A Pirogoff stump is too short to use as a peg and too long to 
fit an artificial foot to ; it is an amputation of no practical 
value, and should never be done. The stump of a Chopart, 
as a rule, becomes deformed, and even if it does not it cannot 
compare with a Syme, owing to the difficulty of fitting an 
artificial appliance. A guillotine Ohopart as a primary 
operation leaves the necessary material for doing a satisfac¬ 
tory 8yme later. 

The Leg. —Amputation in the middle third of the leg, at 
the lower end of the prominence of the calf, using a long 
anterior and short posterior flap, gives the most serviceable 
stump below the knee with the exception of a Syme. Ampu¬ 
tations in the lower third of the leg give a weak soar, liable 
to ulcerate in winter, and they necessitate the wearing of a 
clumsy and heavy artificial limb. Amputation at the seat 
of election should not be done if greater length can be given, 
and never merely to improve the scar, unless end-bearing 
can be obtained for certain ; in the absence of end-bearing 
the importance of an extra inch of lateral bearing cannot be 
overestimated. Unless two fingers can be placed side by 
side on the inner side of the posterior surface of a leg stump 
when flexed, the stump is too short to use a below-knee 
artificial leg. and a kneeling leg will have to be worn. When 
shortening a leg stump it is advisable to do a supraoondylar 
amputation, unless this length of stump can be ootained. 

The Knee —Amputations through the knee must be well 
covered, and it is unusual for enough skin to be available, 
for if enough skin is available a short below-knee stump 
could, as a rule, be obtained. The patella should always be 
removed in amputations about the knee. The best amputa¬ 
tion about the knee is through the top of the condyles, 
rounding off all bony projections, and if this be done an end¬ 
bearing stump is made which is short enough to allow an 
ordinary artificial knee-joint to be fitted. Stokes-Gritti’s 
amputation is an unnecessary refinement unless the bone 
section has to be made above the canoellous part of the 
femur, and then it should be used to make the stump end¬ 
bearing. 

The T*ig \.—Every inch of the femur above the condyles 
is of the utmost value until the unper third is reached. In 
this situation, unless two and a half inches of bone below 
the lesser trochanter can be saved, a thigh bucket caunot 
be used. Therefore it is best to ampntate through the neck 
of the femur, when this amount of bone is not available ; a 
less severe amputation that will be satisfactory is just 
through the junction of the great trochanter and shaft. 

The artificial leg for a hip-joint amputation is a sound 
practical appliance and can be fitted to a subtrochanteric 
amputation. It is not satisfactory with longer stumps or 
with a long fleshy stump, such as the Furneaux Jordan. It 
is important to consider this before interfering with a 
guillotine stump in the upper half of the thigh. I often 
see nice-looking stumps, the result of re-amputation, which 
are too short for a thigh bucket and bad or impossible for a 
hip bucket, and, moreover, some of them are covered with 
muscle, showing that more bone could have been ssved. A 
conical stump can no longer be regarded as necessarily bad, 
as they are often satisfactory. 

The Wrist and Forearm. — One movable finger is better than 
any artificial aopliance that can be obtained. Through- 
wrist amputations must now be regarded as satisfactory. 
Every inch of bone from the lower end of the ulna to within 
three inches of the upper end of the ulna is of value ; less 
than three inches of ulna cannot be made use of, and so, 
when compelled to re-amputate a forearm stump, unless three 
inches of ulna can be left, it is best to do a supracondylar 
amputation, removing the supracondylar ridges. 

The Arm —Every inch of humerus above the oondyles is 
useful. Guillotine stumps make better stumps than ampu¬ 
tations where muscle is placed over the end of the bone. 


Unless one and a half inches of bone below the anterior 
axillary fold can be saved the shoulder-joint cannot be 
used. The shoulder-joint artificial arm does not press on 
the stump, and so it is not necessary to remove bulbouw 
nerves from these very short stumps unless they give rise to 
neuralgia. 

Summary. 

No secondary amputations should be performed in cases 
of guillotine amputations until all oedema has disappeared 
and skin extension has been employed for six weeks. 

Guillotine amputation stumps above the middle of the 
leg or middle of the thigh should never be shortened until 
healed unless it is decided that the knee-joint or hip must 
be sacrificed. When shortening has to be done the minimum 
amount of bone necessary for utilising the joint above 
should always be borne in mind. A guillotine amputation 
may make a satisfactory stump in the leg and thigh, and 
almost always does in the forearm and arm without further 
re-amputation. 

Bone in a stump does not necrose unless infected. Delay' 
in shortening stumps reduces the risk of infection, because 
infection is not in the wound only but in lymphatica 
leading from the wound. The amount of matting round 
the vessels leading to or from an amputation stump is very' 
striking. 

Silk should never be used for ligatures in operations on 
stumps. Amputations should be done by skin-flaps only, and 
no muscle should be utilised in the flap, the pad of fibrous 
tissue formed over the end of the bone from the organising 
clot being all that is necessary. All nerves, and not merely 
the main nerves, must be shortened at the time of the 
amputation or re-amputation. 

To prevent deformity, daily exercising the joints and the 
employment of splints and bandages are essential measures 
in preparing the stump for the artificial limb. 

A good Syme amputation leaves the patient with little 
disability, and amputations through the tarsus should never 
be done as a secondary operation. 
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During the war a large number of patients have been 
seen who have lost their memory. This is not infrequent 
among those' who are suffering from the effects of shell 
shock. In other cases the condition has undoubtedly been 
simulated in order that the patient may have a better chance 
of escaping from unooogenial service or it has been assumed 
to excuse some breach of discipline. A few patients have 
come under observation in whom 1 *ss of memory was one of 
the signs of dementia paralytica and in several others it 
occurred after concussion of the brain. In the latter class 
of patients it is not uncommon to find that the memory of 
the accident or of the circumstances which lead up to it is 
completely lost. In several of the forms of alcoholic insanity, 
for instance in delirium tremens and in ohronic alcoholic 
poisoning, it is common to find that the memory is defective. 
It occurs too in some forms of senility and also after attacks 
of epilepsy 

Among these various conditions there stands out pro¬ 
minently that form of loss of memory which was described 
orisrinally by Korsakow as occurring in patients of alcoholie 
habits who showed also signs of peripheral neuritis. The 
condition was known as the polyneuritic psychosis. 
Frequency, however, it could not be proved that alcohol 
took any part in bringing about the disease, and later it 
becsrae established that other illnesses, such as typhoid, 
malaria, diabetes, arsenical poisoning, Ac., all of which are 
at times associated with peripheral neuritis, may give rise to 
the particular peculiarities described by Korsskow. Further¬ 
more. many cases are on record in whom neither alcohol nor 
peripheral neuritis appeared to have any part, and it is 
agreed at present that, while the typical cases are met with 
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in alcoholic patients with neuritis, similar symptoms, which 
are indistinguishable from them, may be met with occasion¬ 
ally without- neuritis and without alcoholism. 

yrhe essential features of the disorder are loss of memory 
for recent events and difficulty in concentrating the atten¬ 
tion. The mental disturbance is one mainly of confusion of 
thought, disorientation, and forgetfulness. The patient loses 
the power of keeping events in their chronological order, and 
he constantly transfers to the present experiences which 
belong to the distant past. He lives in a state of reminis¬ 
cence. 

The following aooount is that of a patient who showed this 
oondition. fie was a stoker, aged about 46, and he was 
admitted to Haslar on Nov. 6th, 1916. The few notes which 
he brought with him showed that he had been admitted to 
hospital in Bombay on Oct. 15th, 1916, and later to the 15th 
General Hospital at Alexandria. The notes stated that when 
he arrived at the latter place he was very ansBmic and had 
•oedema of the lower limbs as high up as the lumbar region, 
and that this oondition had been present for six weeks. The 
urine showed degenerated hyaline and epithelial oasts, but 
neither albumin nor blood was detected. 

When he arrived at Haslar on Nov. 6th there was no oedema 
and the urine was normal. He was very weak and ansBtnio, 
but no disease was detected except some recent gouty 
arthritis of his left wrist. Gout was also detected in the right 
ear and in the great toe on the left side. The red cells 
numbered 4,650,000 and the leucocytes 10,000 per o.mm. Of 
the latter 52 per cent, were polymorphonuclear cells and 
46 per cent, were lymphocytes. He was observed from the 
first to be rather dull mentally. 

On Dec. 10th his temperature went up to 104° F. suddenly 
and malarial rings were found in bis blood by Dr. P. Fildes. 
The attack rapidly subsided with the administration of 
quinine and on Dec. 14th he was transferred to the neuro¬ 
logical department for further observation of his mental 
condition. For the notes already given 1 am indebted to 
8urgeon T. G. Gibson, R.N., under whose care the man 
had been. 

In his story the patient told us that he was born on 
June 10th, 1866, that he lived at a certain address at Fulham, 
and that he had a daughter aged 12 years. ' He said also that 
he had seen his wife recently at the hospital. These state¬ 
ments it was not easy to disprove at the time, and indeed 
the idea of attempting to disprove them did not occur to us 
then. Later, however, when he told us that the year was 
1899, that King Edward was reigning, and that the war was 
between England and some field force and had been going 
on for four years, it was evident that we were dealing with 
some serious form of amnesia. 

The man was well nourished, but pale, and he looked a 
little simple. He spoke quietly and politely and said that, 
with the exception of the pain in his wrist, he felt quite 
well.' He tola us that he had suffered frequently from 
“intermittent fever” and that bis last attaox was about 
three months ago, when his temperature was 104°. He 
said that he was ill for a week. 

He told us that he was for eight years on the aotive list 
and that he then beoame a labourer, implying that he had 
beoome a reservist and that he had been called up for the 
war. This was supported by the fact that he was wearing 
a well-grown moustache which he said he had let grow 
for some time. He said that he had not been in action. He 
did not know the name of the hospital, and his ideas about 
the war were hopelessly confused, but b* was able to do sums 
well and he read intelligently. He constantly stroked his 
moustaohe and ohin with his hand. He did not appear to be 
worried particularly about his loss of memory, but he recog¬ 
nised that matters were not as they should be. He kept to 
himself a good deal, but appeared to be quite happy and 
contented. 

He remembered having been at Bombay but had no 
recollection of his illness there or of the swelling of his legs. 
He oould not tell us anything about his voyage home or 
About Christmas a fortnight before. He Btuok to his state¬ 
ment that King Edward was on the throne, but he could not 
give the name of the Queen or of the Premier. When he was 
At a loss fora reply be used to say that he did not “ read the 
papers carefully enough for that.” He knew that Lord Roberts 
was in command during the Boer War, and said that he 
expected that he was still “ somewhere on the frontier,’ 1 but 
he would not hazard which frontier be referred to. He 
knew where he had been to school, and said that he was in 
the sixth standard. He recalled that he had been engaged 
to be married for about a year. He knew all about the cir¬ 
cumstances associated with the relief of Ladysmith, but he 
did not know the name of Sir George White, even when it 
was mentioned in conversation. He said that he was a bald 
man, and tnat he knew his photograph well. When he was 
reminded about the battle of Jutland and of the Falkland 
Islands he appeared to recall them, but he remembered 
nothing about them. For instance, he did not know between 


which peoples the battle of the Falkland Islands was fought, 
but he thought that “ England was there.” He remembered 
that the Boer War was between England and the South 
Africans, but he knew nothing at all about the Jutland 
battle, and when pressed for some information about this 
battle he said that it was at sea and in the air, between 
England on one side and some country whose name he oould 
not remember on the other. He said further that it was a 
kind of bombardment, and that Lord Frenoh was in 
command there, just as he had been at the Falklands, 
“ because they must have had some troops there.” He 
remembered the Diamond Jubilee, and thought that it took 
place in 1887. Later on, when pressed for more information 
about the war, he said that it was between England and the 
Balkan States. 

On examination his gait was seen to be normal and he had 
no tremors. The spleen was not palpable. His systolic 
blood pressure was 140 mm. Hg. He had no headache and 
the urine and visoera were normal. His weight was 
9st. 131b. There was no evident of alcoholic excess, nor 
was there any reason to suspeot it. His blood on Jan. 15th, 
1917, contained 5,050,000 red cells and 10,300 leucocytes 
per c.mm., and of the latter 63 per cent, were polymorpho- 
nuolears and 34 per cent, small lymphocytes. The haemo¬ 
globin content was 90 per cent. 

Nothing abnormal was detected in the central nervous 
system with this important exception: he had a bilateral 
absence of his ankle-jerks. This was confirmed repeatedly 
at subsequent examinations. The calf-jerks were aotive. 
There was no history of soiatica, nor was there anything 
else found to point to a past neuritis. 

The association of the mental condition with the absence 
of ankle-jerks clearly made it imperative to rule out 
dementia paralytica, in spite of the fact that he did not 
resemble a case of this disease. The Wassermann reaotion 
in the serum and in the oerebro-spinal fluid was found to be 
negative by Dr. Fildes, and the oerebro-spinal fluid contained 
no cells. 

On Jan. 20th his wife oame to see him. 8he brought her 
step-daughter and two friends. 8everal letters written to 
her at the address at Fulham which was given to us by the 
patient had been returned to us and finally his oorreot 
address was obtained from the Admiralty. It was in 
Portsmouth, where he had lived for four years}.' His wife 
told us that she had not Been her husband for nearly four 
years, when he was last on leave. As far as she knew, bis 
previous health had been good. He had done 18 years’ aotive 
, service and had commissioned the Pyramus at the onset of 
war. She thought that he was still in this Bhip and had been 
worried because she had not heard from him for some time. 
The last letter she bad received was from the Sailors' Home 
at Bombay during November, 1916. She had no knowledge 
that he was sick. She said that be had been a labourer 
formerly and that she had been married for 21 years. 

The man recognised his wife and friends, but was not able 
to join in the conversation as readily as they wished. He 
told them that he must have grown his moustache on his 
way home. He caused considerable surprise by solemnly 
announcing that Lord Roberts and General Buller were in 
command at the battle of the Falkland Islands. The follow¬ 
ing day, Jan. 21st, be reooileoted having seen his wife, but 
thought that she had brought with her his little girl. He 
was reminded that he lived at Portsmouth, but up to the 
last he said that he lived at Fulham and that he was going 
there on his discharge. He was discharged to his home on 
Jan. 22nd, 1917. 

The wife's story is put in here so that the reader will be 
in possession of the actual facts of his personal history 
before he reads the short list of the man’s answers to various 
questions which is appended. It was very evident, during 
daily conversation with the patient, that he was living 
through the period of the Boer War over again. His memory 
for past events was not perfect, but it was far better than 
that for events of the present time. In a few instances, such 
as that of the intravenous injection, his memory for events 
of the immediate past was completely in abeyance. How¬ 
ever, when his mistakes were pointed out to him he would 
sometimes avoid repeating them the next day. In some 
cases, wh 9 n he made correct replies to simple questions of 
fact, it is likely that he had been told the answers by the 
other patients. 

Jan. 3rd . 1917. —What Is the name of the King?-Edward or William 

What la the n^mo of the Prince of Wale* ?—George. 

What year did you j -In the Service?-1899. 

Who la head of the Army ? - Lord Roberta or Lord Kltohenw 

When did the war star* P—1890. 

What, month Is it? (Januarj.) - December. 

Wb&t Queen la reigning ? - Queen Victoria. 

Who la Prince of Wales ? Prince Edward. 

Where does the King live In London ?—Buckingham Palace. 

How long havn you been In hospital ? (Two months.)—Ten days. 

Who is head of the Navy ?—Admiral Jelliooe. 
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What was the name of his ship ?—King Edward, 

Who married Lord Kitchener ?—No one. 

What is the name of \dmir%l Beatty’s ship ?—King Edward. 

Have you been on the Reserve List?—Yes, after doing 12 years' 
service. 

When did you rejoin ?—At outset of war. 

Where did you spend last Christmas ?—Has no idea. 

What ship did you travel home in ? {Britannic.)—Tyne. 

Where did you spend Christmas ?—At home. 

Have you ever been in a decorated ward ?—Yes, in the present ward, 
but I do not know why It was decorated. 

On JftD. 4th I asked him when he had last seen me. referring 
to his catechism of the 3rd. He hazarded, “ The day before 
yesterday, in the ward, at 11 a.m.,” but he did not know what 
we talked about. As a matter of feet, the interview was in 
Sister's cabin, and at 6 p.m. 

On Jan. 5th, at 10 a.m., I gave him an intravenous injec¬ 
tion of “914,” with the idea of stopping future attacks of 
malaria. He had never had any injections previously. At 
4 p.m. he had no recollection whatever of the injection, and 
when I asked him when he would like to commence his 
treatment, he said that he would leave all that to me. 

The mental characteristics of Korsakow’s psychosis are 
clearly portrayed in this patient. It was evident that the 
absence of ankle-jerks and the mental confusion must be 
associated if it was possible to do so, and it was fairly clear 
that the abnormality of the reflexes was due to a peripheral 
neuritis, although no other sign of neuritis was present. 
What was the cause of the neuritis ? There was nothing to 
suggest alcoholism as the cause. The only facts which we 
possessed were that he had gout, and that he had a proved 
attack of malaria while under observation. There was ho 
reason to think that his gout was the cause of the neuritis. 
On the other hand, peripheral neuritis has been noted in 
malaria not infrequently, and Manson remarks in his book 
that loss of memory, partial or complete, appears to be a 
oommon accompaniment of peripheral neuritis of malarial 
origin. The illness from which the man suffered in Bombay, 
when his lower limbs were swollen, may have been beri-beri, 
in which neuritis is common enough, or it may have been 
malarial nephritis. It is by no means certain, however, that 
nephritis existed at all. We could not ascertain what this 
illness was, but in view of the fact that he had malaria (and 
probably it was not his first attack) it seems not unreasonable 
to ascribe his polyneuritis and the characteristic loss of 
memory to the disease described by Korsakow. 


THE TREATMENT OF DIABETES 
MELLITUS. 

By R. T. WILLIAMSON, M.D. Lond., F.R.C.P. Lond., 

CONSULTING PHYSICIAN TO THB MANOHBSTKB BOYAL INTIBMABY. 


The following is a brief sketch of the line of treatment 
which I have carried out with much success in many cases of 
diabetes mellitus during the last three years. Recently many 
new methods of treatment have been published, some of 
whioh are of distinct service. Certain of these methods 
have, however, disadvantages, and are occasionally followed 
by unpleasant symptoms. The line of treatment briefly 
sketched in this article will, I think, be found free from risk 
if carried out in the class of cases indicated. (To limit the 
length of this article many of the details of the treatment 
have been omitted.) 

A routine examination of the patient is first made, com¬ 
plications noted, and the abnormalities of the urine deter¬ 
mined. When certain complications (affections of the lungs, 
heart and kidneys, &c.) are detected a special form of treat¬ 
ment may be required and a rigid diabetic diet may not be 
desirable. Such cases will not be considered in this article. 

When the case is one of diabetes without these complica¬ 
tions a diabetic diet will be usually suitable. But the form 
of the disease must first be determined. When the urine 
gives persistently a claret colouration with perchloride of 
iron, and if this is not due to drugs, and if other indica¬ 
tions of decided acidosis can be detected, the case requires 
very oareful and special treatment; these cases will be 
briefly considered at the end of this article. 

If, then, no complications can be detected which require 
a special form of treatment, and if the urine should give no 
reaction with perchloride of iron, and no other signs of 
decided acidosis can be detected, the following course of 
treatment may then be carried out. 


Course of Treatment. 

I. The patient is first placed on-Diet I.—an ordinary rigid 
diabetic diet, but with the addition of 3 oz. of white bread 
daily. 

II. If the glycosuria is not checked in a short time (few 
days) the white bread is promptly replaced by a pure 
diabetic bread (free from starch, or only containing the 
smallest amount thereof), such as biogene bread and ponos 
biscuits, protein bread, &0. 1 —Diet II. 

III. If this fails after a fair trial of 10 or 14 days the 
following Diet III. is often successful if the patient is able 
to rest at home on a sofa for a short time. 

For one week only food is taken in small quantities every 
2 hours from 8 a.m. to 10 p.m. and the foods are eggs, milk, 
oream, custard, coffee, tea, and beef-tea. The following is the 
diet sheet 

8 a.m. : Tea or coffee with one tablespoonful of cream. One egg 
(poached, buttered, or boiled). 

10 a M.: One glass of warm milk (10 oz.). 

12 noon: Custard unsweetened (containing one egg and half a pint of 
milk). 

2 p.m. : One glass of warm milk (10 oz.) or cream (1 ox.) in warm beef- 
tea (10 oz.). 

4 p.m. : Tea with one tablespoonful of cream; one egg (poached, 
buttered, or boiled). 

6 p.m. : Cream (1 oz.) in 10 oz. of warm beef-tea. 

8 p.m. : One glass of warm milk (10 oz.). 

10 p.m. : Cream (1 oz.) in warm beef-tea (10 oz.). 

In this diet (or in the modification following) the patient 
receives daily 3 or 4 eggs, 2 to 3 oz. of cream, 2 pints of milk, 
in addition to tea and coffee and beef-tea. 

The various small meals may be changed in order or 
altered if the patient desires. Thus, at 2 p.m. cream and 
beef-tea may be taken in place of milk, and a glass of milk 
at 6 p.m. in place of cream and beef-tea. At 8 p.m. one egg 
beaten up and added to 10 oz. of warm beef-tea mav be taken 
in place of the glass of milk, or a poached egg and half a pint 
of beef-tea if the patient prefers. At 10 a glass of milk may 
be taken in place of cream and beef-tea. Also if the patient 
prefer an egg (poaohed or boiled) and a glass of milk may be 
taken at 12 in place of custard. 

This diet often ohecks the glycosuria in a few days or by 
the end of the week. If the glyoosuria is not checked by 
the end of the week the diet may be continued for a few 
days longer; but if it then fails it should be discontinued 
and the patient placed back on Diet II. for a few days. If 
the Diet III. has failed to check the glycosuria the patient 
may be placed on Diet IV. of casein or biogene and cream. 

IV. Diet IV. of casein or biogene and oream. 

The patient is given for seven or ten days a glass of casein 
or biogene and cream with water every two hours fromi 
8 a.m. to 10 p.m. The casein preparation lait-proto No. 6 will 
probably be the most satisfactory for the majority of 
patients. A oup of tea or beef-tea, or both, may be also 
taken, if the patient desires, twice a day. 

The mixture of casein and cream and water is prepared as 
follows: One tablespoonful of casein, or lait-proto No. 6 s ; 
one tablespoonful of cream; mix well in a tumbler with a 
spoon, then add hot water (or cold if preferred) very 
gradually, mixing well until the tumbler is full. (The 
fluid may be sweetened with saccharin, or flavoured with 
nutmeg if desired.) 

In plaoe of one tablespoonful of casein two tablespoonfuls 
of biogene 8 may be used if the patient does not like the taste 
of the casein. It should be mixed with txoo tablespoonfuls of 
cream and the water added as just described. 

Many patients take the casein or biogene quite well, others 
find both unpalatable, and some cannot taxe either. Lait- 
proto No. 6 may be taken quite well when ordinary casein or 
biogene cannot be taken. 

If we wish to avoid using diabetic breads instead of 
following the order just indicated the trial of Diet II. may 
be omitted, and if Diet I. fails Diet III. may be tried at 
once; or if the patient likes the taste of casein or biogene, 
and can be seen daily, Diet IV. may be tried before Diet III. 
(at once after Diet I.). 

I have found Diet III. (eggs, cream, milk, beef-tea, &c., 
as indicated) of very great service; it is simple, palatable, 
and often very successful. It can be taken by nearly all 
patients and it is less expensive than diabetic food. It can 
be usually taken quite well by patients who cannot take 
casein or biogene. It is very useful in the case of diabetic 

1 See article by the writer on Diabetic Bread Substitutes, Brit. Med. 
Jour., Dec. 23rd, 1916. 

* Can be obtained from Oaeeln, Ltd., Sheepetone-lane, Battersea, 
London, 8.W. 

* Can be obtained from Messrs. Callard and Co., 74, Begent-etreet, 
London, W. 
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children. It is often very successful both in mild cases and 
cases of medium severity, and sometimes in severe cases. 
In some cases, like all other treatment, it fails. It often 
removes the glycosuria promptly in a few days or a week, 
though an ordinary rigid diabetic diet had previously failed. 
After taking this diet for seven or ten days often the patient 
may then take ordinary rigid diet for a long period without 
glycosuria returning, though previously on such a diet the 
glycosuria had continued. Probably it is not so often suc¬ 
cessful as the treatment with casein or biogene, but if it 
fails the latter treatment may then be tried, or a combination 
of the two methods may be tried. Diet III. or IV. should 
be continued for seven or ten days only. They are to be 
regarded as methods of dietetic treatment which are usually 
much more successful than an ordinary rigid diabetic diet in 
removing the glycosuria temporarily, and the after-effects 
probably oontinue longer. If later the sugar returns in the 
urine the methods may be repeated. Diet IV. may be suc¬ 
cessful when Diets II. and III. have failed. In a few severe 
cases with persistent diacetic acid reaction in the urine 
Diet III. or IV. removes the diacetic acid as well as the 
sugar, but they are not always suitable in such cases. 

After Diet III. or IV. has been tried for seven or ten 
days the patient is placed back on Diet II. if the glycosuria 
continues. If the glycosuria has been checked, then the 
Diet III. or IV. is gradually changed. One ponos biscuit 
is allowed at 8 ▲. m. and 4 p.m. with the egg and tea. One or 
two days later bacon and green vegetables and custard are 
allowed at 1, in place of the meals at 12 and 2, and later 
Diet V. and then Diet II. are allowed. 

Of course, the Diets III. and IV. will not be successful in 
all oases, but they are always worthy of a careful trial, 
except when the urine persistently gives a marked claret 
colouration with perchloride of iron. In these cases caution 
is necessary, and sometimes Diets III. and IV. are not 
advisable. 


V. If all the diets already described have failed to check 
the glyoosuria, then for a short time a diet of suitable 
vegetables, eggs, and fatty foods may be tried. (Diet V.) 

Breakfast : Coffee (or tea) with cream ; eggs (buttered, 
poached, or boiled), or tomatoes or mushrooms; suitable 
diabetic bread or biscuits ; butter. Dinner: Bacon cooked in 
any way. Any of the following vegetables : cabbage, cauli¬ 
flower, Brussels sprouts, turnips, French beans, spinach, 
brocooli, boiled walnuts, asparagus, vegetable marrow, 
tomatoes, mushrooms, salad, lettuce, cucumber, watercress, 
celery, radishes. Custard. Suitable diabetic biscuits or 
bread. Tea or evening meal: Tea and cream ; eggs (buttered, 
poached, or boiled); or Welsh rarebit, cheese; or salad, 
lettuce, cucumber, mdfehrooms, tomatoes, boiled egg and 
spinach, watercress; suitable diabetic bread; butter. 


Or the following diet may be tried for a short time:— 

Breakfast: Tea or coffee with cream ; one egg and tomatoes 
or mushrooms or spinach; also one ponos biscuit or other 
similar biscuit. At 11 a.m.: Two tablespoonfuls of cream in 
half a pint of warm beef-tea. Dinner ( 12.30 or 1 ); Beef or 
tomato soup or one sardine and one ponos biscuit. Afterwards 
one or more of the following vegetables: Cabbage, cauliflower, 
brussels sprouts, vegetable marrow, broccoli (curly green), 
boiled celery, asparagus, French beans, turnips, tomatoes, 
mushrooms, boiled walnuts, Brazil nuts sliced and fried in 
butter. Custard; stewed rhubarb, gooseberries, or cran¬ 
berries with cream. Tea (4 to 5) : Tea with cream, tomatoes 
or asparagus or celery or mushrooms, lettuce, salad, 
cucumber, jelly; one ponos bisouit. Supper: Beef-tea and 
cream (as at ll). 

VI. If these diets fail to check the glycosuria then drugs 
may be tried. The drugs which I have found most useful 
are: sodium salicylate, aspirin, and salicylate of quinine 
These drugs may be given along with Diet II. or I. or V. 
I have been able to demonstrate clearly 4 the distinct effect 
of sodium salicylate and of aspirin in diminishing the 
glyoosuria in certain cases of the *milder forms of diabetes, 
and also in cases of medium severity. Some patients take 
sodium salicylate better, others aspirin. 

The dose of these drugs has usually to be increased to 
15 gr. (or more) four times a day before definite effects are 
obtained, and a careful watch should be kept for toxic 
symptoms. It is better to use the natural salicylate. In 
certain cases salicylate of quinine, gr. 3 or 4 or more, three 


4 See the wnter’s articles on the Treatment of Glycosuria and 
Diabetes Mellitus with Sodium Salicylate, Brit. Med. Jour., 
March 30th, 1901; with Aspirin, ibid., Dec. 27th, 1902; Treatment 
with both Drugs, Med. Ohron., May, 1906. and Practitioner July, 


or four times a day has appeared to be of distinct service, 
though I have not been able to clearly demonstrate this by 
careful hospital observations as in the case of the two drags 
just named. 

VII. Fast days are sometimes of service. On these days 
the patient fasts, and takes only tea or coffee, beef-tea 
or whisky-and-soda several times and no other food. In 
the less severe cases the glycosuria ceases on these days, 
but it often returns in a day or two. It may, however, not 
return for many days, and occasionally for a considerable 
time it is much less than before the fast days. But so very 
often I have found the results of little permanent value. A 
fast day once a week is useful in some cases, but I much 
prefer the treatment with the two-hourly fluid diets III. and 
IV., described in this article. I also prefer these diets to the 
more prolonged fasting which is being so frequently carried 
out. 

When the patient suffers from insomnia or marked neur¬ 
asthenia bromide of potassium (gr. 30 at night, or 30 early 
in the evening and 30 late at night) is suitable. Overwork, 
mental strain, and worry often increase the glycosuria, and 
should be avoided as much as possible. 

If none of these diets or treatments check the glycosuria, 
then we must be content if we can diminish it by the various 
treatments described. After a time it is well to allow a 
small amount of white bread or milk, or- both, especially if 
the urine should give a persistent reaction with perchloride 
of iron. 

In some cases the most careful treatment fails ; in others 
it is successful for a shorter or longer period and then fails. 
But in some oases it is successful for many years, or even to 
the end of life. 

If we have checked the glycosuria by diet or drugs, then 
Diet II. may be allowed, and later Diet I. Still later more 
white bread is cautiously allowed, and then other starchy 
carbohydrates, if no glycosuria returns. But it is alw*yfe 
advisable permanently to forbid sugar and sweet foods con-, 
taining sugar. The urine should be watched and the diet 
made more rigid if glycosuria returns, and less rigid whea 
the glycosuria ceases. In this way it is possible in some 
cases to keep the glycosuria in check for many years, or- 
occasionally until the patient reaches advanced age and 
dies of some other disease. 

Treatment of Cases with Acidosis. 

When the urine persistently gives a deep claret coloura¬ 
tion with perchloride of iron and other signs of acidosis 
are noted the outlook is unsatisfactory and very cautious 
treatment is desirable. In spite of continued treatment 
such "cases frequently advance to diabetio coma. But 
sometimes by careful treatment this is checked for a long 
time, and by treatment the perchloride of iron reaction may 
disappear and sometimes the sugar also, at least temporarily. 

The perchloride of iron reaction and other signs of 
acidosis may disappear in some cases when carbohydrates 
(3 oz. of white bread daily and three glasses of milk daily) 
are added to the rigid diabetic diet. In many oases after 
aperients the perchloride of iron reaction ceases for a short 
time. Heavy oxide of magnesia, gr. 60 or more at night, is 
a very suitable aperient, or gr. 30 three times a day in a 
little milk half an hour after meals. After calomel, gr. 1, 
three times a day and after treatment by an oatmeal diet 
(oatmeal porridge and milk three times a day) for two or 
three days the perchloride reaction may cease, and also 
after the two-hourly diet with eggs, cream, and milk, 
Diet III., or after the diet with casein and cream. Diet IV. 
After these two Diets III. or IV. I have seen both the 
glycosuria and diacetic acid reaction to cease in some cases, 
but in many cases both diets fail. 

Diets III. and IV. are not suitable in some of the most 
severe cases of diabetes with persistent diacetic acid 
reaction in the urine. In such cases I hesitate to advise 
them, but even in a few of these cases I have obtained 
excellent results temporarily, especially with Diet III., and 
the urine has become free from both sugar and diacetic acid. 
In many of these cases both Diets III. and IV. fail, and they 
are not advisable in many of the very advanced ca es. If 
tried in these cases with persistent acidosis Diet III. is pre¬ 
ferable to Diet IV. and may be given in many of the less 
severe cases. When Diet III. or IV. is tried I often allow 
in addition for the first two days only a small amount of 
oatmeal porridge twice a day. 
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It is carious that when the sugar excretion cannot be 
checked by the casein treatment or by Diet III. in these 
severe forms of diabetes with acidosis, in some cases the 
diaoetio acid disappears from the urine, whilst in others it 
remains much the same. In a few cases the sugar excretion 
is arrested by the casein treatment, but the diacetic acid 
remains in the urine. 

To summarise briefly, we may say that in these oases with 
persistent acidosis the ordinary rigid diabetic diet is not 
suitable. A small amount of carbohydrate (3 oz. of white 
bread daily and three glasses of milk) should be added to the 
Tigid diet, the meat should be restricted; fatty food and 
■green vegetables are very suitable. The bowels should be 
kept quite regular. Citrate of soda 30 gr., increased to 
*60 gr. or more, three or four times a day, and 60 gr. of 
'bicarbonate of soda at night, in soda-water or milk, are of 
service, and larger doses may be given. Alcohol (whisky 
or brandy) is probably of service. 

In coarse of time usually cases of severe diabetes with 
marked and persistent acidosis which cannot be arrested 
gradually advance to diabetic coma. Severe constipation, 
physical overstrain, and mental shock or anxiety are all very 
liable to excite coma in these cases, and hence they should 
be carefully guarded against. If the diacetic acid and other 
signs of acidosis cease then the outlook is, of course, much 
more satisfactory.- Then the treatment and Diets I. to IY. 
already described may be tried strictly, as in cases of diabetes 
without acidosis. 

In this sketch of the line of treatment I have carried out 
in the last few years, I have not referred to many methods 
which have been recently much discussed and recommended. 
Also I have not given many details of treatment. 5 I have 
tried to indicate only, and as briefly as possible, the line of 
treatment which I have carried out myself and found most 
useful. 

The treatment of diabetes is now much more satisfactory 
than it was a few years ago, and if carried out carefully and 
continuously, exoept in cases with persistent acidosis, and 
even occasionally in these cases, the results are often 
excellent. By one of the Diets I., II., III., or IV., or by 
drug treatment, Ac., the glycosuria may often be arrested, at 
least temporarily, and having been once arrested often it can 
be kept in check more or less, or kept small for many years, 
or even in some cases permanently. 


NOTE ON A CASE WITH SEVERE 
GASTRIC CRISES TREATED BY 
AACHEN METHODS. 

By REGINALD HAYES, L.R.O.P., M.R.O.S. Eng. 


In all oases of syphilis of the nervous system it is 
eminently advisable that prolonged inunction should be 
tried. It is best tolerated when given with the sulphur 
water, internally and externally, as at Aachen. If scrupulous 
attention be paid to detail in the administration, no ill effects 
can follow, and it is as a rule well borne. The method in 
every particular has now for some years been carried out in 
this country, where the patient has the added advantage of 
keeping in close touch with his usual medical attendant. 
The following are the notes of a case kindly referred to me 
by Mr. Richard Lake. 

The patient, a middle-aged man, complained that for some 
weeks he had suffered, after the slightest exertion, from burn¬ 
ing pains in the shins. The condition was getting worse, and 
he requested me to give him a course of Aachen treatment, as 
similar tronble in the past had disappeared after, a visit to 
that spa. Having only recently become aware even that any 
attempt was being made to reproduce the Aachen routine in 
this country, he was sceptical as to the feasibility of carrying 
out the exact technique, but was willing to give the time 
necessary for a thorough trial. He was well nourished. 
Refused a Wassermann test. Urine normal. Knee, ankle, 
and wrist reflexes absent. Pupils presented Argyll Robertson 
phenomenon. Motor: Walked cautiously—slight Rom- 
bergism, otherwise normal. Sensory: Areas of anaesthesia 
existed over trunk and limbs. There was some deficiency in 
motor power of bladder and rectum. 

9 In mv article on Diabetes in the “ BnuvcIopaMia Medlca,” 1 have 
given details respecting diet, drugs, mode of life, 4c. 


History .—About 20 years ago he acquired syphilis; rash 
marked; glands in groin small. Treatment: Hutchinson’s 
pills for six months, when he was prononnoed cored and 
resumed his normal life. He had no further symptoms 
until the end of 1902 when he found difficulty in singing, onoked 
without any obvious cause, and was troubled with giddiness. 
In 1903 he tried a holiday for some months, baton his return 
felt no better, was very depressed, and became unsteady on 
his legs from time to time, even falling down. He consulted 
Dr. Risien Russell, who diagnosed tabes and ordered rest in 
bed and general massage, and inunction of mercury in axilla 
and groins daily for a few weeks. This, in addition to KI 
internally, was persevered with for six weeks. The patient 
felt better, and went away to the country for three months. 
In May, 1904, he had a series of bad gastric crises, during 
which he nearly died. Morphia and ether injections aBd 
feeding per rectum became necessary. After this he was 
confined a great deal to bed, and in the intervals could only 
be said to “ crawl about." He was then advised to try 
inunction at Aaohen. Going therein January, 1905, he was 
placed under the care of a physician there, who confirmed 
the diagnosis of tabes, and on his advice the patient was 
submitted to 76 rubbings. Shortly afterwards he had another 
bad attack of gastric crises and heart failure. Again he 
nearly died, requiring morphia and ether injections and 
rectal feeding. He improved, but after 32 more rubbings had 
a farther alarming crisis. In July, still another onsis 
occurred, necessitating rectal feeding, Ac., as before. Sub¬ 
sequently he had at Aachen, in October to November, 50 
rubbings: 1906, 2 visits, 60 and 50 rubbings; 1907, 1 visit, 
40 rubbings; 1908, 2 visits, 40 rubbings each time; 1909, 1 
visit, 40 rubbings; 1910 to 1914 inclusive, an annual visit, 40 
rubbings on each ocoaaion. In 1915, no treatment; a Wasser¬ 
mann test done in the winter was negative. 

Recently, when he consulted me, the complaint waa 
that he felt he was going back, as shown by burning 
feelings in the shins after quite a short walk, and a 
tendency to giddiness after sitting down. I advised 40 
rubbings with full Aachen technique. These were carried 
out at his own house—a plan of great advantage in oases of 
this type. As his wife had accompanied him during his 
many visits to Germany there was no necessity for explana¬ 
tion or excuse. A few weeks afterwards his discomfort had 
gone and he had attained bis usual level of health. He 
expressed surprise that the technique with which he had 
become so familiar at Aachen could be reproduced in its 
entirety in London. 

This patient paid 13 visits to Aachen and underwent 698 
rubbings. It was not until 108 inunctions had been given 
that definite improvement was noted and the crises ceased. 
He was never salivated, nor did he Buffer from gingivitis. 
His weight is now normal for his height, and has increased 
3 st. since beginning treatment. His capaoity for work and 
play is now considerable. 

Corn wall-gardens, S.W. 


JRefcical Saottits. 

ROYAL SOCIETY OF MEDICINE. 


SECTION OF ELEOTRO-THERAPEUTIOS. 

New Method of Bullet Extraction.—Heliotherapy and X Rays 
in the Treatment of Surgical Tuberculosis. 

A meeting of this section was held on April 20th, Dr. G. 
Harrison Orton, the President, being in the chair. 

Dr. A. E. Barclay (Manchester) communicated through 
Dr R. Knox a further note on the New Method of Ballet 
Extraction, of which he gave a recent description—namely, 
by a specially designed, electrically connected pair of 
forceps to which a fluorescent screen was attached. Dr. 
Barclay said it was difficult, in the stress of war 
work, to assess the facts, but the instrument, when 
perfected, performed the extractions well and with but 
slight damage to the tissues. ' But there were limita¬ 
tions: (1) It could only be used in the direct line of 
the X rays; (2) it required experience and knowledge of 
X ray shadows to perform extractions safely and quickly; 
(3) the dangers due to prolonged exposures to X rays were 
not appreciated by many Arm? X ray workers who had not 
had experience of X ray therapeutics, hence such an instru¬ 
ment was not a safe one in their hands. Dr. Barclay’s own 
experience with the apparatus had been successful. He did 
not advocate the use of the apparatus generally in large 
military hospitals until the times were less strenuous and a 
proper study could be given to it. 
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Mr. H J. Gauvain read a communication entitled 14 Helio¬ 
therapy and X rays in the Treatment of Surgical Tuberculosis. ” 
He first outlined the modern conception of surgical tuber-, 
culosis. The disease was a generalised one with local 
manifestations requiring very varied methods of treatment. 
The question of the 44 soil ” of the patient was of great im¬ 
portance, and every endeavour should be made to improve the 
resistance of the patient, so that his natural defences should 
be strengthened and fortified, in order to put him in the 
best position to overcome the disease. Sunlight, he said, 
acted in two ways: (1) directly on local lesions; and 
(2) indirectly by inducing favourable constitutional effects 
and benefiting deep lesions. Direct action was bene¬ 
ficial (1) by the bactericidal effect of ultra-violet 
light on superficial lesions; and (2) by the inflammatory 
response which exposure provoked. This inflammatory 
response must be controlled, as, if unchecked, harmful and 
neorotic effects would be produced. Evidence was cited to 
show that the ultra-violet light waves most nearly resembling 
those found in the solar Bpectrum were of the greatest 
value. Shorter waves might be injurious; in any case 
their beneficial aotion was not clearly ascertained and the 
danger of utilising artificial sources of light producing these 
short-waved rays was indicated. Until more was known of 
their action they should be filtered off by suitable methods 
of screening. All the beneficial effects were then obtained 
without exposing the patient to danger. Exposure should 
always be carefully graduated. The direct action of ultra¬ 
violet radiation was limited to superficial lesions owing to 
the very small penetrating powers these rays possessed. Their 
penetration might be increased by rendering the skin anaemic, 
but even under the most favourable circumstances their pene¬ 
trating power was not great. The greatest value of heliotherapy 
was associated with its remile effects, and light treatment for 
this purpose had not attracted the attention desirable. The 
remote effects, Mr. Gauvain said, appeared to depend upon 
the ability of the skin of the exposed patient to pigment 
adequately. This pigmentation was produced by ultra¬ 
violet radiation, but was also dependent upon some factor 
inherent in the patient and varying widely In degree. Equal 
exposure in different patients would induce very varying 
degrees of pigmentation and some patients would not pig¬ 
ment at all. In these the direct effects of light therapy 
were produced as easily as in pigmenting patients, but the 
remote effects were unobtainable. Handy and red-haired 
patients attacked by tuberculous disease often bad little 
pigmenting power. Their skins would freckle, but would 
often not pigment except with great difficulty. Freckling 
was undesirable, as its formation was not associated with any 
improvement. He had noted that failure to produce pigmen¬ 
tation was often associated with latent tuberculosis, even 
though there were no clinical signs of active tuberculous 
disease. Subsequent development and successful treatment 
of a hitherto unsuspected lesion were frequently associated 
with acquirement of pigmenting power. whi<-h synchronised 
with rapid improvement, both general and local. This 
observation was, therefore, of great prognostic value and 
corresponded to a somewhat remarkable extent with obser¬ 
vations made on the prognostic significance of the von 
Pirquet reaction. Mr. Gauvain submitted a theory that the 
action of sunlight on man was’to some extent on parallel 
lines with its action on plant life. In green plants, the 
actinic rays stimulated growth, but it was the illuminat¬ 
ing rays which, vi& the transforming medium of the 
chlorophyll pigment, effected assimilation. In man, while 
the ultra-violet rays induced pigment formation, it was 
probable that the remote benefits produced by sun 
treatment might be largely ascribed to the illuminating 
rays acting through the medium of the pigment. There 
was much clinical evidence to support this, and he had 
designed experiments which, it was hoped, would turthur 
elucidate this important question. It was well known 
that the long-waved rays had very great penetrative power, 
but in the absence of pigmentation they appeared to have 
little influence on surgical tuberculosis. The physiological 
properties of these rays demanded caieful investigation. 
Pigmentation bad an important protective r61e. Once estab¬ 
lished prolonged exposure could be tolerated. Pigmented 
patients suffered little from excessive heat or cold. The effects 
of light treatment on pigmented patients were discussed. 
The author considered that insolation should be regarded as 
an adiuvant method of treatment which accelerated and 


consolidated the cure. It increased the patient's power 
of resistance. It had a very marked tonic and pyscho- 
logical effect. It speeded up metabolic activity. Oxygena¬ 
tion was increase i but the respiration rate diminished, 
though the amplitude of individual respirations was greater. 
There was increased elimination which was of value in the 
discharge of toxic products. The effect on the blood stream 
was profound and increased formation of red cells, increasing 
haemoglobin and leucocytosis bad all been noted. On even 
the deepest lesions marked improvement had been recorded. 
Sinuses frequently dried up where other methods of healing 
failed. Sequestra were often painlessly extruded. The 
resulting cicatrices were often almost invisible and keloidal 
scars almost unknown. Fibrous tissue generally when not 
needed was absorbed, and this property was of a special 
value in restoring mobility to healed joint lesions loDg fixed 
by fibrous ankylo>is. Viewed as a whole, patients did much 
better in the summer when exposed to sun treatment 
than in the winter. In the after-care of patients occa¬ 
sional courses of insolation should be prescribed. Helio¬ 
therapy was undoubtedly of great benefit in consoli¬ 
dating a cure and reducing the danger of a relapse. 
Heliotherapy in surgical tuberculosis was, in the speaker's 
opinion, contra-indicated: (a) for the remote effects in 
patients who have no pigmentirg power; ( b ) in amyloid 
disease ; (a) in certain acutely septic cases until improve¬ 
ment. by other means has been first effected. The indications 
for X ray treatment in surgical tuberculosis were next con¬ 
sidered. The importance of careful technique and selection 
of suitable cases was emphasised. Iselin's table of tolerance 
was always observed. The author summarised his observa¬ 
tions as follows : (1) X ray treatment was of great help in 
certain local conditions, and synchronous with tbe*r ameliora¬ 
tion general improvement is often maintained ; (2) its value 
and applicability varied in different regions of the body ; 
(3) it was useful in certain cases of sinus formation and 
in the treatment of many tuberculous ulcers, leaving supple, 
non-keloidal scars; (4) it was especially valuable in certain 
cases of tuberculous adenitis, but the greatest benefit might 
usually be only anticipated if associated with other methods 
of treatment, and it was particularly useful where there was 
much periglandular infiltration ar d here formed a useful 
treatment preliminary to extirpation or aspiration, aspiration 
together with the use of modifying fluids to be preferred to 
extirparion, when possible; (5) it was most safely applied in 
tuberculosis occurring in the neck, elbow-joint, and knee- 
joint; (6) it was apparently helpful in certain cases 
of caseous abscess formation ; (7) it was both unnecessary 
and undesirable in the treatment of abscesses which can be 
easily aspirated, and should not be used with abscesses 
which leak from an aspiration puncture which has resulted 
from faulty technique; (8) it was dangerous in abdominal 
tuberculosis and apparently of little value in costal tubercu¬ 
losis ; (9) possible untoward effects as the result of careless 
technique or too frequent exposure should always be borne in 
mind and guarded against; and (10) while of great assist¬ 
ance in the treatment of specific lesions, other aids to treat¬ 
ment were often required and should be associated. The 
paper was illustrated by numerous lantern slides and auto¬ 
chromes, one of the latter demonstrating the extrusion of 
sequestra during insolation. 

A discussion followed. 


British Science Guild.—T he eleventh annual 
meeting will be held at the Mansion House on Monday next, 
April 30tb, at 4 p.m., when Lord Sydenham will give an 
address on National Reconstruction. 

Tavistock (Devon) Urban Council and “Medical 
Etiquette.”— At the last meeting of the Tavistock Urban 
Council a letter was read from the Local Government Board 
in reference to the free distribution of disinfectants. The 
medical officer of health said he was afraid that no disinfec¬ 
tants would be forthcoming for the poor residents of Tavistook, 
because the medical officer of health was required to have a 
note from the medioal attendant stating that a disinfectant 
was required, and the medical men in the town 14 did not, 
and would not, give these notes"; he added that be doubted 
whether any other urban district demanded these notes. A 
member remarked that it was some “ imaginary question of 
medical etiquette," and he proposed that the council inform 
the medioal practitioners of Tavistock that these notes 
should be adopted, and this course of Motion was decided 
upon. 
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Military Surgery. By Dunlap Pbarce Penhallow, S.B., 
M.D. Harvard, Chief Surgeon, American Women’s War 
Hospital, Paignton, England ; Captain, Medical Corps, 
Massachusetts National Guard ; See. With an Intro¬ 
duction by Sir Alfred Keogh, K.C.B., Director-General, 
Army Medical Service. With original drawings by the 
Author. London: Henry Frowde and Hodder and 
Stoughton. 1916. Pp. 432. Price 15*. net. 

The advent of the war has introduced many a surgeon, 
hitherto accustomed only to the injuries encountered in civil 
practice, to conditions almost unknown to him, not only in 
degree but in kind. The variety and severity of the lesions 
produced in the present conflict have never been equalled in 
previous wars. Fresh problems have presented themselves, 
at the solution of^which hundreds of surgeons are working, 
many of them under difficulties inherent to war conditions, 
and there is little surprising in the fact that they have not 
<all come to the same conclusions. Unanimity under such 
Conditions would not be a sign of healthy progress. 

We therefore owe a debt to those surgeons who, possessing 
a wide experience of the surgery of war, give the results of 
their labours to the world. Dr. Penhallow’s position as chief 
surgeon to the American Women’s Hospital in this country 
has given him ample opportunities of forming considered 
opinions, and in the volume before us he has recorded his 
conclusions regarding the best methods of treating wounds 
met with in the present war. 

The work is fully illustrated with drawings, photographs, 
and skiagrams, and the descriptions of treatment are 
sufficiently detailed to enable those with but little experi¬ 
ence to follow them. The varieties of projectiles are 
described; the infection of wounds is discussed in one 
chapter, gunshot wounds of soft parts are dealt with, and 
in other chapters the treatment of wounds of special 
structures, such as bones, joints, nerves, and blood-vessels ; 
such conditions as shell shock, gas poisoning, and trench 
foot also are considered. 

The importance of his views is much increased by the 
impression which the reader gains from Dr. Penhallow’s 
book of an extensive acquaintance with the writings of 
others in this domain of surgery, and of familiarity with the 
literature of the surgery of the wars of the past. And this 
is well since on nearly every page matters arise in which 
there is room for discussion, and it will hardly be until 
the war is over, if then, that surgeons will be in a position to 
state with certainty what is the best practice to follow. No 
surgeon at present sees the whole of the treatment of any 
long case ; he may see it at an emergency clearing station 
or at a base hospital, or it may come under his care at a hos¬ 
pital in this country, but he will not see it from start to 
finish unlessits course is brief indeed. Time alone will give 
a clearer vision of wh$t is the best treatment in prolonged 
and difficult cases. 

Dr. Penhallow’s book may be regarded as a serious contri¬ 
bution to this clearer vision, and it will prove of special 
value to the less experienced military surgeon, who will find 
it a trustworthy guide in carrying out his duties. 


Stati Ansiosi nelle Malattie Mentali. By Dr. Gaspare 
Bergonzoli, Superintendent of the Provincial Asylum 
at Pavia. Voghera: Via Cavour 12. Pp. 186.—In 
every epoch and from very remote times the symptom- 
group of anxiety and grief has been noticed in various 
organic and psychical maladies, particularly in those where, 
by its frequency and importance, it presents itself in a 
striking fashion. The author, therefore, in this monograph 
draws attention to those forms of psychosis where anxiety 
occupies the principal part in the clinical picture of the 
disease so as to constitute a special variety, or other forms in 
which it constitutes an important symptom, yet without 
changing materially the physiognomy of the psychosis. 
After a brief historical review, the author describes a 
typical condition of “pantophobia” accompanied by 
symptoms of organic disturbance, of sensation, the circu¬ 
latory and respiratory systems, Ac., and then sketches 
phenomena of anxiety in organic diseases and psychoneurosis. 
The bulk of the work, however, consists in a careful and 


elaborate description of “ anxiety psychosis” in its various 
aspects and conditions of depression and obsession, followed 
by a chapter in which nine cases are portrayed with full 
clinical details. The etiology and pathology of the condition 
are then discussed, and a separate chapter is devoted to 
its diagnosis, prognosis, and treatment, the author having 
obtained the best results from the administration of opium. 
In an extensive bibliography of 356 items we only notice 
the names of Arnold, G. Beard, Crichton, Robertson, S. T. 
Rucker, and Arthur Townsend among British and American 
observers, but the monograph is very complete and may be 
considered to be the last word on anxiety neurosis at the 
hands of our distinguished Italian colleague. 

Text-book of Meat Hygiene. By Richard Edblmann, 
Ph.D. Third revised edition and authorised translation 
revised for America by John R. Mohlbr, A.M., V.M.D.; 
and Adolph Eiohhorn, D.V.S. With 161 illustrations 
and five coloured plates. London : J. and A. Churchill. 
1916. Pp. 452. Price 21*. net.—This third English edition 
of a well-known work has been revised in several important 
directions. Previously abundant references to German con¬ 
ditions, especially on the subject of the disposition of 
diseased animals, have now been replaced by exclusive 
reference to the rules and regulations governing the meat 
inspection of the United States Bureau of Animal Industry. 
Further, since the publication of the second edition, 
reviewed in our columns of March 29th, 1913, alterations 
have been made in the regulations made by the United 
States, and the new regime forms an important portion of 
the subject-matter of this edition. The new orders refer 
chiefly to the disposition of carcasses and to the recent 
measures of control adopted over the importation of meat. 
The advanced attitude of a country like the United States 
in the important matter of n&at hygiene is well worth 
studying, and apart from the practical chapters, which are 
of direct interest to the meat inspector, this book may safely 
be taken to represent modern views upon the whole subject. 

Elementary Qualitative Analysis. By Benton Dales, 
Ph.D., and Oscar Leonard Barnebby, Ph.D. New York : 
John Wiley and Sons, Inc. ; London : Chapman and Hall, 
Ltd. 1916. Pp. 205. Price 5*. 6d. net.—Laboratory guides 
in qualitative analysis are fairly numerous, and it is 
only occasionally that an author is found to introduce 
any novel features. This work presents, however, a 
few important departures which may justify its appearance. 
The introductory chapters on the principles underlying 
qualitative analysis give a clear account of chemical changes, 
precipitation, the evolution of gases, and the like inter¬ 
preted in the light of modern knowledge. Dissociation into 
ions, reversible reactions, and the laws of equilibrium are 
discussed in a clear manner. Coming to the group system, 
a new scheme is given for the detection of acids which 
facilitates this process, and the authors prefer to discover the 
acids first, as then, rightly enough, “ the procedure for the 
bases can usually be abbreviated.” The book reveals an 
experience of qualitative testing, coupled with a systematic 
presentation of facts, which should help to put the student In 
right paths. 

Text-book cf Elementary Chemistry . By F. Moll wo 
Perkin, Ph.D., F.I.C., F.C.S. ; and Eleanor M. Jaggbrs. 
London : Constable and Co., Limited. 1916. Pp. 384. 
Price 3*. 6 d. net.—Chemistry in its applications to some of 
life’s affairs is illustrated in simple terms in this book. 
Only familiar things such as the air, water, chalk, sulphur, 
and certain metals are dealt with, but at the end of the 
story there appears a chapter on technical processes, illus¬ 
trating the chemical principles underlying the manufacture 
of well-known commercial products, as the aniline dyes, 
soap, glycerine, oils, and so forth. It is doubtful whether 
the section on vegetable oils and animal fats will be 
clearly understood by the general reader when he haa 
to face such terms as “monobasic” “glycerides” and 
“hydroxyls.” There is a curious slip on p. 166, where the 
authors state that * 1 water is temporarily hard when boiling 
will not alter its hardness.” On p. 1.58 the student is 
asked to blow gently into a flask in which the loss of carbonic 
acid gas, by evolution from a carbonate, is being determined; 
it would clearly be more accurate to withdraw the residual 
carbonic acid gas by sucking it out, since the breath would 
deposit moisture, and so to an extent disturb the calculation. 
The educational aim of the book is praiseworthy. 
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The Calling Up of Medical Men of 
Military Age. 

Thb attacks made by German submarines upon 
our hospital ships have determined the Government 
to take a step which as a matter of course must 
have been present to their minds for some time. 
It has been decided to call up - every medical 
man of military age, and every practitioner in 
this category will become available for the Army 
by May 6th. The fact that the Germans had 
attacked relentlessly our hospital ships during the 
past fortnight was announced by Mr. Bonar Law 
in the House of Commons last week; before the 
official statement, tragedies of the kind to which he 
alluded had received public announcement, and in 
the interval others have occurred with a sad 
loss of medical personnel. The torpedoing of 
the hospital ships made clear the necessity of 
'establishing a large number of new hospitals over¬ 
seas, so that the provision abroad of the suitable 
hospital personnel should enable the number of 
wounded returned home to be sensibly decreased. 
Accordingly, Lord Derby has issued a letter from 
the War Office to the medical practitioners of 
the country explaining the situation clearly, and 
indicating that the extensive withdrawal from 
their practices in the country of medical men of 
military age must be answered by all who remain 
with offers to act in a general scheme of substitu¬ 
tion, whereby the gaps in the home medical service 
may be filled as completely as is feasible. 

The decision of the Government to call up medical 
men of military age will not come as any surprise 
to our readers, who have been kept aware of the 
direction which events were taking. It has for 
some time been obvious that the demands of the 
War Office, which must be taken to be identical 
with those of the Army, for more medical officers 
could only with difficulty be met under any 
voluntary system. Under that system the country 
has received, and is receiving, the devoted assist¬ 
ance of thousands of medical men who have 
neither given heed to their financial present or 
their professional future, nor to the personal 
dangers of the medical soldier, as revealed in the 
ever-growing lists of our dead and wounded 
colleagues. The Central Medical War Committee, 
the Scottish Medical Service Emergency Committee, 
and the Committee of Reference of the English Royal 
Colleges have all worked unceasingly to supply the 
War Office with medical officers, while watching 
over the interests of the civilian community at 
home, on whose maintained good health so much 
of our efficient conduct of the war necessarily 
depends. A large number of Local Medical War 
Committees have 1 cooperated with the central 
bodies in recommending which of the practi¬ 
tioners in their localities should be taken and | 
which should be left, and their opinions, often 


given in difficult and delicate situations, have, 
on occasion, been carefully revised by the central 
bodies, no pains being spared to balance the 
pros and cons and elicit the deciding factor in 
every instance. The deliberations of the Central 
Medical War Committee have been strengthened 
throughout by intimate relations with the Local 
Government Board and the National Insurance 
Commission so that individual exemptions of 
medical men by the statutory tribunal have been 
considered both on their own merits and in respect 
of any public claims. The result of all this hard 
and careful work, carried on from day to day over 
a period of 20 months, had begun to suggest that 
the voluntary reply of the medical profession had 
been given in entirety, and that further demands 
upon the practitioners of the country to take 
commissions would have to be based upon a 
scheme of general calling up of all those of military 
age, combined, it might well be, with modifica¬ 
tions in the employment of medical officers whereby 
economy of material would be ensured. Just 
when affairs had reached this position came the 
unspeakable onslaughts by the German submarines 
upon the Red Cross ships, and the decision of the 
War Cabinet to call up at once under the Military 
Service Acts all medical men of military age 
followed immediately. Lord Derby’s circular letter, 
which we print elsewhere, conveys the information 
to the medical profession in complimentary terms. 

The onus of responsibility is now removed from 
all medical men of military age; they are called up, 
however, as a class and not as indistinctive citizens, 
and recent events have confirmed their central pro¬ 
fessional war committees in the resolve only to 
continue selecting doctors fer military service if 
Hhey are allowed to retain the decision how many 
and which individuals can be spared from civil 
work. To medical men above military age volun¬ 
tary discretion remains, but in Lord Derby’s letter 
the hope is expressed “that every doctor over 
military age will immediately offer his services to 
the Local Medical War Committee of his area as 
willing to undertake any substitution work within 
his capacity which would help to release any man 
of military age who cannot otherwise be spared.’’ 
Acceptance of this invitation will be easy for some 
men and extremely difficult for others, the con¬ 
siderations ranging themselves under such headings 
as age, health, locality, and equipment, and requir¬ 
ing no further analysis to make their force apparent 
•to medical readers. We trust earnestly, and we 
believe, that those whom the call to substituted 
service finds in positions where response has leBS 
difficulty, will cooperate quickly with the Local 
Medical War Committees as to the effective utilisa¬ 
tion of their services. It is said, of all voluntary 
systems that the willing men are those who make 
the greatest sacrifices, and with this our profession, 
which has borne so much during the war, must not 
be reproached. There is need for promptitude in 
the giving in of names at the local centres, for the 
organisation of the measures possible for maintain¬ 
ing essential medical services, while meeting the 
demands of the Army, cannot be of a simple nature. 
Every hour will probably be of value. 
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The Surgery of the Abdomen: 
The Lessons of War. 

In civil practice the surgery of the abdomen is of 
recent growth. It is well to remind ourselves of 
the time, not many decades ago, and therefore still 
within the memory of a large proportion of medical 
men in this country, when even the most expe¬ 
rienced surgeon hesitated to open the abdominal 
oavity. Reference to text-books of surgery of 30 
years ago will show that the surgeon then felt 
justified in washing and replacing a piece of bowel 
or other viscus protruding through an abdominal 
wound, or in tying the pedicle of a prolapsed 
spleen, but he did not venture to open the 
' abdomen to examine the injury caused by accident 
or bullet. A generation has changed all that. 
The well-founded respect of the surgeon for the 
peritoneum has given place to the conviction that 
however great the risk he runs of setting up a 
septic peritonitis in opening the abdominal cavity, 
the risk is as nothing compared with the danger 
of leaving untouched a perforated viscus. The 
danger of infection from without is, under these 
circumstances, quite overshadowed by the danger 
of defilement from within, and the only course 
open to him is to explore the abdominal cavity 
and to close the wound in the viscus in order 
to limit the spread of the peritonitis which 
may already have started. If this is true in civil 
practice it applies doubly to wounds in war, where 
the abdominal injuries are far more numerous 
and usually more severe. The Lettsomian lectures 
on War Surgery of the Abdomen delivered by 
Colonel Cuthbebt .Wallace, consulting surgeon 
to the Army Medical Service, the concluding 
lecture of which appears in our present issue, and 
the analysis of abdominal surgery at a clearing 
station by Captain Gerald S. Hughes, R.A.M.C., 
and Captain W. A. Rees, R.A.M.C., record experience 
in dealing with the peritoneum resulting from many 
months’ work in France. The value of these papers 
to the surgeon rests on the fact that the opinions 
expressed are based on large experience and 
reasoned analysis of results. 

Under war conditions the precise nature of the 
fighting materially affects the methods of surgical 
treatment. Success in the treatment of abdominal 
wounds depends principally on the ability to 
operate before much time has elapsed after inflic¬ 
tion of the injury. This condition is only granted 
when the hospital is within a short distance of the 
fighting line. Such proximity has been possible 
during the fighting in France ever since the rapid 
retreat and the advance of the first two months 
were succeeded by a fighting front remaining 
practically fixed, with the result that casualty 
clearing stations become as well suited for 
abdominal operations as any base hospital. Rushes 
of work there have been from time to time, and these 
are now occurring in several places on our front, but 
the pressure has in general not been such as to 
prevent the surgeon at the clearing station from 
performing abdominal section in all desirable cases. 
When advance becomes more rapid conditions will 


change: clearing stations will not be so close to the 
firing line, a longer time will elapse before the 
patients reach the hospital, while the pressure of 
work will diminish the time which can be devoted 
to each case. We may be sure that the utmost will be 
done to remedy these drawbacks; but clearly the 
statistics of a casualty clearing station in a fixed 
position and not overworked must compare favour¬ 
ably with another which is always on thq move and 
almost overwhelmed with the number of urgent 
cases. The results obtained at the base hospital 
will vary, but in a different way: the base hospital 
receives those cases which have survived the 
shock of the injury and after elimination of all 
the more severe cases, for these will be already 
dead. 

A perusal of the papers referred to leads to 
certain provisional conclusions. In the first place, 
it is clear that all abdominal cases, unless obviously 
moribund, should receive operative treatment, and 
this at the earliest possible moment after injury, 
provided that extreme shock is not present. 
Performance of abdominal section during severe 
shock can only serve to impair the little chance of 
life remaining to a wounded man. Within half an 
hour warmth usually removes much of the shock 
in all but the most severe cases, and the abdominal 
section can then be undertaken. Secondly, the 
operation itself must be performed with the utmost 
despatch, and the abdominal contents not brought 
out of the wound more than absolutely necessary. 
Large incisions are therefore indicated. The less 
the bowel is manipulated the better, but examina¬ 
tion for perforations must be thorough, omitting no 
part of the abdominal contents where a wound 
is likely to be present. The recorded experience 
shows further that abdominal sections can be done 
when many of the arrangements provided in a 
civilian hospital are absent. It will, we think, still 
be possible, therefore, in the future, when the 
casualty clearing station is constantly on the move, 
for the abdomen to be opened whenever there is a 
clear hope of saving life by rapid operation. In 
this connexion the use of motor ambulances has 
helped by shortening greatly the time intervening 
between the infliction of the wound and the arrival 
of the patient in hospital. We have good reason to 
be proud of the abdominal surgery done in the 
casualty clearing stations, and feel assured that the 
work will be equally well done under the altering 
conditions. 


The Medical Research Committee understand 
that, owing to unavoidable delay at the printing offices, copies 
of the report upon soldiers returned as cases of Dis¬ 
ordered Action of the Heart” (D.A.H.) or “ Valvular Disease 
of the Heart” (V.D.H.) have not been readily obtainable 
from H.M. Stationery Office. Copies are now, however, 
obtainable through any bookseller from H.M. Stationery 
Office, Kingsway, W.C. 2, at the price of 1*. 

The Admission of Deaf Candidates to the 
C.M.B. Examination.— At a recent meeting of the Oent»i 
Midwives Board a letter was considered from the lady 
superintendent of the Plaistow Maternity Chanty inquiring 
whether a woman who was quite deaf, but was capable of 
understanding conversation by means of lip-reading, was 
eligible for admission to the Board’s examination. The 
Board directed that the lady superintendent of the Plaistow 
Maternity Charity be informed that the woman about whom 
she inquired oould not be admitted to the examination. 
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THE NATIONAL FOOD-8UPPLY. 

According to the report of the Food Committee 
of the Royal Society, the consumption of bread in 
pre-war times by the population of the United 
Kingdom was 5i lb. per head per week. The 
Devonport allowance of 4 lb. represents a reduction 
of nearly 25 per cent, upon our previous habit. 
The reduction of 1-1J lb. of bread per head per 
week asked for by Lord Devonport should make no 
excessive demand upon the national self control. 
We must, however, remember that physiology 
teaches that a further reduction in the national 
bread consumption will be dangerous, and the 
Government must strain every nerve to ensure 
that the bread-supply, including all cereals , 
is kept up to three-fourths of its pre-war value. 
The voluntary ration of bread and meat officially 
recommended to the nation by the Ministry of Food 
Control has now Btood the test of ten weeks’ trial, 
and the possibilities of the Devonport figures are 
generally recognised. If these figures—4 lb. bread 
and 2± lb. of meat per head per week—are taken to 
represent distribution figures for the whole mixed 
population of men, women, and children, workers 
and non-workers counting alike as heads of the 
population, no apprehension need be feltasto keeping 
up the man-power of the nation, but to limit the 
worker to the 4 lb. bread ration must imperil his 
value. The German experience proves that some 
time may elapse before this happens, but the risk 
is one that should be avoided. Bread, by which all 
cereals as food is implied, is the worker’s food 
which nothing can replace. The economy of bread 
is necessary by worker and non-worker alike in so 
far as our customary waste of bread must cease. 
It is imperative on all the sedentary classes in 
this country to get as far below the bread ration of 
the Ministry of Food Control as possible, for in this 
way the expiration of time at which the worker can 
return to the full bread ration will be assisted. The 
consumption of other cereals than wheat by those 
who can dispense with them is no true national 
economy. It should be, and probably is, the intention 
of the Government to make some statement on this 
vitally important matter to the public as soon as 
an accurate forecast can be arrived at as to 
the amount of cereals we have in hand. The 
country would also like to learn the views of 
the Royal Society, expressed through their Food 
Committee, for an authoritative statement would 
be very useful. Lord Devonport’8 statement in the 
House of Lord 8 on Wednesday is satisfactory as 
indicating that the term of privation which should 
not* begin will not last until the period of danger 
for our manhood efficiency. 


KORSAKOW’S SYNDROME. 

In another column we publish a communication 
by Dr. Hildred Carlill, attached as neurologist to 
the Royal Naval Hospital at Haslar, on a case of 
Korsakow’s psychosis in association with malaria, 
which draws attention to a curious and not yet 
fully understood condition. Mental symptoms 
associated with peripheral neuritis were often 
recorded by clinical investigators, notably by Dr. 
Allen Starr, of New York, before Korsakow, in 1887, 
described a syndrome subsequently called >y his 


name on the suggestion of the late Professor Jolly, 
of Berlin. Korsakow’s own title for it was 
“cerebropathia psychica toxaemica”—a cumbersome 
and not very informative term. It indicated, how¬ 
ever, the toxic nature of the condition, which, as 
first described, was supposed to be characteristic 
of disturbance of the central nervous system of 
alcoholic origin, linked, in fact, to an actual 
and obvious peripheral neuritis. Hence it has 
been regarded by some as the expression, clinically, 
of a “central neuritis,” and this, pathologically 
speaking, is probably not incorrect. Many cases 
have since been reported of Korsakow’s syndrome 
apart from alcohol, and, indeed, apart from any 
evidence of polyneuritis. Oppenheim in one 
case could find no other cause for the symptoms 
than a continued use of pyramidon. Further, in 
not a few cases of alcoholism the mental picture 
is not comparable in any way to that of 
Korsakow’s “polyneuritic psychosis.” Dr. Carlill 
mentions its occurrence in typhoid fever, diabetes, 
arsenical poisoning, and malaria; almost any toxic 
or toxi-infective state may be supposed, in the 
presence of certain at present unknown factors, 
to bring it on. As the type of psychosis is, as a 
rule, peculiarly definite and clear-cut, its appear¬ 
ance in the course of widely differing toxaemias is 
one of the most interesting features of the con¬ 
dition. The megalomania of dementia paralytica 
is not more precise than the amnesia, paramnesia, 
and confabulation of Korsakow’s symptom-complex. 
In the foreground of the clinical picture is the 
patient’s Unmerkf&higkeit—his incapacity for retain¬ 
ing recent impressions. His retention of memories 
of recent events is incredibly fleeting : in a minute 
or less, sometimes, they have vanished. Arising in 
a sense from this, and no less characteristic, is the 
patient’8 confabulation or romancing, and he is 
often curiously euphoric or good-humoured in 
relating his fanciful tales. Hence, also, his 
illusions of memory and illusions of recog¬ 
nition—so-called paramnesia. He will believe 
that he has been out for a walk when he 
has never left his bed, and will proceed to 
describe with charming verisimilitude whom he 
met and what he saw during his constitutional. 
It is obvious, further, that another feature of his 
mental state is suggestibility; not only does he 
invent himself, but he believes the most improbable 
stories foisted on him by the observer. His judg¬ 
ment is badly at fault and his critical faculty in 
abeyance. Disorientation and confusion of recent 
and remote events, and absurd attempts to fill 
memory gaps and hiatuses, are well illustrated in 
the case recorded by Dr. Carlill. It has already 
been observed that polyneuritis is a frequent 
but not an integral part of the syndrome. 
Persistently absent Achillis-jerks may well repre¬ 
sent an old neuritis; were they the expres¬ 
sion of a recent neuritis probably other sym¬ 
ptoms would be present with them, but these 
Dr. Carlill on repeated examination has failed 
to discover. Hence, the case is of interest also in 
suggesting either that the mental state has out¬ 
lasted the neuritis or that it has occurred 
separately. When the clinician is faced with a 
well-defined and circumscribed mental syndrome 
in the course of an essentially diffuse and un¬ 
systematised disease such as a general toxsemia he 
is justified in asking whether he is dealing with a 
specific action of the toxin on a certain part or 
parts of the cerebral cortex. The underlying patho¬ 
logical basis of general paralysis is a diffuse and 
irregularly massed meningo-encephalitis, yet the 
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expansive ideas of the general paralytic are aui 
generis . Similarly paramnesia and confabulation 
form a symptom-complex of sufficient definiteness 
to be readily recognisable, and they occur typically 
in the course of alcoholic invasion of the nervous 
system, diffused throughout as we know that 
invasion must be. It can be no mere guess to 
suppose affinities between certain toxins and 
certain cerebral layers or groups of cells differing in 
physical properties; at the least we are compelled 
to imagine specific interactions between toxins 
and the chemical activities underlying the 
function of neuronic systems. We may adopt 
Pick’s view and regard the cortex as a mosaic 
anatomically and physiologically, and patiently 
dissect from mental symptomatology such separ¬ 
able groups of symptoms as, occurring in the 
same form and under analogous pathological 
influences, may lead us to assume that certain 
neurons are more vulnerable than others, and 
that their impairment expresses itself clinically 
always in the same fashion. Disorder—perhaps 
associational—of these neurons gives a clinical 
picture as definite as that produced by disorder of 
any of the projection-systems, which all recognise 
and on the definiteness of which the study of 
neurology is based. Assent to the contention 
that the cerebral mechanism functions as a whole 
is no reason for ignoring evidence which may 
afford an insight into the ordered working of its 
component parts. _ 

A NEW ROMAN OCULIST’S SEAL. 

Renewed interest has recently been taken in the 
oculist seals of the ancient Roman specialists and 
we have again to record the discovery of a new 
signet. This was found near Cologne in 1888, 
but was immediately lost, and only quite recently 
came to light again. Its owner’s name, which, 
as usual, appears four times on the stamp, was 
Tiberius Julius Jasonis, and the nomina sug¬ 
gest that the seal dates from early imperial 
times. The text is as follows : “ Tib Juli Jasonis : 
herodes ” (euodes) “ ad Aspritudines et Cicatrices 
et ccenum. Diaglaucium ad Impetum Secundum 

in v(eteribu8?) c(oti).bur ad Aspritudines 

et cicatrices to (tollendas) Aliso ad Impetum et 

quaecunque desi.” The incomplete final 

letters suggest, perhaps, desicco or desino. The 
first remedy, Euodes, merely means perfume, and 
has been found upon only a few of these 
seals. Of what its ingredients consisted we have 
no knowledge. It occurs upon the seal found at 
Tranent, in Scotland, and described by Sir J. 
Simpson in the Monthly Journal of Medical 
Qcience tor 1851. The reading upon that relic con¬ 
tains the practically identical sentence, “ Euodes 
ad cicatrices et aspritudines.” Its occurrence 
upon these seals, usually without advising its 
mixture with any other collyrium, tends to show 
that it possessed some medicinal properties. It is 
also so advised upon a seal found at Ratisbon. 
Euodes is stated upon a seal, which before the war 
was in the Lille Museum, to be a cure for genas 
retort as, words that are a philological crux. Accord¬ 
ing to a signet found at Bourges it was to be mixed 
with opobalsamatum, and here again as contra 
aspritudines—i.e., the palpebral granulations of 
ophthalmia. The cicatrices referred to may be 
either those of the transparent cornea, an affection 
which Galen describes thus—“Cicatrix appellatur 
<exulceratio totas membranes dividens) ubi nigro 


oculi exalto ulcerd membrane orassities super- 
venit, et color albior apparet ” ; or they may 
be those of the eyelids or eye sockets, as 
one seal mentions genarum cicatrices, with which 
may be compared Ovid’s expression—exspoliat- 
que genas ocnlis. Celsus advises various collyria. 
according to whether the cicatrices were cavee or 
crass®. For the first case he prescribed Sphaerion, 
whose value he says was recognised by Asclepins 
himself. Diaglaucium is seldom mentioned upon 
oculist 8tamps, and it is uncertain what it was— 
probably poppy juice. Impetum designates the 
violence of the primal attack of ophthalmia before 
appearance of the mucous secretion. Secundum 
is a word like the phrase post impetum given upon 
many seals; it signifies the period when the first 
severe effects were declining. The lacuna in the 
text for which (c)oti...bur is suggested by the first 
editor of this seal is not easily filled up. Also the 
meaning of the word, or part of a word, Aliso is at 
present obscure. _ 

A POSSIBLE DRAWBACK OF HIGH-TITRE 
ANTITOXIC SERUM. 

Whatever may be the exact chemical nature of 
antitoxin, there is no doubt that it is intimately 
bound to the globulin molecules of the serum which 
contains it. The foreign protein of the antitoxic 
serums injected into the human patient for the 
treatment of tetanus and diphtheria is rapidly 
destroyed in the body, and the more quickly the 
smaller the quantity injected. The attached anti¬ 
toxin is probably destroyed at the same time, and 
the question therefore arises whether it is advisable 
to aim at using small quantities of serum as is done 
in the modern high-titre brands. In the Wien . 
klin. Wochertachr. (1916, p. 37), T. Hamburger called 
attention to cases of tetanus and diphtheria which 
did well until the fifth or seventh day of treatment 
and then suddenly took a turn for the worse, 
ascribing the occurrence to the destruction by 
that time of the horse protein, and with it 
of the antitoxin. He suggested the advisability of 
using a larger quantity of lower-titre serum or of 
adding a large amount of normal horse serum at 
the moment of injecting. Professor Spronck, 
director of the Pathological Institute at Utrecht 
(ibid., 1917, p. 332), has followed up the question 
further, confirming Hamburger’s suggestion by 
actual experiment. Using antitetanus serum with 
the mouse as a test-object, Spronck found that the 
blood serum of a goat which received 40 units 
contained in 40 c.c. of serum was more antitoxic 
ten days after the injection than the serum of a 
goat which had received twice the number of units 
in half the amount of excipient. The goat appa¬ 
rently destroyed 14 c.c. of horse serum, and with it 
the attached antitoxin, in ten days. Further experi¬ 
ments confirmed the result. Spronck concludes 
that the views of Hamburger are correct and that 
it is preferable to use low-titre antitoxic serum 
in tetanus. While there may be general agreement 
with this conclusion in theory, in military practice 
it would scarcely be feasible. For prophylaxis in 
bulk, at the front, the small quantity—3 to 4 c.c.— 
of serum of moderate titre now used has great 
practical advantages and appears to be efficient 
, Large doses of low-titre serum, besides troublesome 
' to give, would add to the inconvenience and pain 
| of the wounded. For therapeutic use, whether 
intrathecal or intravenous, the highest titre avail- 
' able is required. A further point in connexion with 
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the use of alien serum is of some theoretical 
interest. When prophylactic doses are adminis¬ 
tered at weekly intervals, the antibody formation 
against the alien serum is much enhanced, with the 
result that a progressively increasing destruction of 
antitoxin occurs, and the protection conferred lasts 
a shorter and shorter time at each injection. There 
is much still to be learned in the administration of 
antitoxin. _ 


SNAPPING HIP. 

In the year 1859 Perrin showed the members of 
the Parisian Surgical Society a case in which he 
diagnosed recurrent dislocation of the right hip- 
joint in a man aged 22 who had injured the joint 
12 years previously. This dislocation could be pro¬ 
duced by the patient at will by forcible adduction 
of the right leg, and was accompanied by a loud 
snapping sound and a visible jerk; reduction of 
the dislocation took place spontaneously. Thus 
Perrin; but other members of the society held other 
views. A committee to investigate the matter was 
appointed and reported to the effect that no dis¬ 
location took place, and referred the snapping 
sound to a movement of muscle-tissue over 
the great trochanter. Ghassaignac, one of the 
members of the committee, specified the tensor 
fascim lat® as the muscle here concerned; 
while Morel-Lavall6e, another of the members, 
specified the anterior fibres of the glutsaus 
maximus. No further instance of the condition 
appears to have been recorded until 1900, when 
Wertheim Salomonsen described two examples as 
44 hysterical deformity of the hip with scoliosis.” 
The patients, a man and a girl, seem to have had 
each a single 44 dislocation ” of the hip and to have 
recovered from it suddenly with a loud snapping 
sound. Wertheim Salomonsen diagnosed a “physio¬ 
logical dislocation of the hip,” rejecting the view 
(as Perrin had done) that the condition was due to 
tension of fibres of the glutasus maximus pressing 
the great trochanter out of place. In 1905 Ferraton 
described in detail a similar case, under the name 
“ hanche A ressort,” or 44 spring hip,” in which the 
snapping was audible, visible, and palpable. In 1911 
Heuilly was able to collect 57 cases of snapping hip, 
or Perrin-Ferraton’s disease, from the literature. 
It appears, however, that not all the instances of 
snapping hip are as straightforward as those 
described above. Dr. G. Kapsen berg proposes 1 to 
distinguish two classes of the disease, the typical 
and the atypical. In the typical cases the cause of 
the snap lies at the level of the great trochanter; 
“ something ” slips over this bony prominence, and 
this “ something ” consists, behind, of fibres of the 
glutaaus maximus, in front, of fibres of the tensor 
fascim latee, and in its middle part of the converg¬ 
ing descending fibrous cristo-femoral tract which 
forms the ilio-tibial band. The whole is called the 
“ hip deltoid ” by Dr. Kapsenberg, and is compared 
to the deltoid muscle of the shoulder-joint. The 
distinction of the cristo-femoral (Zur Verth) or 
fascio-gluteal (Heuilly) tract from the ilio-tibial 
band is described as functional rather than 
anatomical. In some people the typical snapping 
of the hip can be produced at will, particu¬ 
larly if the glutmus maximus is kept out of action, 
the cristo-femoral band then flipping forwards 
in front of the great trochanter harmlessly and 
without pain. But in other instances the snapping 
is produced involuntarily, and is both disabling 

* tfederL Ttjdachr. ▼. Geneeakunde, Amsterdam, 1916,11., 1849. 


and painful; this state of affairs is promoted by 
any morbid process about the hip that either 
shortens the cristo-femoral tract and so increases 
its tension, or weakens the glutmus maximus 
muscle, or increases the prominence of the great 
trochanter. As for the atypical cases of snapping 
hip, these are rarer, and Dr. Kapsenberg defines 
them as those in which the snap is not produced 
at the level of the great trochanter but some¬ 
where else. He thinks it unlikely that a 
subluxation of the hip-joint accounts for any 
of the instances, and gives details of a case 
of his own in which the snap was produced 
near the anterior superior iliac spine. Under local 
anaB8the8ia the tissues were dissected in this region, 
and with the cooperation of the patient it was 
proved that the snapping band of tissue was a 
tendinous part of the ilio-psoas muscle, in all 
probability the so-called third head of it that 
springs from the anterior inferior iliac spine and 
passes obliquely across the head of the femur to 
gain its insertion into the lesser trochanter. The 
head of the femur at this point was thought to 
be abnormally prominent, though no definite bony 
outgrowth was made out, and when the patient 
flexed the hip the overlying tendinous part of the 
ilio-psoas muscle slipped from it sideways and out¬ 
wards with a loud and palpable snap. Conversely, 
when the patient once more extended the flexed leg, 
the sharp edge of the head of the femur held up 
the tendinous band under increasing tension until, 
as a smoother part of the bone came to underlie 
the band, it slipped back medial-wards with a violent 
snap and shock. Dr. Kapsenberg divided this band; 
the wound was sewn up and healed by first inten¬ 
tion, and the patient’s hip no longer could be made 
to snap. _ 

The Croonian Lecture of the Royal Society will 
be delivered on May 3rd by Dr. Thomas Lewis, the 
subject being 41 The Excitation Wave in the Heart.” 


THE CONTROL OF VENEREAL DISEASES. 


Council Schemes. 

The draft scheme for the City of Bristol recently sub¬ 
mitted to the Local Government Board provides for the 
clinical work of the venereal treatment centres to be under¬ 
token jointly by the Bristol Royal Infirmary and the Bristol 
General Hosp tal, and for the pathological work to be 
carried out at the laboratory of the University of Bristol 
under the professor of pathology. 

Dr. F. H. Mo'ison. county medical officer of health, 
has submitted to the Cumberland County Council a suggested 
scheme for the diagnosis and treatment of venereal diseases 
in the county. In order to obtain some idea of their 
prevalence Dr. Morison sent a circular letter to each medical 
practitioner in the county asking him how many oases of 
venereal diseases he treated in a year. He toys: 

A large majority were good enough to reply to my letter, 
but several did not, and so even these figures are incomplete. The 
figures I obtained are as follows: —Number of caaea of syphilis, 
479 ; gonorrhoea, 537 ; soft chancre, 131 ; total. 1147. It la 
generally agreed that in any community gonorrhoea ia at least 
three limes as prevalent ns syphilis, but it will be noted in the figures 
glvtn lor this county that theie are only 68 mo*e can In an average 
year. There cau be no doubt that a large number of caaea of 
gonorrhoea, and mauy caaea of syphilis a-* well, in poor persons go to 
chemists, herbalists, and quacks f *r treatme> t. In thecaaeof gonorrhoea 
1 think it is no exaggeration to aay that 70 per ceut. of the cases go to 
a quack in the first place. 

With regard to the provision of laboratory facilities, 
no laboratory exists in the county where the work 
coni'i be done except that in connexion with the County 
Health Department. Dr. Moriaon propones, therefore, to 
auk the Durham University College ot Medicine, Newcastle- 
on-Tyne, to give the same facilities as have been offered to 
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the county councils of Northumberland and Durham. He 
hopes to arrange for beds and out-patient centres at Carlisle 
and Whitehaven, noting that the authorities of Workington 
Infirmary and of Penrith and Keswick Cottage Hospitals 
were unable to offer facilities. In view of the desirability of 
having a woman doctor to treat cases in females and believing 
that at present there is no woman doctor in the county, 
he suggests the appointment of a woman on the staff of the 
county medical officer. Dr. Morison regards the cooperation 
of the general practitioner as essential to the success of the 
scheme and suggests that representatives of all branches of 
the profession in the county should be asked to attend the 
committee meetings. In his summary of expenditure he 
allows for the treatment of at least 500 oases of gonorrhoea 
per annum and fixes the total between £1800 and £2200 for 
the first year. 

The scheme submitted by the County Borough of Bourne¬ 
mouth for the approval of the Local Government Board 
contains, amongst others, the following recommendations 
by Dr. A. D. Edwards, the medical officer of health :— 

Laboratory facilities. —That arrangements be made with the Hants 
county authority for the examination at the Winchester Laboratory 
of blood specimens by the Wassermann test at a charge of bs. per 
specimen. (It Is estimated that in the first year 200 specimens will be 
forwarded from the venereal clinics provided for the Bournemouth 
authority; and 20 specimens from private medical practitioners in 
Bournemouth.) That arrangements be made with the Bournemouth 
borough bacteriologist for the examination of specimens with a view to 
the detection of the splrochsete of syphilis and the micro-organism of 
gonorrhoea at a charge of 3s. 6d. per specimen; and if the number of 
splrochsete examinations falls below 60 during the year, of 4s. per 
splrochsete specimen. (It is estimated that in the first year the clinic 
will require 200 examinations for gonorrhoea, and 100 for syphilis ; and 
that medical practitioners in Bournemouth will require the examina¬ 
tion of 40 specimens for gonorrhoea and 20 for syphilis.) That the 
medical officer of health make arrangements for the provision of 
apparatus for the collection of specimens, with circular of Instructions. 
The estimated expenditure on these recommendations is £146. 

Clinics and hospital beds. —That arrangements be made with the 
Royal Victoria and West Hants Hospital and with the Cornelia 
Hospital, Poole, for the treatment at clinics of patients from Bourne¬ 
mouth and for the in-patient treatment of such of these cases as may 
require it. (A tentative estimate of the cost incurred by the treatment, 
except the supply of salvarsan, at the Bournemouth Voluntary 
Hospitals is £350 and at the Poole Voluntary Hospital £70.) 

Extra clinic consultations. —That arrangements be made with the 
senior medical ofllcer of the Bournemouth Hospital venereal clinic for 
attendance at consult-itiona with medical practitioners elsewhere than 
at the clinic, at a charge of £1 per consultation. (During the first year 
ten such oases are estimated for.) 

The report recommends further : That infants—if breast¬ 
fed, accompanied by their mothers—suffering from oph¬ 
thalmia neonatorum should be admitted into the sanitary 
hospital; and that the medieal officer of health, in addition 
to his other duties, should give addresses on venereal diseases 
to clergymen, pharmacists, and mid wives. 

Enlightenment Campaign. 

A conference of citizens representing the various interests 
—municipal, industrial, educational, social, and religious- 
in the metropolitan borough of Southwark has been 
convened by the Mayor of Southwark at the Town-hall, 
Walworth-road, London, S.E., on Friday, May 4th, at 5 p.m. 
The chairman and honorary secretaries of the National 
Council for Combating Venereal Diseases will outline the 
work of the National Council and suggest methods for an 
effective educational campaign. 

Unqualified Treatment and the Central Mxdmive* Board. 

At a recent meeting of the Central Midwives Board a 
letter was considered from the honorary secretary of the 
Leicester and Leicestershire Midwives Association urging 
the immediate introduction of legislation for the purpose of 
rendering it a penal offence for any person other than a 
qualified medical practitioner to undertake the treatment of 
venereal diseases. The Board decided— 

That, in view of the grave national dangers arising from the neglect 
or the improper treatment of venereal diseases, the Central Midwives 
Board considers that legislation should be introduced with the least 
possible delay, for the purpose of rendering it a penal offence for any 
person other than a registered medical practitioner to undertake the 
treatment of venereal diseases, and directed that this decision should 
be communicated to the National Council for Combating Venereal 
Diseases. 


Literary Intelligence. —Messrs. Butterworth 
& Co. (India), Limited, announce the forthcoming publication 
of a monograph on “ The Treatment of Kala-azar/’ bv Dr. U. 
Brahmaohari, lecturer on medicine at Campbell Medical 
School. 


COLLOSOL COCAINE. 


The successful outcome of the experiments leading to 
the production of colloidal quinine, morphine, and cocaine 
was foreshadowed by The Lancet, and we are now able 
to state that a collosol of cocaine has been prepared at 
the Crookes Laboratories, where the idea was conceived of 
obtaining the alkaloids in colloidal form isomorphic with 
the colloidal protein of the body. A quinine collosol is also, 
we understand, prepared. 

Samples of collosol cocaine have been submitted to Pro¬ 
fessor W. J. Simpson, professor of hygiene. King’s College, 
London ; Professor R. Tanner Hewlett, professor of bacterio¬ 
logy in the University of London; and to Dr. John Eyre, 
director of the Clinical Bacteriological Departments, Guy’s 
Hospital, whose reports on the tests made with the object 
of testing the toxic and anaesthetic properties of this drug 
are as follows :— 


University of London, King's College, Strand, W.C., 
Mar oh 23 rd, 1917. 

Tests or Toxicity. 

1 per cent. Collosol 
Cocaine. 

I. Rabbit No. 4.— I. Babbit No. 3.—Weight, 2070 grammes. 

0*20 c.c. Injected Intravenously. No effect. 
(March 13th.) 


1 per cent. Cocaine Hydrochloride . 


Weight, 3270 grammes. 
0*26 c.c. Injected Intra¬ 
venously. No effect. 
(March 13th.) 

II. Rabbit No. 4.— 
0*75 c.c. injected intra¬ 
venously. No effect. 
(March 13th.) 

•III. Rabbit No. 4.— 
5 c.c. injected intra¬ 
venously. No effect. 
(March 15th.) 


IV. Rabbit No. 3.—3 c.c. 
injected intravenously. 
No effect. (March 16th.) 

V. Rabbit No. 6.— 
Weight, 2770 grammes. 
5 c.o. Injected intra¬ 
venously. No effect. 

VI. Rabbit No. 6.— 
10 o.o. injected intra¬ 
venously. No effeot. 
(March 19th.) 


II. Rabbit No. 3.—0*5 c.o. injected Intra¬ 
venously. No effect. (March 13th.) 


III. Rabbit No. 3.—3 c.c. injected in¬ 
travenously. Immediately after injection 
the animal collapsed and became insensible, 
5 minutes later convulsive twitchings, eyes 
insensitive. 10 minutes recovering, bat 
weak on hind legs and eyes now sensitive; 
15 minutes practically recovered. (March 
15th.) 

IV. Rabbit No. 4.-5 c.c. intravenously. 
Collapsed immediately after injection, with 
slight twitching, and died almost at once. 
(March 16th.) 

V. Rabbit No. 3.—3 c.o. injected intra¬ 
venously. Immediately collapsed and died. 
(March 19th.) 


VI. Rabbit No. 5.—Weight, 2750 grammes. 
3*5 c.o. injected intravenously. Imme¬ 
diately after injection was convulsed and 
died almost at onoe. (March 19th.) 

Prom these tests of toxicity we find that about 3 o.c. of a 1 per oent. 
solution of ordinary cocaine hydrochloride (equivalent to about 4 gi 
is a fatal dose for a rabbit of 2000-3030 grammes weight, inje 
intravenously. 

As regards the oollosol oocaine, 10 o.c. of the 1 per oent. preparation 
(equivalent to about 1*6 grains) produoed no toxic effect whatever. 

W. J. Simpson. 

R. T. Hewlett. 


Gay’s Hospital (Bacteriological Department), 

April 21st, 1917. 

Rbpobt oe Specimen of Oollosol Cocaines 1 per gent., received 
from Messrs. Orookes’ Laboratories. 

A. Toxic properties.—A. full-grown rabbit, weighing 2000 grammes, 
received on March 1st 2 c.c. of collosol cocaine 1 per cent, intra¬ 
venously, the Injection being made at the rate of 1 c.c. per minute. 
No immediate or remote effects were observed. On March 12th the 
same rabbit received 15 c.o. of the same solution intravenously, within 
ten minutes. No immediate or remote effects were observed. Five 
hours later 3 c.c. of the 1 per cent, solution of cocalnn hydrochlor. were 
injected at the rate of 1 c.c. per minute. Just before the injection of 
the third c.c. had been completed the animal was seized with con¬ 
vulsions and died within a minute. Identical results were obtained 
on two subsequent occasions. In my opinion, therefore, collosol 
cocainae can be regarded for all practical purposes as non-toxic. 

B. Anaesthetic properties.— 1. Two drops of ollosol cocainae dropped 
into the left eye of a rabbit protuced mydriasis and complete 
anaesthesia in three minutes. 2. Two drops collosol oocaine instilled 
into the left eye of the human subject produced complete anesthesia 
and enabled me to remove a foreign body embedded in the cornea, 
without pain. (I can personally vouch of the completeness of the 
anesthesia, as the foreign body was embedded in my own cornea 
and I removed it myself in front of the looking-glass.) 3. 0*8 c.c. 
collosol cocaine injected into the male urethra (a very nervous and 
sensitive patient) produced complete anesthesia in five minutes and 
permitting the passage of a 7*5 mm. urethrascope. 

The above three representative eximples Indicate the nature of 
evidence, which, in my opinion, establishes the clartn of the Orookes 
collosol cocaine that it can be regarded as an efficient local anesthetic. 

Jno. Byre. 

It is certainly nei a little remarkable that colloidal cocaine 
can be given exclusively for its anaesthetic effects, and it 
seems probable that we are in the presence of a remarkable 
development in therapeutics, as we on a previous occasion 
predicted might occur in connexion with colloidal treatment 
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THE SERVICES. 


ROYAL NAVAL MBDICAL 8BRVICB. 

' To be temporary Surgeons: R. B. Rampling, D. Heard, T. L. P. 
Harries, F. M. Mosely, A. B. P. Parker, N. Braithwaite. 

The following appointments have been notified : Fleet Surgeon: 
W. H. Pape to Pembroke. Surgeons: C. F. Willis to Halcyon, and 
B. G. Holton to Vivid. Surgeons (temp.) : M. Nellson to Leander , 
R. A. Hobos to Albion, D. W. Warren, J. R. S. Thompson, and J. H. B. 
Hogg to Vivid , R. M. Barrow and R. L. Glass to Pembroke , H. Waldo 
andj. L. Lamond to Victory. _ 

ARMY MBDIGAL SBRVIOB. 

Col. J. T. Fotheringham, C.M.G., Canadian A.M.C., to be temporary 
Surgeon-General. 

Lieut.-Col. (temp. Col.) R. R. Sleman relinquishes his temporary 
rank on vacating the appointment of Assistant Director of Medical 
Services. 

Col. J. H. Daly is retained on the active list and to be supernumerary. 
Capt. D. W. Hardy to be Deputy Assistant Director of Medical 
Services. 

TERRITORIAL FORCE. 

Lieut.-Col. W. K. Clav ton to be temporary Colonel whilst an 
Assistant Director of Medical Services. 

Lieut.-Col. (temp. Col.) J. Young relinquishes his temporary rank 
on vacating the appointment of Assistant Director of Medical Services. 


ROYAL ARMY MBDICAL CORPS. 

Lieut.-Col. R. R. Sleman is restored to the establishment. 

Capt. (temp. Mai.) J. W. Keay to be acting Lieutenant-Colonel whilst 
commanding a Field Ambulance. 

A. M. Paterson to be temporary Major. 

Temp. Capt. Gerald S. 8amuelson to be temporary Major whilst 
commanding troops on a Hospital Ship. 

Capt. R. C. Carlyle is seconded for service with the Egyptian Army. 

Capt. D. W. Hardy is seconded while holding an appointment as 
Deputy Assistant Director of Medical Services. 

Lieut. A. C. Alnsley to be CapUin. 

Temp. Lieut. George F. B. Simpson to be temporary Captain. 

H. T. Thomson to be temporary Honorary Captain whilst serving 
with No. 11 Stationary Hospital. 

B. Harding to be temporary Honorary Captain whilst employed with 
No. 22 General Hospital. 

Temp. Capt. F. G. Crookshank relinquishes his commission. 

Temp. Hon. Lieut. T. A. Loughrey, from Canadian A.M.C., to be 
temporary Lieutenant. 

SPECIAL RESERVE OF OFFICERS. 

Lieutenants to be Captains : T. Crisp, A. L. Giblln, M. MoG. Russell, 
R. C. B. Ramsay, A. L. V. Davin, W. Richards. 

TERRITORIAL FORCE. 

Iieut.-Col. W. K. Clayton is seconded whilst holding an appointment 
of Assistant Director of Medical Services. 

Capt. (acting Lieut.-Col.) A. A. Hlngston reverts to the temporary 
rank of Major on ceasing to command a Field Ambulance. 

Lieut.-Col. J. Young is restored to the establishment. 

Capt. (temp. Lieut.-Col.) P. Moxey relinquishes his temporary rank 
on ceasing to command a Field Ambulance. 

Capt. B. G. Annls to be acting Major whilst in command of a Field 
Ambulance. * 


URBAN VITAL STATISTICS. 


. (Week ended April 14th, 1917.) 

English and WeUh Towns .—In the 96 Bnglish and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000,000, the annual 
rate of mortality was 18 5, against 18*0 and 17*3 per 1000 In the two 
preceding weeks. In London, with a population exceeding 4.000,000 
persons, ibe dearh-rate was 19*5, or 2*6 per 1000 above that recorded in 
the previous week; among the remaining towns the rates ranged from 
7*0 in Bdmonton, 8 2 in Grimsby, and 9*1 In Bastbourne, to 
28*2 In Dudley and In 8outhend-on-Sea, and 38*6 In Hastings. 
The principal epidemic diseases caused 506 deaths, which corre¬ 
sponded to an annual rate of 1*6 per 1000, and included 320 
from measles. 66 from whooping-cough, 51 from infantile diarrhoea, 
46 from diphtheria, 13 from enteric fever, and 11 from scarlet 
fever. The deaths from measles showed a further Increase com¬ 
pared with the numbers in the 11 preceding weeks, and caused 
the highest annual death-rates of 3*6 in West Ham and in 
Sunderland, 5*2 In South Shields, 5*9 in Bolton, and 7*3 in Dudley. 
The 722 cases of scarlet fever and the 1317 cases of diphtheria under 
treatment in the Metropolitan Asylums Hospitals and the London 
Fever Hospital were respectively 33 below and 20 above the numbers 
at the end of the preceding week. Of the 6010 deaths from all causes 
in the 96 towns. 187 resulted from violence. The causes of 67 of the 
total deaths were uncertified, and included 10 in Liverpool, 8 in 
Birmingham, and 5 in Sheffield. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual 
death-rate was equal to 191, against 17*9 and 169 per 1000 in the two 
preceding weeks. The 410 deaths in Glasgow corresponded to an 
annual rate of 19*2 per 1000, and included 27 from measles, 22 from 
whooping-cough, 7 from Infantile dlarrhcea, and 2 from diphtheria. 
The 141 deaths in Bdinburgh were equal to a rate of 22*2 per 1000. and 
included 22 from measles, 18 from whooping-cough, and 1 from infantile 
dlarrhcea. 

Irish Towns.—The 205 deaths in Dublin were equal to a rate of 26*8 or 
2*9 per 1000 above that recorded in the previous week, and Included 18 
from measles, 2 from infantile diarrhoea, and 1 from whooping-cough. 
The 170 deaths in Belfast corresponded to an annual rate of 22*6 per 
1000. and included 4 each from enteric fever and measles and 3 each 
from whooping cough and Infantile diarrhoea. 


Corns pflnhntt. 


"Audi alteram partem." 

“SOLDIER’S HEART.” 

To the Editor of Thb Lanort. 

Sir,—A s medical adviser to a large insurance company a 
considerable number of oases were referred to me recently in 
connexion with the short-term endowment policies for the 
purpose of the War Loan. Among them one group specially 
impressed me in relation to the subject of 11 soldier’s 
heart,” recently discussed in yonr oolnmns. 

I saw several young men, some looking jaded and worn, 
others robust and well, who all alike said they had been dis¬ 
charged from the Army as unfit for service for valvular 
disease of the heart; some showed me their certificate to that 
effect. On my examination the heart yielded no abnormal 
physical signs. It was of the usual size, its apex in the 
proper place, its action regular, and its sounds normal. 
There were no murmurs and no cardiac symptoms. The heart 
was therefore presumably healthy. It was, at any rate, 
certain that there was no valvular disease. The men when 
at the front, I ascertained, had some cardiac symptoms— 
viz., shortness of breath, palpitation, and even pain oh 
exertion—i. e., signs of cardiac overstrain. They were therefore 
rightly put upon the sick-list. I presume there must have 
been murmurs also upon which the diagnosis of valvular 
disease must have been made. 

The cardiac murmurs which are associated with nervous 
excitement and with dilatation of the heart do not seem to 
be as familiar as they should be to those who are responsible 
for these certificates, for though the cases I speak of came 
in a group several others have fallen under my observation 
in private practice, and 1 have for some time had 
it in mind again to draw attention to the subject. 
These functional murmurs, as they are usually called, are 
almost without exception systolic, and may be heard at the 
base, or apex, or widely over the whole praecordium. Of 
the base murmurs it is unnecessary to refer to those at the 
left or pulmonary base, associated with anaemia, especially 
as they are hardly ever met with in young men. A more 
important murmur, but one rarely referred to, and, I think, 
not generally recognised, is that which, systolic as usual, 
occurs over the aortic base and above. It is more fre¬ 
quently met with under those very conditions which 
these “soldier’s ” cases would present—viz., nervous excite¬ 
ment where the results of the examination and the 
decision based upon them are important, and arouse 
anxiety in the candidate. In ordinary times this murmur 
is most often met with in candidates for insurance, where 
marriage, it may be, or a valuable appointment hangs upon 
the verdict. This murmur is often quite loud, audible at the 
right base and for a short distance above, and it may be 
almost musical. It is not unlike the murmur of slight 
organic disease, but it is transitory, disappearing, it may be, 
in a few minutes when the exoitement passes off, and it Ik 
easily reproduced if the excitement returns. 

Besides these murmurs at the base, transitory murmuA 
may be heard at the apex or over the body of the heart. 
These have been called dilatation murmurs—not a good nartie 
as mixing np facts and interpretation, but justifiable perhaps 
in this instance as the murmurs vary with the dilatation and 
come and go with it. Though systolic in time they are not 
propagated as they should be if these were due to regurgita* 
tion through the mitral or tricuspid valves. On the left 
side they are limited to the praecordial area and are not 
heard in the axilla or behind. Where dilatation of the 
heart is extreme they may be propagated just as the murmurs 
due to organic disease both on the right and left side, and 
these no doubt are truly regurgitant, but it is not in these 
cases that the diagnosis is difficult, for the evidence of 
extreme dilatation is obvious. When the heart is weak, as 
in convalescence from long illness, these murmurs may be 
easily produced by a little over-exertion and their association 
with dilatation be easily demonstrated. 

The diagnosis of valvular disease of the heart is a serious 
matter for the subject of it. Wrongly made it may 
unfairly ruin a promising career in the Army or in some 
other profession where a certificate of health is required, 
whi e it will, of course, ntrongly prejudice the prospects of 
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life insurance. Worst of all, it may partly by the alarm it 
may excite, and partly owing to the treatment which such a 
diagnosis is thought to involve, convert the unhappy victim 
into a cardiac hypochondriac, and make him a misery to 
himself and all about him. I recall the case of a young man 
who presented himself for examination for an insurance on 
his life prior to his marriage. The doctor looked gravely at 
him and said, “ Young man, walk through life.” He did not 
walk through life, but ran at a racing speed. Yet he lived 
till a good age, and never had a cardiac sign or symptom. 
Fortunately, the man had too busy a life to act on the 
suggestion or to dwell on it. Otherwise it might have been 
disastrous. 

If the existence and frequency of these murmurs be kept 
in mind the diagnosis is, as a rule, not difficult. Mistakes 
can be avoided by a little more knowledge and caution. 
The knowledge would suggest caution, and the caution would 
be justified by the disappearance of the murmurs and the 
proof that the suggested diagnosis was wrong. 

I am, Sir, yours faithfully, 

Wirapole-street, W., April 21st, 1917. SAMUBL WEST. 


“ MILITARY CARDITIS.” 

To the Bditor of Thb L anobt. 

Sib,—M ay I suggest “ military carditis” as a useful term 
for the soldier’s cardiac effort syndrome of which so much 
has been heard recently ? We have the authoritative example 
of Tboraas Watson for sucU a comprehensive term when 
dealing with a problem that is not easily defined, and as a 
former pupil of Dr. Frederick Roberts I think there is much 
to-be said for the emphasis he used to lay upon what he 
called “cardiac apparatus” when discussing problems of the 
heart. In an organ like the heart where the three pirts— 
endo-, myo-, and peri-cardium —are so intimately associated 
it is difficult to draw a hard-and-fast line between disease of 
the one and the others; in fact, in many cases it cannot be 
done. 

So far attention has been devoted almost entirely in 
“ military carditis ” to the myocardium, apparently because 
the peri- and endo-cardla do not show any gross lesions, 
but neither does the myocardium in many cases. I have 
drawn attention elsewhere to the importance of the peri¬ 
cardium and its fluid, pointing out that that fluid exists 
normally under a negative pressure, whereby the fluid is kept 
at an equal thickness all over the surface of the heart. 
I have pointed out also that most likely the movements of 
this peculiarly circumstanced fluid have much to do with the 
sounds of the heart, a contention that is supported by my 
rubber balloon experiments. The opinion I have formed after 
examining many hundreds of men before the furnaces, 
as well as boys before and after running, is that the 
increased cardiac dullness is due to an increase of pericardial 
fluid which is of such physiological importance in connexion 
with the running of the accelerated heart. Experiments also 
bear out this statement, for the pericardia of rabbits shot 
standing contain less fluid than the pericardia of those shot 
when driven out by ferrets—i.e., under stress and strain. 
Another interesting fact in this connexion is that the effect 
of killing oats by chloroform is to cause an increase of peri¬ 
cardial fluid and a sudden variation of the intraperioardial 
pressure. 

Does shell shock produce such a sudden variation of the 
intraperioardial pressure? and does it thereby cause a dis¬ 
turbance of the regular wave movements of the fluid whioh 
are to a great extent responsible for the sounds of the 
heart? Dr. Lewis, who is quoted as an authority on electro¬ 
cardiography, states that the curves are due to impulses which 
have travelled the auriculo-ventricular bundle, although 
similar curves are obtainable from the lower order of animals 
in which there are no such bundles ! The fact that throughout 
the vertebrate series we find pericardia and pericardial fluids 
is evidence of their great importance, and that the latter 
have much to do. by means of their electrical resistance, with 
the causation of the so-called electro-cardiograms. 

As a result of my experiments I have devised a double¬ 
chested stethoscope, which I call the “ Cardioscope,” whereby 
I find that in normal hearts the sounds conducted to each ear 
separately are equal, whereas in abnormal states the sounds 
are unequal. By this instrument one hears the “ murmurs ” 
resolved into other sounds. 

I am. Sir, yours faithfully, 

Swansea, April 14th, 1917. G. ARBOUR STEPHENS. 


THE TECHNIQUE OP LUMBAR PUNCTURE. 

To the Editor of Thb Lanobt. 

Sir,—S urgeon F. A. Williamson’s letter in your Issue of 
April 21st refers, as you remark, to a real difficulty occa¬ 
sionally experienced in the technique of lumbar puncture 
and one to which he does well to draw attention. The failure 
of a considerable collection of cerebro-spinal fluid to flow 
freely until the needle is manipulated whilst in ritu may be 
due to the fact that a constituent of the cauda equina 
temporarily blocks the needle at its orifice, or that the 
needle at first enters only a small loculus of fluid and not 
the main cisterna. In connexion with the first possibility it 
may be noted that if the lumbar cisterna is distended by 
fluid there would be a greater tendency for a nerve 
root to be pressed against the orifice of the needle 
than if the normal conditions obtained. In connexion 
with the second possibility, it must be remembered that 
the pia-arachnoid system is not a simple cavity but a 
series of small and large cavities separated by trabeculae. 
The free intercommunication in health of the loculi so 
formed is no doubt interfered with in disease by the added 
factor of plastic lymph deposit. Whatever the cause may be, 
the moral, as your correspondent points out, is Dot to be 
content with a restricted flow in any case, and especially not 
to be content with this result in a case suspected on clinical 
grounds to be one of cerebro-spinal fever, until the needle is 
pushed a little farther in or is slowly withdrawn a little, or 
is tested as to its patency by passage of the trocar or stylet. 
I use the term “ restricted flow” rather than “at a 
normal rate” in such a case, because I am always more 
suspicious that I am dealing with an instance of the difficulty 
to which your correspondent refers when the fluid flows at 
le»» than the normal rate. I think many practitioners under¬ 
estimate the initial rapidity of the normal rate of flow 
immediately after the puncture is made. 

It may not be out of place to refer to one or two other 
difficulties that not infrequently present themselves in con¬ 
nexion with lumbar puncture. One of these again has to do' 
with restricted flow of the fluid. Operators sometimes use 
a long needle for a small patient, and do not notioe that the 
needle is pointing upwards, its delivery end being well above 
the level of any part of the cerebro-spinal system. This 
difference of levels may have been increased by raising the 
hips well on to the edge of the bed for convenience of the 
procedure, thus leaving the child’s trunk and head in the 
trough of the bed. Should the cerebro-spinal pressure not be 
much, or at all, raised, # very little fluid may flow until the 
patient’s hips are rolled over towards the needle, the delivery 
end of which is thus brought to a much lower level. This 
point in technique becomes important when it has been 
decided to drain a highly purulent exudate as completely as 
possible. 

The admixture of blood with the cerebro-spinal fluid con¬ 
stitutes another difficulty in the technique, as it prevents 
accurate chemical and histological investigations. If this is 
seen to occur the first few drops of fluid should be received 
into a separate vessel (indeed, this is always a sound thing 
to do), and the needle should be slowly withdrawn a little, 
because it is very likely that the blood is contributed by the 
venous plexus lying on the anterior wall of the canal. If 
the blood is still present, and it is not obvious from the 
naked-eye examination that the fluid is also purulent—in 
which case the histological and chemical examination 
becomes of no great differential value—the needle should 
be withdrawn and a fresh puncture should be made at a 
different space. 

Finally, a word may be added in regard to so-called “ dry 
punctures.” If the points in manipulation referred to above 
are observed, it may almost certainly be concluded that the 
meaning of a dry puncture is that the needle has not entered 
the pia-arachnoid space at all. 

I am. Sir, yours faithfully, 

Harley-street, W., April 22nd, 1917. THOMAS J. HORDBR. 


THE AFTER-TREATMENT OF INFECTED 
HEMOTHORAX. 

To the Editor of Thb Lanobt. 

Sir,—S ince one of the chief dangers of an infected hsemo- 
thorax is the secondary infection whioh almost invariably 
occurs after resection and drainage, any method of treatment 
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which will lessen or prevent this will prove of the utmost 
importance and value. 

The results of the Carrel-Dakin method have been most 
striking and shown bj:—1. The uninterrupted improvement 
in the general condition of the patient after resection and 
the rapid settling of the temperature. 2. The very rapid 
obliteration of the cavity. 3. The small quantity and 
inoffensive nature of the discharge. 4. The firm primary 
union of the sutured portions of the empyema wound. 

After resecting and draining in the usual way the Dakin’s 
solution is not at first run into the pleural cavity on aooount 
of the risk of breaking down loose adhesions, but the 
dressings are kept constantly moist by means of irrigation 
every two hours with a few ounces of the solution. The pro¬ 
cedure here is to use a Carrel tube in the form of a horse¬ 
shoe with multiple small perforations. The open ends are 
connected with the tube leading to the reservoir by a two- 
way glass connexion. The horseshoe is kept in position by 
being placed under the safety-pin of the drainage-tube and 
by being attached to the chest higher up. The surrounding 
skin may be protected with sterile vaseline, but in practice 
this is not essential, since the hypochlorite rapidly loses its 
tendenoy to irritate after contact with the discharge from 
the empyema. After ten days or a fortnight a Carrel tube 
with few terminal perforations may be inserted into the 
pleural cavity alongside the drainage-tube and irrigation 
every two hours with a few ounces of half-strength Dakin- 
Daurresne solution carried out. 

After an extended experience of septic haemothorax and 
the deleterious effects of the secondary infection after resec¬ 
tion we have been firmly convinced of the value of the above ! 
method in lessening or almost preventing this important 
complication. I am, 8ir, yours faithfully, 

C. Dean, M.B. Oxon. 

MiUSoent Sutherland Ambulance. B.B.F., April 17th. 1917. 

THE CLOSURE OF COLOTOMY OPENINGS. 

To the Editor of The Lancet, 

Sir,—H ad Mr. P. Lockhart-Mummery, in his letter to 
The Lancet of April 7th, confined himself to the subject of 
his paper I should not have troubled you with a second 
communication, but as he has extended bis remarks to the 
methods of treating cancerous growths of the colon, and 
asks “ Why are surgeons so shy of primary resections and 
suture of the colon that they subject their patients to three 
operations where one would do ? ” and as he goes on to say 
that “this seems an altogether unnecessary procedure,” his 
attitude towards a subject of which he professes to be a 
master demands attention. 

If he will turn to the transactions of the Surgical Section 
of the International Congress of Medioine held in London in 
1Q13 he will find in the report of Professor Bastianelli and 
the subsequent discussion on the treatment of cancer of the 
colon the answer he requires. 1 As this report in full may not 
be accessible to some of your readers I may say, briefly, 
that one of the most serious bars to the success of primary 
resection of the colon is the presence of hard faecal masses 
above the growth, and that this handicap can be 
removed by a preliminary proximal colostomy followed 
by washing out the diseased segment of bowel. By 
this means we secure a relatively clean field for opera¬ 
tion, while afterwards the line of union is freed from 
the irritation of the faecal stream, now diverted. Again, 
intracolic pressure and tension on the suture line from 
gaseous distension are entirely obviated and rest, so 
essential to good union of intestinal wounds, is secured. It 
Is worth while noting that Mr. Lockhart-Mummery, in a 
later paragraph in his letter, while advocating his view that 
the bowel should be made to act daily from the time of the 
resection unconsciously furnishes reasons for the multiple 
operation. Thus, he states that “flatus in the bowel is far 
more dangerous than a little liquid feces,” and. again, that 
“the one thing to avoid is the presence in the neighbourhood 
of the anastomosis of masses of hard feces.” 

From a long and fairly large experience of resection of 
the colon with and without actual intestinal obstruction I 
am firmly convinced that the inclusion of a preliminary 
colostomy has reduced enormously the death-rate of the 
operation. Reverting to the original subject, Mr. Lockhart- 
Mummery asserts that the GreigSmith operation is “liable 


to leave a weak spot,” that “many patients have to wear a 
belt,” and that “ it may be followed bv stricture.” My reply 
is that I have not seen a single instance of any one of these 
defects, nor do I think any of them should occur if the 
operation is properly done, and certainly not in the oase of 
young soldiers with well-developed abdominal muscles. 
Possibly some ambiguity as to the essentials of the pro¬ 
cedure has arisen from calling it the extraperitonea] method. 
Personally, as I said in my former letter, I do not dread 
opening the peritoneum. The one factor which makes the 
operation so much safer than resection of the bowel is that 
the mesenteric side of the colon with its vascular and 
nerve-supply is not interfered with. 

As to details, the most important thing to attend to is to 
freely mobilise the opening and the adjaoent colon. When 
this has been done the involved segment can be lifted out of 
the abdomen, and with adequate gauze packing it is a matter 
of little or no consequence whether the peritoneum is, or is 
not, opened. As to stricture following the operation, bearing 
in mind that usually at least one-half of the circumference 
of the bowel is not involved, and that if the sutures are 
inserted at right angles to the long axis of the colon the 
lumen is not encroached on, and that most preliminary 
colostomies are placed in the capacious ascending colon, 
there need be no fear of this developing. One word as to 
the spur. This formidable bugbear exists only so long as 
the colon is anchored to the abdominal p&rietes. Freely 
mobilise the involved segment of the bowel and the spur 
ceases to have any significance and enterotomes any useful 
application. I am, Sir, yours faithfully, 

Sheffield, April 7th, 1917. SINCLAIR WHITE. 

READING BY EAR. 

To the Editor of The Lancet. 

Sir, —I notice in your issue of April 14th certain criticisms 
by Sir Arthur Pearson on the speed attainable in reading 
ordinary letterpress by ear with the optophone. The speed 
attained on March 28th was a maximum of three words a 
minute. My estimate of 25 words a minute was based on 
the fact that the signals remain clear and characteristic at 
that speed. It is therefore only a matter of practice. Three 
months ago neither I nor anybody else had ever read a line 
of letterpress by ear. The reading of the Times blindfold is 
now a possibility demonstrated beyond donbt or cavil. The 
instrument is substantially that described in Roy. Soc. Proc., 
A, 90, p. 373.—I am, Sir, yours faithfully, 

£. E. Fournier h'Albb, D.Sc. 

Maddox-street, W., April 90th, 1917. 



WILHELM WINTERNITZ. 

Wilhelm Winternitz, who died, we now learn, on 
Feb. 22nd at the age of 82 years, was emeritus professor 
of medicine in the University of Vienna and had long 
earned the title of the “ father of scientific hydro¬ 
therapy,” presiding in this capacity at the last great 
balneological congress held at Meran before the war. 
From the time of his inargural dissertation (1865) on “The 
Rational Basis of Certain Hydrotherapeutic Measures ’* 
to the appearance, a few days before his death, of “The 
Water-Cure and Natural Immunity” Winternitz was con¬ 
stantly occupied in research on physical treatment. Many 
of his studies of the aotion of thermo-mechanical influences 
on t.he circulation and metabolism are now classical, as well 
as the long and bitter feud between himself and Liebermeister 
with regard to the bath treatment of infectious diseases. His 
idea of determining a blood-flux to particular organs and 
parts of the body was worked out in great detail long 
before Bier annexed the word “ hypersemia. ” Winternitz's 
belief in his own methods was very great, so that he imbued 
his patients with a like confidence, and he was for nearly 
half a century one of the busiest consultants in Vienna. But 
in spite of his great popularity he remained an inquirer and 
a research student to the last, intent on improving the field 
of medicine whioh he had so specially made his own. 


1 Thi Lavoet, 1913,1!., 480. 
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The OabuaiiTT List. 

The following names of medical officers appear among the 

casualties announced since our last issue:— 

Killed. 

Capt. T. W. Martin, R.A.M.C., attached Royal Scots, received 
his medioal education at Victoria University, Manchester, 
and qualified in 1912. He was in practice at Hale, 
Cheshire, before joining the R.A.M.C. 

Capt. V. K. Sadler, R.A.M.C., was educated at Rossall School 
and at University College, London, and qualified in 1907. 
After serving as medical officer at Tiverton Infirmary he 
became a surgeon to the P. and O. Line. Later he 
joined the R.A.M.C., and went to the front at the 
beginning of this year. 

Capt. G. R. Plaister, R.A.M.C., attached York and Lancaster 
Regiment, was a student at the London Hospital and 
qualified in 1905. He was in practice at Tottenham, 
London, before joining up, and went to the front in 
September, 1915, taking part in the engagements at Loos 
ana on the Somme. 

Lieut. E. Evans, R.A.M.C., attached Royal Welsh Fusiliers. 

Accidentally Killed. 

Capt. J. J. Weaver, R.A.M.C., was a student at University 
College, London, and qualified in 1886. He was medical 
officer of health for the oounty borough of Southport, 
and had made several contributions to the medical 
journals. He died at Curragh Camp aB the result of a 
riding accident. 

Died. 

Lieut. L. G. Scudamore, R.A.M.C., was a student at 
St. Thomas’s Hospital, London, and qualified in 1891. 
He was in practice at New Tredegar, Mon., prior to 
joining the R.A.M.C. in June, 1916, and died in camp 
in England after a short illness. 

Capt. T. McCosh, M.C., R.A.M.C/, qualified at Glasgow in 1905 
and held a house appointment at the Glasgow Western 
Infirmary. He was in practice at Woodford Green, 
Essex, previous to joining the R.A.M.C., and had been 
awarded the Military Cross. 

Died of Wounds. 

Lieut. J. A. Gregory, R.A.M.C., was educated at Manchester 
University and qualified in 1914. He held the appoint¬ 
ment of house surgeon at the Evelina Hospital for 
Children, London, and joined the R.A.M.C. in June last. 

Wounded. 

Major G. J. Boyce, Canadian A.M.C. x 

Capt. J. F. Muvphy, M.C., R.A.M.C., attached Royal Field 
Artillery. 

Capt. W. Parker, R.A.M.C., attached King’s Own Scottish 
Borderers. 

Capt. J. S. Prentice, R.A.M.C., attached Royal Berks Regi¬ 
ment. 

Capt. J. G. Brown, R.A.M.C., attached Royal Irish Rifles. 

Capt. A. Short, New Zealand Medical Corps. 

Capt. A. H. Thomas, R.A.M.C. 

Capt. T. C. Storey, R.A.M.C. 

Capt. R. J. Gardiner, Canadian A.M.C. 

Capt. G. R. Johnson, C.A.M.C., attached Canadian Infantry. 

Capt. W. G. Goudie, R.A.M.C., attached Royal Flying Corps. 

Capt. R. A. W. Proctor, R.A.M.C., attached Royal Fusiliers. 

Capt. G. J. Linklater, R.A.M.C. 


Dbathb among the Sons of Medioal Men. 

The following sons of medioal men must be added to our 
lists of those who have fallen during the war :— 


Second Lieut. R. A. Patterson, Rifle Brigade, second son of 
Dr. C. S. Patterson, of Eastbury, Berks. 

Lieut. B. Bundle, Australian D.A'.C., youngest son of the 
late Dr. G. E. Bundle, of Creewood, Sydney, Australia. 
V. E. J. Bristowe, R.A.M.C., attached East African Ex- 

S editionary Forces, youngest son of the late Dr. J. 8. 
iristowe, F.R.8., of London. 

Capt. T. W. Martin, R.A.M.C., attached Royal 8oots, 
younger son of the late Dr. W. Y. Martin, J.P., of 
Walkden, near Manchester. 

Capt. K. J. Barrett, Royal Fusiliers, elder son of Lieut.-Col. 

J. W. Barrett, C.M.G., R.A.M.C., of Melbourne, Australia* 
Capt. J.J. Weaver, R.A.M.C., elder son of the late Dr. J. 


Weaver, of Southport. 

Lieut. W. D. Chepmell, Royal Sussex Regiment, son of Dr. 
C. Chepmell. 

Second Lieut. H. C. Oulton, Leinster Regiment, second son 
of Dr. H. W. Oulton, of St. Stephen’s Green, Dublin. 


Foreign Decorations. 

By the King of the Belgians . 

Ordre de la Couronne.—Offieier: Capt. 8. R. Douglas, late Indian 
Medical 8ervice, St. Mary's Hospital, London; Temp. Col. Sir A. B. 
Wright, C.B., Army Medical Service, St. Mary's Hospital, London. 
Chevalier: Temp. Lieut. E. Shaw, R.A.M.C. 

By the King oj Serbia. 

Order of the White Eagle , Ulh Class.— Lieut.-Col. B. T. F. Bfcrrell, 
C.M.G., R.A.M.C.; Maj. M. J. Cromie, R.A.M.C. 

By the Sultan of Egypt. 

Order of the Nile.—3rd Class: Maj. R. G. Anderson, R.A.M.C., late 
Assist.-Adjt.-Gen., Recruiting Dept., Egyptian Armv ; Maj. W. Byam, 
R.A.M.C., late Medical Corps, Egyptian Army. 4 th Class : Capt. B. 
Gibbon, R.A.M.C., attached Medical Corps, Egyptian Army. 


The Central Medical War Committee and the 
Mobilisation of the Medical Profession. 

Lord Derby’s letter to the medical profession was the 
subject of discussion at a special joint meeting on Tuesday 
last of the Central Medical War Committee &nd the Com¬ 
mittee of Reference of the Royal Colleges, when the follow¬ 
ing resolution was unanimously adopted on the motion of 
Sir Watson Cheyne, President of the Royal College of 
Surgeons of England, seconded by Mr. E. B. Turner, 
Chairman of Representative Meetings of the British Medical 
Association :— 

That the Central Medical War Committee and the Committee of 
Reference cannot continue to bear the responsibility in the eyes of the 
medical profession and of the community for protecting the medical 
needs of the civil community while meeting the requirements of the 
Army unless they still have the duty of deciding how many doctors 
and which Individuals can in fact be spared at any given time from 
civil work in a particular place to enter military service, and that, 
therefore, unless the War Office will undertake not to grant any com¬ 
mission to a doctor, even though volunteering for servioe, whom the 
committees consider to be for the timerbeing indispensable for civil 
work, the committees will be unable to take any further part In ’the 
selection of doctors for military servioe. 

Copies of the resolution were sent to the War Cabinet, the 
Secretary of State for War, and the Director-General of the 
Army Medical Service. 

The reasons which have led the Central Medical War 
Committee to take this step are given at length in a state¬ 
ment, dated April 25th, a copy of which was sent to Lord 
Derby and which was issued later to the press. 

In order to make the position plain the Central Medical War Com¬ 
mittee conceives it to be its duty to the civil community to place on 
record a statement of the reasons which lead the Committee, In virtue 
of its special knowledge gained from the work it has done, statutory and 
otherwise, for the Government, to the conclusion that, unless special 
precautionary measures are adopted, the immediate calling up of all 
doctors under 41 for military service affected by the War Office most 
inflict grave Injury on the civil community ia many parts of the 
country, particularly in the industrial areas upon which so much 
depends, both as to the production of war material and otherwise, for 
the oarrylng on of the war. 

It is obvious that, in order to avoid a breakdown in a locality, it is 
essential that before any doctor at present engaged in civil work is 
actually withdrawn from his duties, the question as to whether he can 
at the time safely bq spared from civil work mu st have been properly 
investigated, to the extent required by the nature of the case, either by 
the Central Medical War Committee, or by some other body acting on 
behalf of the Government possessed of the knowledge requisite for 
gauging the needs of the locality. 

Hithert"> the Central Medical War Committee, aided by its local 
committees in all parts of the country, and in cooperation with the 
Government departments concerned, has performed this duty for the 
Government, watching continuously the varying conditions of the 
medical servioes in each locality, and determining from time to time, 
in the light of those conditions, how many and which doctors oould be 
spared at any particular moment. 

Tbe notice issued by the Recruiting Department on Wednesday, 
April 18th, calling up all the doctors under 41 for immediate departure 
on service on April 26th threw the Committee’s machinery entirely 
out of action, and, although it would seem from certain phrases in 
Lord Derby’s letter published subsequently that some revival of the 
former arrangements with this Committee is contemplated, it is clear 
that nothing short of a Government decision to maintain the complete 
continuance of the requisite scrutiny will suffice to avert grave danger. 

The following places may be mentioned as illustrating the dangers 
which, in the absence of such scrutiny, must inevitably arise in many 
areas Town A (chemicals and munitions). Populstlon over 20,000. 
Number of doctors 4, all of military age. Town and district B (ship¬ 
building). Population over 60,000. Number of doctors 10, 7 of military 
age. District C (coal-mining). Population over 37,000. Number of 
doctors 7, 6 of militaiy age. District D (agricultural area). Population 
(of town alone) 3628. Two doctors, both of military age. Town E 
(country town). Population over 20,000. Number of doctors 4 , 3 of 
whom are of military age. Town district F (industrial area). Popula¬ 
tion about 126,000. Number of doctors 25, of whom 4 are of military 
age. There is at present only one doctor to over 5000 people. 

It is clear that from none of these areas oould all the doctors liable 
under the Military Service Acts be withdrawn simultaneously without 
complete breakdown. But under the arrangements so far made In 
connexion with the immediate calling up of the doctors there is 
nothing to secure that these men will not in fact be withdrawn. 

Doubtless the War Office, if aware of tbe facts, would not propose to 
take all the doctors from the town A and leave a population of 20.000 in 
a munition area entirely without any medical practitioners to look 
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after them. But the War Office la not In possession of the knowledge 
requisite for avoiding the mistake, nor is it possible for any general or 
mathematical rales to be formulated for such purpose. The necessary 
safeguards can only be applied by a body which is continuously 
surveying the needs and the comparative conditions of the various 
localities. 

It is clear, the statement concludes, that If the situation 
above indicated is to be avoided, as the Government must 
obviously desire to secure, it must be definitely provided that 
no doctor, even if he himself offers no objection to going, 
shall be withdrawn by the War Office from the work of the 
civil community until the competent body authorised by the 
Government has ascertained and reported that his departure 
will not cause a breakdown. 

Lord Derby's Reply to the Committee. 

The reply received from the Secretary of State for War 
bearing the same date as the covering letter enclosing the 
Central Medical War Committee’s resolution and statement 
was to the following effect:— 

War Office, London, S.W. 1, April 25th, 1917. 

GKSTUSMinr,—I am in receipt of your letter of April 26th, and In 
answer to it I beg to state that I agree that the procedure prevailing 
up to last week with regard to the selection of doctors shall be con¬ 
tinued, and I will further agree not to give a commission to any doctor 
except on the recommendation of your Committee. 

Your Committee is naked to provide the Army with x doctors by 
May 1st, and y doctors per week after that date until tt*e requisite 
number z has been found. In the event of the number so asked for not 
being torthcomtng, 1 must reserve to myself the right at any time to 
reconsider the position. 

I trust that this arrangement will be agreeable to your Committee, 
and that they will continue doing the excellent work for the War 
Office that they have done in the put. Yours faithfully, 

(Signed) Debby. 

The Text of Lord Derby's Letter to the Medical Profession. 

The text of the letter addressed by the Secretary of State 
for War to members of the medical profession in Great 
Britain was as follows• 

War Office, London, S.W. 1, April 21st, 1917. 

Sib, 1 am desired by the War Cabinet to ask your earnest considera¬ 
tion of the following matter. The enemy, In total disregard of the 
accepted tenets of civilised warfare, have deliberately instituted a sub¬ 
marine campaign against hospital ships. It has therefore become 
essential that a large number of hospitals should be established overseas 
in the various theatres of war for the treatment of the sick and 
wounded. 

In order to allow of this being done, and done with great rapidity, it 
has become essential to secure the services of every member of the 
medical profession who can possibly be spared from this country. The 
figures in the possession of the Government make it plain that the 
number of doctors who could be spared from this country are more 
than are needed to supply the Military requirements if adequate steps 
are taken, by the doctors over age or by other means, for doing the 
work in this country of the men who must now be taken for medical 
service overseas. For these reasons the War Cabinet have decided, as 
the first step iu this prooess, that every medical man of military age 
must be called up at once under the Military Service Acts, in order that 
he may thus be made available at once, and that, if he cannot be spared 
from his locality without arrangements being made for carrying on his 
work, his cue may be immediately investigated and decided upon and 
steps taken for securing a substitute for that work. 

Every medical man thus summoned must, therefore, communicate 
immediately to the Central Medical War Committee (or the Scottish 
War Emergency Committee) if he is of opinion that circumstances 
(personal or public) make It impossible for him to go, e.g., that he can 
only be spared from his present duties when some arrangements have 
been made for doing his present work. May I express the earnest 
hope that every doctor over military age will immediately offer his 
services to the Local Medical War Committee of his area as willing to 
undertake any substitution work within his capacity which would 
help to release any man of military age who cannot otherwise be 
spared ? 

The War Cabinet recognise to the full the great services that the 
medical profession has rendered during the present war, and regret 
that the barbarous action of the enemy compels a further call on 
their services and a resort by the Government to measures which 
the Army Council bad Intended to avoid and could still have avoided 
but for this new phase of German outrage. They recognise that the 
new procedure must involve additional sacrifices for the people of these 
Islands, and must fall heavily on the medical profession. But the War 
CaWnet trust and believe that this call will be met In the same splendid 
spirit with which previous calls have been met, and that members of the 
medical profession and the public whom they serve will ungrudgingly 
make whatever sacrifices mav be necessary In order that our sSldiere 
abroad may have the same attention and care which medical science 
provides for their comrades at home. 

I am, Sir, your obedient servant, 
_ (Signed) Derby. 

The National Medical Union and Medical 
Mobilisation. 

We have received from the National Medical Union a com¬ 
munication, signed by the chairman of the council and of 
the executive committee, welcoming that portion of Lord 
Derby’s letter which states his determination to call op 
immediately all medical practitioners of military age, but 
objecting to non-panel practitioners being asked to attend 


patients under the National Insurance Act. The alternative 
is stated thus :— 

While the simplest, and therefore the best, means for utilising the 
services of tie whole profession at this juncture would, in our opinion, 
be the abrogation daring the war of the Medical Benefit Section of the 
National Insurance Act, an emergency measure for the remuneration 
on non-panel lines of non-panel practitioners called upon to attend 
insured persons could, we believe, be devised with the funds now at the 
disposal of the National Health Insurance Department. It would be 
based upon the sound principle of payment for work actually done and 
would Involve the allocation of no additional public money or instant 
disturbance of the Act. _ 

The War and Hospital Ships. 

The sinking of hospital ships by the enemy continues. On 
April 17th the s.s. Donegal and the s.s. Lanfranc were 
torpedoed without warning. The Donegal was carrying 
slightly wounded cases, all of them British, out of whom 
29 men and 12 of the crew are missing. The Lanfrano , in 
addition to 234 wounded British officers and men, carried 
167 wounded Gormans, a medical personnel of 52, and a 
crew of 123. Of these, 2 wounded British officers, 
11 wounded British of other ranks, 1 R.A.M.O. staff, 
5 crew, 2 wounded German officers, and 13 wounded 
Germans of other ranks are reported missing and presumed 
drowned. British patrol boats rescued 152 wounded German 
prisoners. The vessels were under escort, and one of them 
bore the distinctive marks laid down by the Hague Con¬ 
ference. The Admiralty announce that in future ships 
carrying wounded will bear no distinctive markings, and 
will proceed at night without lights, inasmuch as the pre¬ 
scribed markings now serve only to make the ships a better 
target for the enemy. 

The International Red Cross Committee at Geneva has 
addressed a protest to the German Government in reference 
to its order of Jan. 29th regarding the sinking of hospital 
ships and the sequel to this order :— 

The International Committee, whose right and duty it is to enforoe 
respect for the principles of the Red Cross and the Geneva Convention 
by reporting violations of them, drawB the very serious attention of the 
German Government to the responsibility which it would assume 
towards the civilised world by persisting in a resolution which is in 
contradiction to the humanitarian conventions which it has pledged 
itself solemnly to respect. 

In torpedoing hospital ships it is not attacking combatants, but 
defenceless beings, wounded or mutilated in war, and women who are 
devoting themselves to the work of relief and charity. Every hospital 
ship is provided with the external signs prescribed by international 
conventions, the use of which has been regularly notified to belligerents, 
and should be respected by belligerents. The latter may, according to 
the Hague Convention, exercise the right of search, but have in no 
case any right to sink a ship and expose to death the hospital staff and 
the woun ied. 

The Asturias appears to have been torpedoed without any care 
having been taken to ascertain her character or her destination. Even 
if the correctness of the facts were admitted upon wh>ch Germany 
bases justification of her order, the International Committee considers 
that nothing can excuse the toipedolng of a hospital ship, and 
expresses the 'hope that such an order, oontrary to international 
conventions, will cease to be carried out. 

Medical Mobilisation in America. 

A practical spirit pervades the preparations which arc 
being made by the medical profession in America for the 
emergencies of war. A recent number of the New York 
Medical Journal states the statistical side of the problem :— 

Our regular army now numbers 125,000 men, and the National Guard 
about 160,000. If recruited to full war strength they would number 
280,000 and 440,000 respectively, or a total of 720.000. For this 
army some 5000 medical officers would be required. In addition 
to this we have another armv of 500,(XX) called to the colours 
for training, making a first line defence of 1.220,000 men. In 
addition, it Is expected that at least a million and a half more 
troops will be called ont during the year for training, making 
a total of 2,720,000 troops under arms. Such an army would require 
19,000 medical officers. We now have In the regular army about 1200 
medical officers and in the National Guard about as many more, 
making about 2400 officers, and leaving a deficiency of 16,600 medical 
officers to be suDplied from civil life. In view of the fact that we have 
in the United States only 145,000 registered physicians, it will be seen 
that the new army will face a deficiency in a direction In which it will 
be difficult to improvise aid. 

On the basis of the latest figures the number of regis¬ 
tered medical men in the United States in 1916 was 
145,241 and in the dependencies 1372, while the number 
of students qualifying during each of the last two years 
has been in the neighbourhood of 3000. With 3000 young 
men on the point of graduating and 2500 senior students, in 
addition to a large number of recently qualified men holding 
hospital appointments or just started in practices, the de¬ 
ficiency of 16,000 medical officers can in large part promptly 
be made good. The majority of these men will be in a 
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position to join one or other branch of the medical service, 
while senior men will be required to fill places in the special 
branches of preventive medicine which form an essential 
part of the modern medical service. Special arrangements 
have been made excasing senior students on enrolment the 
completion of their current term of study. 

The whole medical service of the war will be carried on 
under the supervision of the Council of National Defence, a 
body created last August to secure the effective coordination 
of industry and material resources in the interests of 
national security and welfare. The Council consists of the 
Secretaries of State for War, the Navy, the Interior, 
Agriculture, Commerce and Labour, assisted by an 
Advisory Commission (nominated by the Council) of 
seven civilians appointed by the Federal President. 
Each member of the Commission appoints a com¬ 
mittee or board representative of the activities for 
which he is responsible. The medical representative is 
Dr. Franklin H. Martin, who presides over a committee 
the other members of which are Surgeon-General William C. 
Gorgas, U.S. Army; Surgeon-General William C. Braisted, 
U.S. Navy; Surgeon-General Rupert Blue, Public Health 
Service ; Colonel Jefferson R. Kean, Director-General of 
Military Relief of the American Red Cross ; Dr. William H. 
Welch, member of the National Council of Research ; Dr. 
William J. Mayo, ohairman of the Committee of American 
Physicians for Medical Preparedness ; Dr. Frank F. Simpson, 
chief of the Medical Section of the Council for National 
Defence and Secietary of the Committee of American 
Physicians for Preparedness. This medical committee 
owes its inception early last year to the joint action of the 
American Medical Association, the American Surgical 
Association, the Congress of American Physicians and 
Surgeons, the Clinical Congress of Surgeons of North 
America, and the American College of Surgeons. It has 
already done much excellent work, including the selection 
of some 20,000 medical men classified according to their 
training and the kind of work for which they are best fitted. 
In order to facilitate the examination of recruits and release 
officers of the regular Army from such work a board of officers 
from the Medical Offioers Reserve will be in session at the 
New York Academy of Medicine to examine candidates for 
the medical services and initiate them in the details of this 
work. 

The preparatory work of organising and equipping base 
hospital units was taken in hand by the American Red Cross 
some months ago, and 22 units are now ready for service at 
any moment, while 7 others are on the point of completion. 
Each hospital will contain 500 beds. There have been 
enrolled 3000 trained nurses for active service, and more 
than 1000 medical men, as well as over 4000 women with an 
elementary knowledge of first aid and hygiene, who will be 
able to assist the trained nurses. The first naval base 
hospital stationed at Brooklyn is equipped for 250 beds, and 
has been ordered to hold itself in readiness for active 
service. 

The Rockefeller Institute is experimenting with a portable 
military hospital unit with accommodation for 200 patients 
to be used as a surgical clinic. It is proposed to place it in 
the charge of Dr. Carrel and Dr. Dakin to assist in the 
introduction of the methods of these surgeons as carried 
out in the French military hospitals. 


The War Refugees* Dispensary. 

The Committee of the War Refugees* Dispensary, which has 
recently been closed, has sent in its final report to the War 
Refugees* Committee, of whose work it formed a branch 
and by which It was financed. Instituted in October, 1914, 
by four English and three Belgian doctors, with the assis¬ 
tance of a Voluntary Aid Detachment, this dispensary 
continued its activities at 265. Strand, London, W.O., as an 
out-patient department for refugees until early in the present 
year, when, owing to progressive difficulties both in staffing 
and financing, it was closed and the work handed over to 
the Government Dispensary in Sheffield-street, W.C. During 
the two-and-a-quarter years of its existence nearly 29.000 
Consultations and treatments were given with a daily average 
of 52 attendances. Medical cases predominated, but a 
considerable proportion of surgical, skin, nose, throat, 
ear, and other affections were dealt with. Patients to the 
number of over 400 requiring treatment beyond the scope of 
the dispensary were passed on to out natiem departments of 
suitable hospital". *nd 124 placed ^ iu p H. -t . Besides 


this over 1200 introductions for ophthalmic treatment were 
given, and 420 pairs of spectacles supplied free or partially' 
free. Upwards of 1000 dental cases were treated by -a 
private dentist, who most liberally and kindly placed his 
services at the disposal of the Committee, and nearly 509 
received hospital treatment. Artificial teeth and repairs, 
free or assisted, were granted to 63 people, and in the same 
way nearly 600 surgical appliances have been provided. 
With a few exceptions medicines were dispensed on the 
premises, nearly 20,000 prescriptions having been made up, 
at an average cost of 4 \d. each. As the whole of the 
English staff and some of the Belgian gave their services 
free, the dispensary was enabled to exist upon a comparatively 
modest income. The premises were kindly lent free of rent 
for some months, and then at a reduced rate; drugs were 
latterly one of the heaviest items of expenditure, costing 
£240 during 1916. The total expenses of the dispensary for 
the 27 months of its existence barely exceeded £1800. An 
important branch of the. work was that of providing doctors 
to visit refugees who were too ill to come to the dispensary. 
In the earlier months there was a certain number of Belgian 
doctors available in London who could do this work, and* 
when they were not available English practitioners visited 
the Belgian patients in their own neighbourhoods, but 
in view of the general shortage of doctors the provision of 
domiciliary treatment was always attended with difficulty. 


The Training of the Disabled Soldier. 

Several weeks ago it was stated that the Ministry of 
Labour was collaborating with the War Pensions Statutory 
Committee in setting up Trade Advisory Committees, on 
which both employers and employed were to be represented, 
to deal with the training and employment of disabled men 
in various trades. In Lancashire, where a county authority 
is dealing with the same question, the movement has, up to 
the present, taken the form of collecting information from 
all the education authorities in the county with regard to 
the facilities which they would be able to offer for training 
men in various industries. This information has been 
tabulated and will shortly be circulated to all the Local 
Pensions Committees for their use. It is hoped that the 
whole of the cost will be met by the Pensions Ministry and 
that no education authority will hesitate to aocept men from 
any part of the county. _ 

Medical Men of Military Aoe in Ireland.— 
The Council of the Irish Medical Association have passed 
the following resolutions :— 

1. The Council of the Irish Medical Association consider that It te 
unfair and dangerous, from a public health point of view, for the 
authorities to refuse sanctioning temporary appointments of medical 
men of military age in the country, where the services of men over 
military age cannot be procured. 

2. The Council of the IrUh Medical Association consider that the 
military authorities are not consistent in their action In refusing to 
employ medical men over 50 years of age for foreign service, although 
active and energetic, and in some cases well known operating 
surg> ona, while they have given military home work to many men 
who are of military age. 

German Treatment of British Prisoners of 
War : A Scottish Resolution.— The Faculties of Medicine 
of the Scottish Universities, together with the Presidents 
and Councils of the Royal College of Surgeons of Edinburgh 
and of the Royal Faculty of Physicians and 8nrgeons of 
Glasgow, have issued a resolution recording— 

Their condemnation and detestation of the negleet and inhumanity 
which characterised the conduct of certain members of the Pros-ian 
medical staff to whom the treatment of British prisoners of war was 
entrusted, especially in the internment camps at Wittenbeig and 
Gardelegen, during outbreaks of typhus fever which had been largely 
provoked by overcrowding, insufficient food, and entire absence of all 
sanitary measures. The facts as stated in the recent reports of a 
British Government Committee, which are based mainly on the testi¬ 
mony of officers of the lloyal Army Medical Corps, themselves prisoners 
of war, are of such a nature as to bring indelible disgrace upon the 
medical men concerned and upon the German Government, which 
remains ultima’civ responsive f. r the treatment me’ed out to prisoners 
of war. As members of a profession which has hitherto, In every quarter 
of the civilised world, been inaccessible to the shameful influences 
which make f-w barbarity in warfare, we are reluotanlly forced to the 
conclusion that a soirit of gross Inhumanity has not been absent from 
the Prussian Medical Service. 

New Military Hospitals.— A Red Cross hos¬ 
pital is to be established on the Millhay recreation ground at 
Plymouth. The hospital will con tain 200 beds, in tents, and 
some adjacent buildings have been lent and will be used as 
dining and recreation buildings. The work is nearly com¬ 
pleted ; the cost of the equipment is estimated at £1750, 
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which is being raised by subscription. The medical men 
on the staff of the institution are Mr. Y*. Down and Dr. 
G. 8. Earl.—Bigadon House, Buckfastleigh, Devon, was form¬ 
ally opened for the reception of patients on April 2nd. The 
institution contains 50 beds, and patients will be sent there 
from the American Women’s Hospital at Paignton.—The 
Hon. Mrs. Smyth has given Ashton Court, near Bristol, as a 
military hospital. It will accommodate 120 beds.—The 
Torrington Volantary Aid Hospital was recently formally 
opened. It contains 10 wards with 65 beds, and an addi¬ 
tional 10 beds could be provided, should the necessity arise. 
—Colonel James Craig, M.P., has placed his residence, 
Graigavon, at the disposal of the military authorities as a 
home for neurasthenic soldiers. It will be worked in 
connexion with the Ulster Volunteer Force Hospital. 

I Red Cross Gifts.— More than .£200,000 have 
been collected in the United Provinces of India for the pro¬ 
vision of transport for the wounded by the Special War 
Fund inaugurated last year by Sir James Meston, Lieutenant- 
Governof of the United Provinces.—The Imperial Order of the 
Daughters of the Empire, Illinois, have sent a gift of £2000, 
and New Zealand has sent through the High Commissioner a 
sum of £963. 



Society of Apothecaries of London.—A t 
examinations held recently the following candidates were 
successful 

Surgery.— B. W. Dlggett, (Sections I. & II.), Philadelphia and London 
Hod ital; D. H. Hearn (Section I.), Durham ; T. F. Reason (Sections 
1. A II.), St. Mary’s Hospital; F. A. U<*wtn (Section I.). Westminster 
Hospital; and L. J. Vinoent (Sections I. A II.), Cambridge and St. 
Mft'y's Hospital. 

Medicine.— O. W. Coombes (Sections I. A II.), London Hospital ; 
F. A. Unwin (Section II.), Westminster Hospital; and C. G. Q. Winter 
(Sections I. A II). St. Mary's Hospital. 

Forensic Medicine.— G. W. Coombes, London Hospital; and W. H. A. 

Pratt-. Guy’s Hos ital. 

Midwifery.— C A. W. Chapman, Sheffield. 

The Diploma of the Society was granted to the following candidate 
entitling him to practise medlcioo, surgery, and midwifery : C. G. G. 
Winter. 

The date James Henthorn Todd Connor* 
M.R.C.S., L.8.A.—The death of Mr. J. H. T. Connor took 
place at 1, Mulberry-walk, Chelsea, on April 16th, at the 
age of 75 years. He was the fourth son of Dr. William 
Connor, of New Wandsworth, whom he succeeded in prac¬ 
tice, and a nephew of Professor Robert Bentley Todd, 
F.R.8. He was educated at King’s College School and 
Hospital, where he was dresser to Sir William Fergnsson. 
For many years be had an extensive general practice in 
New Wandsworth and its neighbourhood, holding various 
public appointments, including that of medical officer to 
the Battersea Training College. He leaves a wife and four 
children. His eldest son is Mr. Bentley Connor, whose 
portrait of the King has commanded attention. 

Medical Magistrate. — Mr. Charles George 
MacVicker, B.A., M.B., B.Ch., B.A.O. R.U.I., has been 
placed on the commission of the peace for the county of 
Somerset. 

The late Sir John Howard. —The name of 
Sir John Howard, the engineer philanthropist, who died 
on April 20th in his eighty-seventh year, is perpetuated in 
Brighton by two benefactions—the Howard Convalescent 
Home at Black Rock, which he built and endowed at a cost 
of £40,000 for ladies of limited means, but which on the 
outbreak of the war was handed over to the War Office for 
wounded soldiers, and a scheme for the building and 
endowing, at an outlay of £30,000, of 24 cottages as cottage 
homes for incapacitated nurses in memory of Nurse Cavell. 
He had previously founded the Howard Charity, which 
provides regular weekly assistance to a large number of old 
people. 

Donations and Bequests.— By will the late 
Mrs. Sarah Clayton Dawson, Upper Norwood, 8.E., 
left £1000 each to the Convalescent Home, Enys-road, 
Eastbourne, and the London Homoeopathic Hospital, and 
£460 to the Medical Missionary 8chool in connexion with 
that hospital.—The late Miss Isabel Marion Briscoe, of 
Godsall, Staffordshire, has left £500 each to the Wolver¬ 
hampton and Staffordshire General Hospital and the Wolver¬ 
hampton and Distriot Hospital for Women, £100 each to the 
London Hospital and the Brompton Consumption Hospital, 
and £50 to the Wolverhampton district branch of the 
Queen Victoria Nursing Association.—By will the late Mr. 


Thomas Wharrie, of Eton-avenue, Hampstead, N.W., has 
left £1000 each to the Royal Infirmary, Glasgow, the Western 
Infirmary, Glasgow, the Victoria Infirmary, Glasgow, the 
East Park Home for Infirm Children, and the Higginbotham 
Sick Poor Nursing Association.—The late Mr. Ernest 
Penrose Arnold, of Stilemaus, Godaiming, has by will made 
a large bequest to the Children’s Sanatorium at Holt, 
Norfolk, or other sanatorium for the poor to be selected by 
bis executors. 

The late Charles Sinclair Thompson, M.B., 

C. M. Edin.—D r. C. S. Thompson, consulting surgeon to 
Bideford Infirmary, died at his residence, Bideford, Devon, 
on April 9tb. The deceased, who succeeded his father, had 
practised in Bideford and the distriot for over 40 years, 
retiring from active work a year ago. He was on the 
honorary surgical staff of the Bideford Infirmary and held 
appointments under the Bideford union for 35 years. Dr. 
Thompson, who was greatly respected in Bideford, leaves a 
widow and one son, a lieutenant in the Royal Engineers. 

Dr. James Bertie Simpson has been appointed a 

deputy lieutenant of Sutherland. 

Centenarians.— Miss Charlotte Carlyon, who was 
born on Feb. 16th, 1815, died at Truro recently. Her 
cousin, Rev. P. Carlyon, died a few years ago at Falmouth, 
in his 103rd year.—Mrs. Eleanor Plaistowe died recently at 
Highgate, aged 102 years. 

The late Dr. H. P. Potter.— Henry Percy 
Potter, M.D.Durh., F.R.C.8. Eng., L.8.A., D.P.H. Cantab., 
who for 37 years was medical superintendent of the Kensing¬ 
ton Infirmary, died on April 9th at the age of 63 years. He 
received bis medical education at St. Thomas’s Hospital 
and in Paris, qualifying L.S.A. in 1875. Three years later 
he obtained the F.R.C.S. Eng. by examination, and in 1893 
he graduated M.D. at Durham University. He was also a 

D. P.H. of Cambridge. After holding house appointments 
at St. Thomas’s Hospital he took up the resident appoint¬ 
ment at the Kensington Infirmary which he held until his 
death. At one time he was president of the West London 
Medico-Chirurgical 8ociety. Dr. Potter made several con¬ 
tributions to medical literature, the more important being 
a treatise on Gonorrhoeal Rheumatism, its Nature ana 
Treatment, published in 1878, and an account of the natural 
history of the “Voyage of the Sunbeam .” 


^arliamentarj Intelligence. 

HOUSE OF COMMON8. 

Thursday, April 19th. 

Health of Salonika Forces. 

Answering Mr. Dillon, who asked what precautions were 
being taken to safeguard the health of the Army in the 
neighbourhood of Salonika during the summer months, 
Mr. Bonar Law said: I can assure the House that the 
Government are fully alive to the difficulties and dangers 
in connexion with this matter, and are taking all possible 
steps. 

Deaths at Kinmel Park Camp. 

Mr. Haydn Jones asked the Under Secretary for War 
what was the number of deaths amongst soldiers at Kinmel 
Park Camp, Rhyl, for the monthB of February and Maroh 
and the causes of such deaths.— Mr. Macpherson replied: 
The answer is as follows:— 

February : 1 officer, 15 men : Pneumonia 7. bronchitis 4, pleurisy 2, 
motor accident 1. died at Abergele of syncope 1, found de*d in quarters 
(an officer) 1. March : 1 officer, 17 men: Pneumonia 6, oerebro spinal 
meningitis 4. bronchitis 1, pneumococcal meningitis 1, meningitis 1, 
dlls'ed heart 1. hemiplegia 1, cancer of stomach 1, under anmthetic 1, 
bomb wounds (an officer) 1. 

Artificial Limbs for Disabled Soldiers. 

Replying to Major Chapple, Mr. Barnes (Minister of 
Pensions) wrote: A committee of experts exists for the 
purpose of advising as to the most suitable types of limbs 
lor disabled soldiers, and as to the prices that should be paid 
for them, if it advises that the prioes asked by the manu¬ 
facturers are excessive, the question of a Government 
factory will be considered, but the main consideration which 
I have in view is not the cheapness of the limb but its 
efficiency. 

Tuberculosis Treatment in County Meath. 

Mr. P. White asked the Chief Secretary for Ireland 
why the application of the Meath county counoil for 
£347 10«. (ft being the only money received from the 
Treasury for the treatmtnt of tuberculosis) bad not been 
granted this year, as similar estimates were since the pass¬ 
ing of the National Health Insurance Act, 1911; and whether 
the granting of the amount was recommended by the Local 
Government Board for Ireland.—Mr. Duke wrote in reply: 
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The Treasury decided not to sanction this grant on the 
advice of the Local Government Board for Ireland, with 
which the Irish Insurance Commissioners agreed, that the 
arrangements for the treatment of tuberculosis in county 
Meath were not satisfactory. 


Monday, April 23rd. 

Calling up Medical Men. 

Mr. Brookes asked the Under Secretary for War whether, 
in order to prevent difficulties arising by the withdrawal of 
medical service in any area, Insurance Committees or other 
authorities responsible for the public health would be 
allowed a right of appeal against the recent order calling 
up medical men similar to that accorded to individuals.— 
Mr. Macpherson replied : Each individual affected by the 
Military Service Acts has the right of appeal, and a medical 
man can appeal to a tribunal, who will refer his case to the 
Central Medical War Committee. The procedure as to the 
action which an Insurance Committee or other authority may 
take is being discussed by the departments concerned. 

Venereal Disease Bill . 


Mr. Hayes Fisher (Parliamentary Secretary to the Local 
Government Board) moved the second reading of the 
Venereal Disease Bill, the object of which is to prevent the 
treatment of venereal disease otherwise than by duly 
qualified medical practitioners and to control the supply of 
remedies therefor. The Bill has already passed through the 
House of Lords. 1 He said that the Bui was not a war 
measure. It, however, had this connexion with the war, 
that as the Royal Commission on Venereal Diseases reported, 
and as experience showed, after war outbreaks of venereal 
disease were likely to occur to men in districts which had 
been comparatively free from it. Although this Bill had 
been introduced he did not wish the House or the country 
to jump to the conclusion that there was any increase in this 
formidable disease. Except in regard to the Army, the 
Navy, and the police, there were no statistics available 
to show the extent of the disease, but if the deaths due to 
syphilis were taken the evidence would lead to the con¬ 
clusion that the disease was stationary, or at all events it 
was not increasing. Bo far as the figures could be obtained, 
there was nothing to show that the ratio per 1000 in the 
Army had in any degree increased. But it was not neces¬ 
sary to try to prove any increase in the prevalence of 
venereal disease in order to prove the case for the Bill. Its 
prevalence was quite formidable enough. In 1916 there 
were 36,500 oases treated in the London Lock Hospital 
alone, and these had increased from 23,074 cases in 1913. 
As a result of the report of the Royal Commission, Mr. 
Long, when he was President of the Local Government 
Board, had circularised local authorities asking them 
to establish centres for the scientific diagnosis of 
the disease and for free and complete treatment. 
Ninety-nine out of the 145 local authorities who had been 
thus circularised had submitted schemes, and 61 of those 
sohemes applying to a population of 19 millions had been 
approved. 

Mr. King: How many of the schemes are in actual 
operation? 

Mr. Hayes Fisher: Most of them are in operation. Take 
the case of London. He had only the figures relating to six 
hospitals for the first three months of this year, and in them 
1196 males and 350 females had been treated as new patients. 
It was remarkable in these times, when there was such 

S ressure on hospitals and on the medical profession, that 
tiey had been able to submit practical schemes. He had 
great hopes that these schemes would rapidly mature and 
that the results from them would be, perhaps not all that 
could be possibly expected, but would be very substantial 
in gradually diminishing the prevalence of these diseases. 
The policy which was being adopted could be described as 
the maximum of persuasion with the minimum of penalty. 


Need for Legislation. 

Why, then, was legislation required? It was necessary as 
a complement to administrative action, and it would hasten 
the operation of that action. A policy was wanted to 
persuade the victims of these diseases to abandon quack 
methods of treatment and go to the centres where thev 
would get sound and scientific methods of treatment. It 
was desirable to prevent the treatment of these diseases by 
methods which were specious, fallacious, and, indeed, per¬ 
nicious. The Bill prevented the treatment of the disease 
otherwise than by a duly qualified medical practitioner, or 
the dispensing of any remedy except on the prescription of 
a medical man. Persons suffering from venereal diseases 
were a menace to the health of the community. Although 
the Bill rested on persuasion of the sufferers to seek proper 
treatment, that policy was retarded and hindered if they did 
not prevent quacks from carrying on their trade. The liberty 
of the individual had constantly to give way to the safety of 
the State. All statutes for the compulsory notification of 
infectious diseases interfered with tne liberty of the indi¬ 


vidual, and this infringement of the liberties of the subject 
in this case was proposed to preserve the greater liberty of 
the community. The Royal Commission had no hesitation 
in stating that the effects of the unqualified practice as 
regarded venereal disease were disastrous. He was quite 
conscious of the limitations of the Bill, but in this cam¬ 
paign against venereal disease all forces—educational, moral, 
and spiritual—had to be brought to bear. In passing the 
Bill Parliament would be providing the country with legis¬ 
lation which was ancillary to the policy of persuasion. 

Crittcism of the Bill . 

Mr. King thought that the Bill should have been post¬ 
poned until centres for free treatment were in operation in 
every part of the country. He deprecated any step which 
would confer a monopoly on salvarsan treatment at this 
stage. 

Captain Guest, whilst he supported the second reading, 
considered that the Bill did not go far enough to cope with 
the magnitude of the evil caused by venereal diseases. He 
went on to deal with the seriousness of these diseases 
in the Army. The Under Secretary for War had stated 
recently that the ratio was 43 per 1000. But in the 
aggregate that meant a very large total. Since the war 
began there had been admitted to hospitals in England over 
70,000 cases of gonorrhoea, over 21,000 cases of syphilis, and 
over 6000 cases of soft chancre. All these men might with 
few exceptions be regarded as unfit for farther military use. 
He thought that it would be no exaggeration to say that 
during the course of the war between 40,000 and 50,000 cases 
of syphilis and between 150,000 and 200,000 cases of gonorrhoea 
had passed through the hospitals in France. This showed 
how great was the magnitude of the evil and how ineffective 
were the proposals of the Bill for dealing with it. In his 
view two measures were necessary—the removal of tempta¬ 
tion to the soldier and the subjection of civilians to compulsory 
detention and cure. 

Sir William Collins said that he could not help thinking 
that the legislative efforts of the Government had not been 
so fortunate as their administrative efforts. He was not 
quite sure—although he entirely agreed that the practice of 
the quack in cases of venereal disease was most pernicious 
and objectionable and from every medical and surgioal point 
of view to be condemned—that he desired adventitious pro¬ 
tection for the profession against the kind of practice which 
ought to carry its own condemnation. There was also the case 
of the tuberculosis quack and the cancer quack. He was 
not at all Bure that the tuberculosis quack was not more 
shameful than the quack with whom they were now con¬ 
cerned, and that the cancer quack was not worse than either. 
If Parliament was going to put down unqualified practice at 
all, it would be better to put it down altogether rather than 
deal with this particular corner of it alone. At the same 
time he wished to recognise that the practice of medicine, 
though a scienoe, was not an exact science, but a progressive 
science, and a science which should look for new life from 
any quarter from which it might proceed. The profession 
suffered rather than gained by association with the police¬ 
man and the gaoler in enforcing this prohibition, and he 
would rather see it rest on its own merits. 

Mr. Glyn-Jones said that if the provisions of the Apothe¬ 
caries Act were enforced against unqualified people who 
were to-day dealing with venereal disease nine-tenths of 
the evils which the present Bill was intended to hit would be 
removed. These provisions were not enforced. The Bill 
conferred on medical practitioners privileges which were 
not already possessed by them. The Bill was confined to 
venereal diseases, and it provided that the treatment should 
for the first time by law be limited to the medical profession, 
whilst allowing doctors, when treating other than insured 
persons, to buy and sell for profit to their patients any drugs 
or appliances which they might require. The pharmacists 
were not claiming too much when they said that if members 
of the medical profession were given the sole right to 
prescribe for patients who could not get treatment anywhere 
else the patients were driven to them, and the sole right 
carried with it the ability to usurp the functions of another 
profession and to make a profit out of buying and selling the 
remedies which were supplied to those patients. 

Mr. Dillon considered that the Bill and the Criminal Law 
Amendment Bill were rather bad specimens of panic legis¬ 
lation. In his opinion the way to deal with the subject 
would have been to go at it first from the moral and 
economic side, and also to have set up a Ministry of 
Health, the necessity for which, he rejoiced to observe, had 
at last dawned upon the people of this country. 

Sir H. Greenwood spoke of the number of Canadian 
troops who had gone through hospital for venereal disease. 
He hoped that steps would be taken to deal with such a 
situation, and that the Bill would go rapidly through the 
House of Commons. It was an earnest effort to deal with a 
disease which was largely due to lax administration in the 
past. 

After some further consideration the BUI was read a second 
time. 
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•• ■ Tubs© at, Apr iif 24th. 

Public Health Administration in Scotland. 

tof. MacCallum Scott asked tbe Secretary for Scotland 
whether the recent utterances of the President of the English 
LoOal Government Hoard with regard to the establishment 
of a Ministry of Health had any application to Scotland; 
whether he had had under consideration any proposals 
which would involve the local administration of public 
health in Scotland from the town and county councils 
which were at present charged with it; and whether, 
before any such proposals were adopted, he would afford 
ample opportunity for their discussion in the bodies affected. 
—Mr. MUNRO replied: Although my noble friend’s speeches 
have not referred to Scotland, any proposals affecting tbe 
machinery of government in relation to public health and 
its administration, of course, interest Scotland as well as 
England. I have received various suggestions in the matter 
which will receive my consideration. It is clear that any 
proposals implying such a ohange as my honourable friend 
describes could only receive effect by means of legislation 
which would afford ample opportunity of discussion. 

Cocaine in Dentistry. 

fTr". KaFfan asked the Under Secretary for the Home 
Department whether it was proposed to extend the permit 
to unregistered practitioners in dentistry to use prepara¬ 
tions containing not more than 1 per cent, of cocaine for a 
forther period upon its expiry on April 30th ; and, if so, to 
what date such extension wonld apply.—Mr. Brack 
answered: The existing exemption will be extended for a 
farther period of three months, and an Order will be made 
accordingly. 

Wednesday, April 25th. 

Public Health Legislation in Ireland. 

Mr. ARtffcUR Samuels asked the Chief Secretary for 
Ireland (1) whether, with a view to the better and more 
economical enforcement of regulations by the Local Govern¬ 
ment Board in regard to epidemic and infectious diseases in i 
Ireland, he would introduce a Bill extending the provisions 
of tbe Public Health (Prevention and Treatment of Disease) 
Act, 1913, to Ireland; and (2) whether, having regard to the 
representations of the medical profession in Ireland and 
the desirability of securing skilled treatment in cases of 
child-birth by properly qualified midwives, he would intro¬ 
duce a Bill for Ireland at an early date framed upon tbe 
lines of the English Midwives Act of 1902 and the Scotoh 
II id wives Act of 1915,—Mr. Duke answered : Bills have been 
drafted for tbe purposes mentioned in both these questions. 

Galling up Medical Men. 

We. PtiitfOLE asked the Chancellor of the Exchequer 
whether notices bad bedn issued to all medical men of* 
military age to report themselves for service at 9 a.m. on 
April 26th; whether tbe doctors so called up were to be 
required immediately to accept commissions and to be ready 
to join for service at 48 hours’notioe on or after May 6th; 
whether in the case of doctors who refused to apply for com¬ 
missions the recruiting officers were instructed to enlist 
them aB privates in the R.A.M.C.; whether in view of these 
instructions Bteps were being taken for securing that the 
essential needs of the civil community were met in order 
that a serious breakdown in the medical service might be 
averted.—Mr. BoUtar Law replied: The calling up of these 
doctors is necessitated by the attacks on hospital ships, bnt 
the danger of the civil population being left without doctors 
Is fully realised, and though all doctors of military age have 
been formally called up they will only be taken after con¬ 
sultation, which Is now taking place between the Local 
Government Board and the National Health Commissioners. 

Mr. Pringle : Will the right honourable gentleman give 
an assUrance that where a man is willing to accept a com¬ 
mission, even if he accepts it, he will not be taken away 
without consultation with those authorities?—Mr. BonaR 
LAW: That is the substance of the answer I have given. 
The Whole subject is being considered from all these points 
of yifcw. 

Slr W. Essfex : will the right honourable gentleman con¬ 
sider the subject of replacing these medical men by others 
who will be presently liberated from employment owing to 
the probable dosing up of military hospitals in this country 
in consequence Of the transference of patients ?—Mr. Bonar 
LaW : The National Health Insurance Commissioners and the 
Local Government Board are fully alive to that, and realise 
that the problems can only be satisfactorily met if men over 
military age will undertake part of the duties. 

Commander Wedgwood: Will the right honourable 
gentleman Bee that the Ministry of Munitions is also con¬ 
sulted on the question, seeing that doctors are very import¬ 
ant in connexion with the manufacture of gas ana in 
connexion with steel works?—Mr. Bonar Law: I can 
assure the House that the whole subject is being thoroughly 
gone into from the point of view of making the best use of 
the material available. In the view of the Government, and 
I sm sure that it is the view of tbe House also, the wounded 
must have tbe first claim. 


giftanats. 


For further information regarding each vaoanoy reference should be 
mads to the advertisement (see Index). 

When the application of a Belgian medical man mould be ooneidertd 
the advertisers are requested to communicate with the Editor. 

Bournemouth, Royal Victoria and West Hants Hospital, 
Boeco tribe Branch.—House Surgeon. Salary £1% per aim am rind 
extras, with b *ard, A;. 

Bristol Royal Infirmary.— Hoose Physician and House Surgeon. 
Salary at rate of £120 per annum, with board, Ac. 

Bust Infirmary.— Junior House Surgeon Salary £150 per annum, 
with board, Ao. 

Burt and District Joint Hospital Board.— Assistant to Meiieal 
Superintendent. Salary £250 per annum, with board, Ac. 

Cambbrwbll Infirmary, Brunswick—qu*r a— ^Two Locum Tenons 
Assistant Medical Officers. Salary £7 7s. weekly, each with board, Ac. 

Chester Royal Infirmary.— Assistant House Surgeon. Salary £150 
per annum, with board, Ac. 

Derry, DerbyshikeRoyal Infirmary.— Two House Surgeons. Salary 
£200 per aiirium, with board, Ao. 

Grebnwich Union Infirmary and Wohnhouee.— Assistant Medical 
Officer, unmarried. Salary £200 per annum, with apartments, 
rations, Ac. 

Harrogate Infirmary.— Resident House Surgeon. 

Kent County Council.— Tuberculosis Officer. Salary at rate of £500 
per annum. 

Leeds Public Dispenbart.— Second Female Resident Medical Officer. 
Salary £200 per annum, with board, Ac. 

Leicester Royal Infirmary.— Two Resident Surgical Officers. Salary 
£250 per annum, with apartments, Ac. 

London Temperance Hospital, Hampstead-road, N.W.—Temporary 
Anaesthetist two days a week for about two or three hours. Salary 
25 guineas per annum. 

Manchester, Anoats Hospital.—H ouse Physician. Salary £200per 
annum, with board, Ac. 

Manchester, Baguley Sanatorium for Tuberculosis.— First Assist¬ 
ant Medical Officer, unmarried. Salary £350 per annum, with 

board, Ac. 

Manchester, City of.— Temporary Assistant Tuberculosis Officer. 
Salary £400 pe- annum. 

Nottingham Children’s Hospital.— Female House Surgeon. Salary 
at rate of £230 per annum, with board, Ao. 

Nottingham City Asylum.— Locum Tenons. Salary £7 7s. per week, 
with bo*rd, Ac , 

Nottingham General Hospital.—Two Assistant Horise Surgeons 
for six months. Salary at rate of £250 per rinnum each, board, Ac. 

Notts County Council.— Second Assistant Tuberculosis Officer. 
Salary £400 per annum. 

PReston Royal Infirmary.— Resident Medical and Surgical Officer. 
Salary £120 per annum, with board, Ac. 

Queen's Hospital for Children, Hackney-road, Bethnal Green.— 
Temporary Anaesthetist. 8alary £60 per annuls. 

RHondda Urban District Council— Dental Surgeon. Salary £300 
per annum. 

Rochester, 8t Bartholomew’s Hospital, Kent.—Senior Resident 
House Surgeon. Salary at rate of £300 per annum, with board, Ac. 

Rotherham Hospital.— Junior House Surgeon. Salary £156 per 
annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital fob Women, South Side, Olaphfcm Common. 
8.W.—Female AnaesthetistonTueaday afternoons. Salary 10s. 6d. 
per attendance. 

Western General Dispensary, Marylebone-roal, N.W.—Honorary 
• Ophthalmic Surgeon. 

Wfcsr Riding of Yoh e s hihe .—Two Temporary School Medical 
Inspectors. Salary £320 per annum. 


girtfes, Storages, anb gaffes. 


BIRTHS. 

Lewis Smith.— On April 16th, at Bank HottSe, Pembroke Dock, tbe 
wife of Surgeon F. Lewis Smith, R.N*, of a daughter. 

Reynolds. —On April 4th, at Sham ecu, Canton, China, the wife of 
Dr. W. Graham Reynolds, of a son. 

WalToRt.—O h April 23rd, at Devonshlre-street, W., the Wife of A. J. 
Walton, F.R.O.S., of a son (still-born). 

MARRIAGES. 

Oddments—Jones —On April 17tb, at St. Hilary’s Church, Wallsaey, 
Captain William Leitrim Clements, R A.M.O., to Dorothy 
Melangell, only daughter of the late Rev. Owen Jones, Redtor of 
Nantglyn, Denbigh, and niece of Mrs. W. R. Roberts, of RolleitOn- 
drfve, Wallasey. 

Crawford—Jackson.— On April 17th, at Cloves Parish Church. 
Vineent James Crawford, D S.O., lieutenant-Oilond, RA.M.C., 
to Wien Kathleen (Eileen), eldest daughter of tbe late 8amuel K. 
Jackson and Mrs. Jackson, Cara, Cloves, co. Monaghan. 


DEATHS. 

Mkm*mr.—Killed In action on April 9th, Captain T. W. Martin, 
R.A.M.O., M.O., attached Royal Boots. 

Sadler.— Killed In action on April 17th, Captain Vyryan Kendall 
Sadler, R A.H.C.. aged 38. . _ m „ 

Scudamore.— On April 17th, after a short Illness, Lieutenant L. G. 

Scudamore, R.A.M.C. _ 

Weaver.— Killed (the result of a riding accident) at Ournuh Camp, 
Ireland, on April 20th, while serving as Captain R.A.M.G., John 
James Weaver, M.R.C.8. Rng., L.S.A., D.P.H. Oamb, Medical 
Officer of Health for County Borough of Southport, elder son 
of the late James WeaVer, M.D., of Southport, aged 66. 

B.B.—A fee Of Be. is charged for the insertion of Nofloes of Births, 
Marriages , and Deaths. 
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Sates, j%rt Caimttenfs* anb Jnskrs 
to Camspantonts. 

SALT IN THE DIET. 

Mr. William Mugfur, of Colan, Cornwall, who ia in his 
100th year, and who is probably the oldest active farmer in 
England, recently informed a correspondent of the Daily 
Express that, in his belief, to eat plenty of salt was a good 
thing if one wanted to live to a good old age. The use of 
4alt in the diet has always been more or less a contro¬ 
versial matter. In 1748 a scientific experimenter, Dr. 
William Brownrigg, of Cumberland, published a valuable 
book on the Art of Making Common Salt." In 1822 the 
author of the “Art of Invigorating and Prolonging Life," 
who disguised himself as “The Author of ‘The Cook’s 
'Oracle,’" but who is known to have been Dr. William 
Kitohiner, famous for his dinner parties, stated in his 
quaint little book that— 

“ Salt is aliorum condimentorum , condimentum, and the most 
ealubrious and easily obtainable relish which Nature has given us to 
give sapidity to other substances; and has this advantage over all 
other Sauces, that if taken to excess -it carries its remedy with it in 
its aperient quality." He adds : •* We suspect that most mischief is 
•done by the immoderate and constant use of the Common Condi¬ 
ments. We have sew some puritanical folks who are for ever 
boasting that they never touch Made Dishes, Ac. (one would suppose 
they had the Tongue of Pityllus), so be-devil every morsel they put 
Into their Mouth—with Pepper and Mustard, Ac., that they made 
their common food ten times more plquante— than the bum-gullet 
Bonne Boucbe of an eastern Nabob, or a Broiled Devil, enveloped in 
veritable Sauce d’Enfer.” 

Dr. Kitchiner includes the following footnote explaining 
the allusion to the Tongue of Pityllus:— 

“ This gentleman had so cold a Stomach (saith Suidas), that he 
made a sheath for his Tongue, that he might sw'allow down his 
Pottage scalding hot; yea, I mvself have known a Shropshire 
Gentleman of the like quality.” (This footnote seems to have been 
•extracted from Dr. Muffetton Fool, 4to, 1655, p. 287.) 

In 1699 England imposed a duty on salt which was 
revived on the motion of Sir Robert Walpole in February, 
1732, increased to 15s. a bushel in 1805, reduced to 2s. in 
1823, and abolished in 1825. Salt for the fisheries was free of 
duty. In the “ eighties ” there arose again a good deal of 
controversy in this country as to the injuriousness of eating 
common salt, and a book on the History of Salt was 
published in 1881 by Mr. E. M. Boddy, F.R.C.S., to uphold 
the eating of salt, but some of his arguments in its favour 
were thought by reviewers to be too enthusiastic. How¬ 
ever, in 1883, The Lancet referred editorially to the 
popular statements as to the injuriousness of common salt 
ana commended its judicious use. Books condemning 
the use of salt have also been published by industrious 
compilers of public opinion on the subject. Salt and 
■saltless diets have been both recommended with some 
amount of strenuousness, but Dr. Kitchiner’s quotation 
from Colman may be referred to here 

“ Man differs more from Man 
Tuan Man from Beast.” 

In The Lancet of 1907, under the title of “Chloride of 
Sodium in Heart Disease," we quoted the opinion of an 
author who asserted that the average individual consumed 
far too much salt, and we then said that— 

* 4 Many people Imagine that salt is a prophylactic against ill- 
health and that they cannot well consume too much of It. With 
delicate people, however, the habitual ingestion of more salt than 
Is required by the system is sure to produce ill effects. The amount 
of salt that can be consumed daily with safety depends upon the 
constitution of the individual.” 

Tears ago medicinal treatment was tried by many medi¬ 
cal men of administering sodium chloride in cholera, 
phthisis, typhoid and other fevers, and in parasitical 
diseases. The most favourable results seem to have been 
obtained in the treatment of fevers by administering 
graduated doses. In more recent times common salt is 
claimed to be beneficial in leprosy, but deleterious in 
epilepsy and in diseases of the kidney. In 1902 The Lancet 
•commented on the question whether 80 grains of salt per 
gallon in potable waters and for domestic supply purposes 
was objectionable. On the whole the idea that salt prolongs 
life is a fallacy, but the opposite view is sure to be held by 
not a few who studiously avoid it as an addition to diet. 

THE DRINK QUESTION. 

In common with other countries England has been compelled 
to safeguard the efficiency of its army by the drastic 
regulation of the sale of intoxicants. The two burning 
questions of the moment, State purchase and the national¬ 
isation of the liquor traffic, are discussed in The Alliance 
Year Book and Temperance Reformers ’ Handbook for 1917 
(edited by G. B. Wilson, B.A. Loud., Howard Medalist, 
Royal Statistical Society; published in London and 


Manchester by the United Kingdom Alliance, price Is. 
net) by the Rev. Principal Denney, D.D., and Mr. Edward 
Wood, J.P., respectively. The editor contributes an 
article on Alcoholic Liquors and Foodstuffs, while short 
notes deal with the food-supply of the United Kingdom, 
prohibition, and the liquor trade finance. Figures and 
diagrams supplement a formidable array of facts. 

A KIDNEY AND ABDOMINAL PROTECTOR. 

Dr. John Campbell, of Belfast, has called our attention to a 
garment to protect the lower part of the trunk designed by 
Lady Angela Adair, of Dunadry, Co. Antrim, and consisting 
of a shaped band of flannel about 36 inches long and 12 
inches wide at the waist, with a narrower band passing 
between the thighs, which can be readily adjusted. The 
designer believes that the protector w“ill prove useful 
in preventing exposure to cold, and that it will add to the 
comfort and health of those who wear it. The makers are 
Messrs. Robert McBride and Co., of 20, Alfred-street, Belfast. 

ECONOMY IN RUBBER GLOVES. 

Messrs. W.& A. Bates, Limited, of St. Mary’s Mills, Leicester, 
have written with reference to the letters which have 
appeared on this subject, and have sent us some actual 
figures of the saving effected by some of the hospitals which 
send their damaged gloves to be repaired by the electric 
vnlcaniser. 


! 

Gloves 
repaired 
during 12 
months. 

Cost of 
repairs. 

London Hospital, Whitechapel road . 

1st Eastern General Hospital, Cambridge ... 

1281 

£ s.d. 

18 7 3 

1741 

28 4 0 

War Hospital, Croydon . 

District Infirmary, Ashton-nnder-Lyne ... 

864 

15 3 2 

563 

10 2 6 

3rd London General Hospital, R.A.M.C., 
Wandsworth . 

593 

9 0 10 

Queen's Hospital, Birmingham . 

950 

17 8 6 


Total gloves re¬ 
paired during 
12 months. 

Total cost 
of repairs. 

Cost of same number of 
new gloves at an aver¬ 
age price of 2s. per pair. 

“ Apparent" or 
maximum saving 
effected. 

6042 

£98 6s. 3d. 

£302 2s. Od. 

£203 15s. 9d. 


Hospitals which send all their damaged and worn-out 
gloves to this firm for repair receive scrap prioes for any 
gloves which are considered to be past repair. 


“MONKEY” NUTS AS A TOOD. 

To the Editor of The Lancet. 

Sib,—T here seems to be now an increased sale of 
“monkey” nuts, and I observe that the price, which in 
peace time was Id. a pint, has now reached 3d. a pint in 
some places. I bought a pint of these nuts and found that 
in the shells they weighed 5 oz. and the yield weighed 
31 oz. At 3d. a pint this equals 1 s. Id. per pound for the 
“nuts,” and at 2d. a pint equals lOd. a pound. In some 
places they are sold at od. a pound shelled. I ground up the 
seeds, of which there are one, two, or three in the shell, 
in a mincer, and mixed the minced nuts with an equal 
quantity of flour and a little sugar and baked as a flat 
cake. 1 have come to the conclusion that 1 part of 
nuts to 3 parts of flour would have been better, as the cake 
was too oily and rich and produced in three people a slight 
feeling of nausea and a desire to drink half a pint ot water 
immediately. I have also eaten the peanuts unbaked 
and experienced the same urgent desire to drink. I 
remember seeing installed on the counter in London 
licensed victuallers’ establishments a few years ago what 
were, I believe, American machines like urns for supplying 
by a penny-in-the-slot arrangement a small quantity of these 
“nuts” shelled. There seems to have been method in this 
attention paid to customers. In grinding up the nuts a 
moderate quantity of clear thin oil is obtained, something 
like olive oil. I learn that this arachis oil is used in the East 
instead of olive oil in cooking and for making oint¬ 
ments, liniments, and plasters, and as a substitute for 
cod-liver oil. The name Arachis hypogacia, which is inter¬ 
preted as “without a backbone” and “ under the earth,” 
refers to the strange power of the plant of forcing the fruit 
or pods as they increase in size into the earth, where they 
ripen their seeds, thus accounting for the English names of 
“ ground-nut" and “ earth-nut," and sometimes “ pea-nut ” 
and “ underground kidney-bean." The shells, when ground 
up in a small mill or mincer, make a very light-weight dry 
bran-like substance, which answers well for stuffing cushions 
instead of bran. I have seen public plaoes strewn with 
“ monkey " nut shells, but they could be made use of in thia 
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way'. When immersei in boiling water some of the ground 
shell sinks and some floats, bat it does not dissolve. 

I am, Sir, jours faithfully, 

London, April 16th, 1917. OBSERVER. 

Another South American name for the “monkey” nut is 
“Cacahuate,” which evidently accounts for the common 
French names of “Cacahu&te" and “Cacahuate,” although 
other French names are “Arachide” and “Pistache ae 
terre.” The German names are “Erdnuss,” and for the 
oil “Katjangol,” evidently a corruption of the East Indian 
Katchuug oil. It is also claimed that from these oily 
nuts a kind of inferior chocolate may be made; the oil, 
however, is said not to “keep” well, but soon to become 
rancid. 

In a recent handbook on Brazil by J. C. Oakenfull is the 
following paragraph:— 

Pea nuts ( Amendoim ). These kernels yield 50 per cent, of oil, end 
the shells contain 85 48 per cent, of cellulose. The residue of the 
crashed nuts forms an excellent feeding cake for cattle, containing 
more than 31 per oent. of albuminoids, 11 per cent, of oil, and 31 per 
cent, of starch and saccharine matter. The plant thrives only in a 
limestone district, or in soils where an abuudance of calcareous 
matter has been added. It should be planted in rotation with tubers 
or maize. In favourable circumstances 2£ tons of nuts to the acre is 
not an out-of-the-way crop. _ l 

“ MEDICAL PRACTITIONERS AND IMPERFECT 
OPERATIONS.” 

UNDER the above heading the Western Morning News has 
quoted recently the report of Mr. J. F. Fry, in reference to 
tonsils and adenoids in the Exeter division, presented by 
him to the Devon Education Committee 

I am convinced that the school medical inspector should, with 
regard to all defects, only send notices to parents in those cases 
where the deficit is so very marked that the medical attendant 
cannot do otherwise than endorse the verdict. There Is an undoubted 
disinclination on the part of many practitioners to fall foul of the 
school medical inspector if possible. In fouror five instances parents 
complained th*t my promise was not fulfilled, as their children had 
not benefited by the operation, and the result was that all other 
cases refused treatment in those places. Examination showed that 
the local practitioner in one case had taken a small slice of the tonsil, 
in another had removed one tonsil only, and had not touched the 
adenoids. The moral is, that while some general practitioners remove 
tonsils and adenoids as well as a specia 1st, it would be wiser that all 
cases should be trested by a skilled operator, and I think that all 
ought to go to hospital. _ 

I.M.S. (P . db 0. S.N. Co.) is thanked for his communication 
but has omitted to enclose his card. 


3WtaI Jiarj for % ensuing SBetk. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE. 1, Wlmpole-street, W. 

MEETINGS OF SECTIONS . 

Thursday, May 3rd. 

OBSTETRICS AND GYNAECOLOGY (Hon. Secretarles-H. Russell 
Andrews, T. G. 8tevens): at 8 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1917-1918. 

Specimens: 

Mr. Gordon Ley: Spontaneous Rupture of Uterus. 

Mr. T. G. Stevens : Decidual Reaction in a Polypus. 

Short Communication: 

Mr. Gordon Ley; Decidual Reaction in a Uterine Fibroid. 

Papers: 

Mr. J. D. Malcolm: Post-operative Tympanites: its Nature, and 
Some Points in its Treatment. 

Dr. Cuthbert Lockyer: Ovarian Pregnancy. 

Friday, May 4th. 

LARYNGOLOGY (Hon. Secretaries—Oedl I. Graham, Frank A. Rose): 
at 4 pm 

Annual General Meeting.—Election of Officers and Council for 
Session 1917-1918. 

Cases and Specimens: 

Mr. Mark Hovell: (1) The Treatment of Irritative Coughing; (2) 
Retainers of Tracheotomy Tubes. 

Mr. E. D. D. Davis t Two Cases of Optic Neuritis caused by Nasal 
Disease. 

Mr. G. W. Dawson: (1) Nasopharyngeal Fibroma; (2) Adherent 
Palate; (3) Congenital Atresia Nans. 

Dr. Watson-Williams: Recent Methods of Nasal Diagnosis Illustrated. 

Mr. W. M. Mollison: (1) Osteomyelitis of Frontal Bone; (2) Car¬ 
cinoma Maxillae after Operation. 

Dr. Donelan: Specimen of Epithelioma removed from the Vocal 
Cord. 

Mr. Tilley: Skiagram of Pituitary Fossa and Notes upon Removal 
of New Growth. 

Dr. Dan McKenzie: Spasmodic Stricture of Thoracic (Esophagus; 
Skiagrams. _ 

BONTGBN SOCIETY, at the Cancer Hospital (Free).FuIham-rosd, S.W. 

Tuesday. — 8.16 p.m., General Meeting. Arijoorned Discussion 
on the Future of the British X Ray Industry (continued by 
Oapt. T. Holland (President)). Mr. A. S. Bsslemont. Dr. /. 
Metcalfe, Mr. P. J. Neate, Mr. F. W. Higgins. Mr. W. R. Bulll- 
more, Mr. A E. Dean, Mr. B. H. Morphy, Mr. W. B. Scball, 
Mr. J. H. Webb, Mr. H. C. Head, and Dr. R. Knox will take 
part In the discussion. 


ROYAL SOCIETY OF ARTS, John-etreefc, Adelphi, W.O. 

Wednesday.— 4.30 p.m., Paper Mr. J. O. Shenstone: .Herb- 
. Growing in the British Empire: its Past, Present, and Future. 

WB8T LONDON MBDICO-CHIRURGICAL SOCIETY, West London 
Hospital, Hammersmith-road, W. 

Friday.— 8.30 p.m.. Meeting. 

LECTURES, ADDRESSES, DEMONSTRATIONS, 4c. 

ROYAL OOLLBGB OF PHYSICIANS OF LONDON. Pall Mall Bast. 
Tuesday and Thursday —5 p.m., Oliver-Sharpey LecturesDr. C. 
Bolton ; Observations on the Pathology of Cardiac Dropsy. 

ROYAL OOLLBGB OF 8URGBONS OF ENGLAND, Lincoln's Inn 
Fields. W.O. 

Museum Demonstrations (Pathology) for Medical Students and 
Practitioners and First-Aid and Ambulance Students 
Monday —5 p.m., Mr. 8. G. Shattook : Gunshot Injuries. 
POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday.—2 p.m., Medloal and Surgical Cllnios. X Rays. Mr. Gray t 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Simson % 
Diseases of Women. 

Tuesday.— 2 p.m.. Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat* 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.— 10 a.m.. Dr. Saunders : Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgioal Clinics. X Rays. Mr. Pardoe: Operations. 
Thursday. —2 p.m., Medical and Surgical Cllnios. X Rays. Mr. Gray: 

Operations. Mr. B. Harman: Diseases of the Bye. 

Friday.— 10 a.m.. Dr. Simson: Gynaecological Operations. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman: 

5 pe Operations. 2 p.m., Medloal and Surgioal Clinics. X Bays, 
r. Pardoe: Operations. 

ROYAL INSTITUTION OF GRBAT BRITAIN. Albemarle-street, 
Piccadilly* W 

Tuesday.— 3 p.m., Prof. C. 8. Sherrington: Tetanus: Its Prevention 
Symptoms, and Treatment. (Lecture I.) 5 p.m., Annual Meeting. 

ROYAL IN8TITUTB OF PUBLIC HEALTH, Lecture Ha of the 
Institute, 37. Russell-square, W.O. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 pm., Lecture III.:—Dr. C. W. Salecby: Imperial 
Health and the Dysgenics of War. Followed by a discussion. 


METEOROLOGICAL READING 8. 

{Taken daily at 8.90 a.m. by Steward's Instruments.) 

The Lancet Office, April 25th, 1917. 
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Other information which we have been accustomed to give In these 
" Readings” Is withheld for the period of the war. 


me following Journals, magazines, Ac. have been received — 

Albany Medical Annals, Revista Odontologica, Medical Review, 
Journal of the Royal Naval Medical Service, Public Health, Cleve¬ 
land Medical Journal, Journal of Nervous and Mental Disease, 
American Journal of Orthopedic Surgery, British Journal of Dental 
Science, Surgery, Gynecology, and Obstetrics, Journal of Laryngo¬ 
logy, Rhinology, and Otology, American Journal of Medical Sciences, 
Bugenics Review, American Journal of Roentgenology, American 
Journal of Public Health, Journal of Comparative Pathology and 
Therapeutics, Annales de l'lnstttut Pasteur, Tropical Diseases 
Bulletin, Canadian Journal of Medicine and Surgery, Midland 
Medical Journal, Calcutta Medical Journal, Medical Journal of 
South Africa, Bulletins et Memoires de la Social 6 M6dicale des 
Hdpitaux, Proceedings of the Royal Society of Medicine, British 
Dental Journal, Ac. 

EDITORIAL NOTICES. 

It Is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor , 11 and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original artioles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification . 

We cannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 2. 
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MANAGE RS NOTICB8L 

ALTERATION IN THE PRICE OF “ THE LANCET.” 

Increased war expenses ancl oost of production necessitate 
an increase of the prioe of The Lancet. Commencing with 
the new year, the prioe was raised to 8 d. The rates of 
snfaeoription remain as revised in October. 

TO SUBSCRIBERS. 

WILL Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom nave the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing oopies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
ottheir Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition is published in time 




TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 6. 

The Manager will be pleased to forward oopies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the oopies so supplied. 


Communications, Letters, fee., Lave been 
received from— 

A. —Mr. R. B. Agaskar, Lond.; Lond.; Dr. V. Dickinson, Lond.; 

Mr. ft. J. Albery/Lond.; Messrs. Mr. A. V. Dyer, Brighton. 

Allen and Hanburva. Lund.; B.—Dr. B. H. Itnbley, Melbourne; 
American Ee view of Tuberculosis, Dr. H. A. BIHs, Middlesbrough; 
New York City; Prof. R. Ales- Essential Artificial Limb Co., 

.aandri, Rome; Annales de l'In- Lond.; B. M. 
stitut Pasteur , Paris, Librarian F.—Messrs. H. Frowde and Hodder 
.■of; Dr, Janet Armstrong. Lond.; and Stoughton, Lund.; Mr. V, J. 

Mr. ft.ft. Fournier d’Albe, Lond.; French, Veutnor; Dr. W. M. 

Messrs. J. W. Arrowsmith, Fletcher, Lond.; Messrs. R.Ferber, 

Bristol; Abertysswg Workmen's Lond.; Capt. J. M. Fortescue- 

Medical Aid Society, Sep. of. Briokdale. K.AM.O 1 T.F.); 

B. —Burnley Union, Clerk to the; Messrs. Fannin and 0o. ( Dublin; 

Bolton Guardlaps, Clerk to the; Messrs. Fairchild Bros, and 

Messrs. Bale, Sons, and Daniels- Foster, Lond. 

son, Lond.; Dr. P. L. Benbam, G.—Dr. A. Greenwood, Lynton; 
Port Adelaide; Messrs. W. and Mr. S. Grantham, Lond.; Messrs. 

A. Bates, Leicester; Messrs. Grantham and Latham, Lond.; 

Butter worth and Go., Lond.; Capt. R. P. G&rrow, R A.M.C.; 

Britlth Medical Assoe’ation, Capt. J. G. Gayton, R.A.M.O.; 

{Queensland Branch), Brisbane, Dr. J. N. Goldsmith, Lond.; 

Bee. of; Dr. J. Bourguet, Paris ; Capt. H. D. Gillies. R.A.M.C.; 

Mrs. C. B rare ton, Lond.; Messrs. Guest Hospital, Dudley, Sec. of; 

W H. Bailey and Son, Lond.; Mr. H. 5. GiLbey, Land.; 

Mr. V. Bonney, Lond.; Messrs. Miss Gordon, Stroud; Gspt. 

Butterworth and Co. (India), Cal- A. R. Green, R.A.MLC.(T ); Ur. 

•eutta; Dr. A. F. .Bill, Lond.; J. Guy, Edinburgh. 

-British Service Guild, Lond., H.—Dr. R. C. Holt, Manchester; 
Beo. of; Board of Agriculture Health of Munition Workers 

■and Fisheries. Lond.; Messrs. Goounittee, Lond., Sec. of; Mr. 

Birdsall and Son, Northampton; J. T. Henderson, Pietermarltz- 

Dr W. S,Byrne^Johannesburg ; burg; Dr. T, J. Harder, Lond.; 

Piof. F. A. Bain bridge, Lond.; Hindlev, School Medical Officer 

Mr. W. Bryce, Bdinburgh ; Dr. of; H.M. Stationery Office, Lond.; 

Barnardo’s Homes, Lond., General Mr. W. S. Handley, Lond.; 

See of; Bread and Food Reform Mr. J. H. Hollyer, Droltwich; 

League, Loud. Hpn. Sec. of; Capt. G. M. Huggins, R.A.M.C.; 

British Drug Houses Co.. Lond.; Messrs. J. Hey wood, Manchester; 

Misses R and A. Bull, Blllericay ; Harrpgate Infirmary, Sec. of; 

Dr S. A. Bonnerjee, Lond. Messrs. A. Hevwood and Sou, 

C. —Capt. A. Compton, R.A.M.C.; Manchester; Messrs. Hancock 

Miss G. Cowiln. Lond.; Messrs. and Rlxon, Lond.; Lleut.-Col. 

G. W. Caraiick Co., New York F. H. G. Hutchimon, I.M.S.; 

City i Messrs. R. Cuthbert, Mrs. M. Hodson, Lond.: Capt. 

Huddersfield; Mr. J. Cat.burn, A. F. Hayden, LM.S. (retd,). 

Lond ; Dr. A. Churchward,Lond.; L—Insurance Committee for the 
Mr. A. C. Chapman, Lond.; County of London; Irish Medical 

Messrs. B. Cook and Co., Lond.; Association, Dublin, Council of. 

Messrs. Cam rich and Co.. Lond.. J.—Capt. D. Johnston, R.A.M.C.; 
Or. A. K. Conti actor, Bombay; Mr. F. C. Jotfiam, Budleigh 
Chester Royal Infirmary, Sec. of; Saltertou ; J, B. 

Central Board of Health, Ade- K.~Kyl-Fyre, Ltd., Eastbourne; 
lalde, Sec. of; C. W. D.; Messrs. Kent County Council, Maidstone, 

J. and A. Churchill, Lond.; County Medical Officer of Health 

.Messrs, Oolbrookand Co., Loud.; of; Dr. 0. Kirk, Sheffield. 

Messrs. Coward and Hawksley, L.—Dr. 0. K. Lea, Manchester; 
ijons, and Chance, Lond.; Dr. Dr. R. B. Low, Loud.; Messrs. 

M. M. Clapper, Lafayette. U.S. A.; Lee and Nightingale, Liverpool; 

•Camberwell Guardians, Clerk to Oapt. K. J. McN. Love, R,A.M.O.; 

the; Central News, Loud.; The Lieut. J. N. Luihra, I.M.S.; 

Child St udy Society, Hon. Sec. of. London Missionary Hospital, 

D„— Messrs. Down Bros., Load.; SUocbapg; Messrs. W. B. Lowe 

JJeut.-Col. B. Doyle, I.M.S.; and Co., Lond.; Messrs. Lever 

Messrs. W. Dawson and Sons, Bros., Port Sunlight. 

Lond.; Mr. J. Dawson, Lond.; M.—Major C. H. Miller, B.A.M.O.; 
Messrs. T. Dawkins and Co., Snrg. Gen. Sir G. H. Makins, 

Lond.; Dr M. Dockrell. Lond., K.C.M.G., C.B.; Miss B. Murray- 

Dr. D. 8. Davies, Bristol; Capt. Bligh,Liverpool;Lieut.-Gol,C.8. 

S. R. Douglas, I.M.9. (retd.); Myers, R.A.M.C.; Mesirs. Mac- 

Mr. C. Deau; Mr. C. I. Dorrian, mlilan and Co., Loud.; Messrs. 


Mable, Todd, and Go., Loud.; fteo. of; Rochester and Ghatfcaas 
Oapt. J. W. McLeod. KJLM C.; Printing Go., Rochester. 

Oapt. J. Morley. R~AJ£.0.(T.); 8 .—Dr. G. A. Sutherland, Lond.; 
Dr. H. L. McKisaok Belfast; Messrs. G. Street and .Go., Lond.; 

Medical Research Committee, Messrs. W. H Smith and 800 . 

Lood.; Mr. H. Maeleod, Lond.; Land.;Dr.J.Seffiey.Ubelawford; 
Mr. N. 0. Maonamarm, Rickmans- Menus. Stephenson,, Blake, end 

worth; Manchester Corporation, Co., Lond.; S. T.; Society of 

Medical Officer of Health of; Apothecaries of London, Sec. ett ; 

Burg. J. H. B. Martin, R.N.; Smallholders' Union, Lond.; 

Messrs. J. Menzies and Co., Glas- Dr. 0. A. Shaw, Canning, N. 8 .; 

gow; Mr. K. Mathleson, Lond. Msssrs.SingersadGo., Coventry; 

M.—Dr. D. Newman, Glasgow; Dr. W. Shears* Catfqrd; Dr. 

National Council for Combat- A. J. Salmon, Luce*, Jamaica; 

ing Venereal Diseases. 8 ec. of; Dr, A. C. Soares, Oporto; Messrs. 

Major B. H. Nash, R.A.M.C.; Smith’s Advertising Agency, 

National Clean Milk Society, Lond.; Dr. F.C, Shrnbsall, Load.; 

Load.. Chairman ef; Not ting- Prof. H. LI. Snape, Pr e sto n; 

ham General Hospital, Sec. of; Lieut. A. Smirthwaltg? Ei i JtC . 

Nottingham Children’s Hospital, T.—Mr. J. Thin, Bdlnbttfgh; 
Sec. of; Notts County Council, Tropical Diseases Bureau. Load.; 
Nottingham, Clerk to the. Dr. J. Tatham, Old Oxiead ; 

ip.—Dr. E. O. Price, Bangor: Mr. B. H. Tweedy, Dublin; Dr. 

Mr. V. Plarr, Lond.; Messrs. May Thorne; Mrs. Townses*!. 
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(FROM THE 2nd WESTERN GENERAL HOSPITAL AND THE DEPARTMENT 
OF PATHOLOGY OF THE UNIVERSITY OF MANCHESTER.) 

The following notes are based for the most part on 
observations made on 25 cases of tetanus which have 
occurred during the last four months in the 2nd Western 
General Hospital. The majority of the men had been 
wounded in the battle of the Somme, and it is probable 
that almost all, if not all, had received prophylactic injeotions 
in France. 

In all the cases the wounds had been at one time or 
another septic, but in 9 oases they had healed, or 
practically healed, at the time of onset of tetanus. In 13 
cases the wounds had been of a severe nature, including 
considerable laceration of tissue. In four cases they were 
qnite superficial. In one case tetanus followed 14 days 
after the re-amputation of what appeared to be a perfectly 
clean stump. That is to say, in at least 5 of the 25 cases 
the wounds were of such a nature that it is improbable that 
the most conscientious medical ofiicer would have selected 
these men for further prophylactic injections. That the 
risk of tetanus is greater in the larger and more septic 
wounds is, no doubt, true as a general rule ; nevertheless it 
can hardly be doubted that the administration of a pro¬ 
phylactic injection to every wounded soldier after his arrival 
in England, no matter how trivial his wound might appear, 
would be followed by a very substantial reduction in the 
number of cases of tetanus. 

Of greater value as an indication for the administration of 
prophylactic injections than the mere extent of the wound or 
the amount of the discharge is the presence of a foreign 
body or the existence of a compound fracture. In either 
case there is likely to be dead tissue providing a focus 
for the multiplication of the tetanus bacillus, which is 
essentially a saprophyte with little or no capacity for growth 
in living tissue. A compound fracture was present in 11 of 
the 25 oases, in 2 a leg had been amputated, in 7 cases there 
was a history of removal of a bullet or fragment of shell, in 
at least 2 cases a foreign body was still in the tissues of 
the patient at the time of the onset of tetanus. 

It was considered probable that tetanus would frequently 
occur in those cases in which the interval of time between 
the injury and surgical treatment at a casualty dressing 
station was considerable. The result of inquiries made on 
this point of the 25 patients is one of the points recorded 
in Table I. Comparatively few of the men remained un¬ 
treated for any great length of time. 

Signs and Symptoms. 

It is well established that the course of tetanufe Is pro¬ 
foundly modified by prophylactic injection. The length of 
the incubation period in the 25 cases is recorded in Table I. 
In 10 cases the incubation period from the original date of 
the wound exceeded 50 days. The date of any operation 
was ascertained as far as it was possible by questioning the 
patient. In two cases only did signs of tetanus develop 
within 10 days of the date of an operation. 

One result of the prolongation of the incubation period is 
that tetanus is likely to develop in patients whose wounds 
have healed and who have been transferred to hospitals for 
convalescents. These patients are naturally not under such 
constant medical supervision as are those whose wounds 
require attention several times during the day. The earliest 
signs of tetanus m^ in such cases be readily overlooked, 
and indeed are commonly not reported by the patient until 
they have persisted for some days. In several of these cases 
the disease was not recognised until symptoms had persisted 
for many days. The history of these cases shows the slow 
rate of progress of symptoms which is characteristic of many 


cases of tetanus occurring in persons who have received 
prophylactic inoculation. Not only do the prophylactic in¬ 
jections lengthen the incubation period, but they prolong, in 
many cases, the rate of onset and development of symptoms 
over a period of days and even weeks. This is a great 
advantage, as successful treatment is still possible after 


Table I. 


i 

8 

Hours after 
wound before 
treatment at 
dressing- 
station. 

No. of days before 
onset of tetanus 

Compound frac¬ 
ture (C. f.) or 

Muscles involved. 

o 

1 

After 

wound. 

After 

operation. 

foreign bodies 
(F.b.)inwouud. 

1 

i hour. 

54 

- 

Nil. 

Rt. leg, jaws, and 
neck. 

Rt. arm. iaw, and 
neck. 

2 

i 

14 

I 

14 

Shrapnel and 
trouser button. 

3 

14 hours. 

18 

18 

Bullet; C. f. 

Jaw and neck. 

4 

1 hour. 

87 

70 

Fragment of 
loose bone. 

Jaw, back, leg*, and. 
neck. 

5 

* .. 

68 

60 

Fragments of 
bone. 

Jaw and leg. 

6 

6 hours 

127 

31 

Nil. 

Jaw, neck, back,, 
abdomen, and legs. 

7 

5 9 9 

22 

— 


Lt. leg. buck, and* 
abdomen. 

8 

1 hour. 

9 

— 


Jaw, neck, and back. 

9 

1 9, 

74 

26 

Septic stump. 

Jaw, neck, back,, 
and abdomen. 

10 

1 9. 

82 

80 

C. f. It. radius 
and femur. 

Jaw, neck. lt. arm. 
face, and abdomen. 

11 

5 hours. 

12 

10 

Shrapnel. 

Neck, jaw, back, 
abdomen, and legs. 

12 

12 „ 

64 

— 

C. f. 

Jaw. neck, and lt. 
arm. 

13 

i hour. 

62 

— 

NJ. 

Jaw, lt. hip, and 
abdomen. 

14 

1 9t 

12 

10 

Shrapnel. 

Lt. biceps and 
vastns ex tern us. 

15 

10 hours. 

27 

14 

Amputation. 

Jaw. 

16 

7 „ 

45 

— 

F. b. not j c- 
removed. 

Jaw, neck, and lt. 
leg. 

17 

4 hour. 

13 

11 

Fragments of 
shell, 

Neck, face, abdo¬ 
men, and back. 

18 

26 hours 

17 

15 

C. f. tibia and 
fibula. 

Jaw, neck, back, 
abdomen, legs. 

19 

i hour. 

68 

— 

Nil. 

Rt. ham-strings, 
jaw, and neck. 

20 

28 hours. 

91 

— 

O. f. shrapnel. 

Jaw, neck, abdo¬ 
men. and rt. leg. 

21 

1 hour. 

[ 10 

8 

Shrapnel. 

Back, abdomeu, 
and rt. leg. 

22 

26 hours. 

18 

i 

17 

C. f. olecranon; 
fragment of 
bone removed. 

Jaw, neck, and 
forearm. 

23 

25 

1 102 

100 

O. f. tibia and 
fibula. 

Jaw, lower spine, 
abdomen, lt. thigh, 
and calf. 

24 

i hour. 

50 

5 

C. f .; shrapnel. 

Jaw, neck, l. leg, 
back, and abdomen. 

25 

1 „ 

59 


C. f.; F.b. 

Jaw, neck, back, 
abdomen, and It. leg. 


definite signs of tetanus have existed for several days. Never¬ 
theless, the insidious character of the onset, and the appa¬ 
rently trivial nature of the early symptoms, may offer con¬ 
siderable difficulty in early diagnosis. 

The earliest signs are often localised to the immediate 
neighbourhood of the infected wounds, and it is possible that 
this localisation is a result of the prophylactic inoculation. 
Nevertheless,"in 11 cases stiffness of the jaw and neck was 
the earliest recorded symptom. 

The mnscles in the immediate vicinity of the wound may 
twitch or show irregular clonic contractions. A slight tap 
increases the violence of each contractions, and may cause a 
spread to adjacent groups of muscles. In other cases the 
earliest observed sign has been a tonic contraction of a group 
of muscles, usually a flexor group, near the wound. These 
patients complained of stiffness and pain in one or more 
limbs, and in some cases a diagnosis of rheumatism or 
muscular rheumatism was made. It is perhaps worthy of 
note that 6 of the 25 patients were treated with sodium 
salicylate or aspirin during the period of onset. The condi¬ 
tion may remain strictly localised for days and even weeks. 
There is usually a gradual spread to adjacent groups of 
musoles, but in some cases, even in the absenoe of serum 
treatment, there appears to have been but little ohange in 
the symptoms from day to day. 

Sooner or later, however, in the majority of cases the 
signs become generalised—that is to say, other groups of 
muscles far removed from the site of the wound beoome 
involved. 


s 
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. 'The muscles most frequently involved appear to be the 
masseters, the posterior cervical muscles, the muscles of the 
-anterior abdominal wall, the spinal muscles in the dorsal 
and lumbar region, the flexors of the hip-, knee-, and ankle- 
joints. In 3 msm there was spasm of the facial muscles. 
With the exception of those oases in which there was a 
.wound of hand or arm the muscles of the upper extremity 
espaped. The groups of muscles involved in each of the 
25 cases are shown in the table. It will be 6een that the 
masseters were affected in 21 cases. The degree of spasm 
varied considerably. In no case were the jaws absolutely 
closed, and in a few cases there was only a little stiffness of 
the masseters. Stiffness of the posterior oervioai muscles is 
an early sign of generalisation, and from tbe muscles of the 
■meek the spasm usually spreads downwards to involve the 
muscles of the dorsal region. Extreme rigidity of the 
abdominal mnscles is often a marked feature. 

The reflexes of the lower limbs are oommonly exagge¬ 
rated. The knee-jerk is violent and may be followed by 
tremors or clonic contractions of the quadriceps extensor, 
pThere is an exaggerated response to plantar stimulation, 
involving as a rule all the muscles of tbe leg and thigh, and 
-wt some oases producing spasm of the lumbar muscles. 

* 43eoasiodally there is, in addition, a crossed response with 
•spasmodic contractions of -the muscles of the other leg. 

Ankle clonus can sometimes be obtained. It would be 
Anticipated that the knee-jerk would not be obtained in 

• Gftses in which there was spasm of the hamstring group. In 
4>s£tne oases tbisanticipation was futfilled, in others stimula¬ 
tion of the patellar tendon produced a sharp contraction of 
Vftie quadriceps extensor, followed almost immediately by a 
violent spasm of the hamstrings. The effect produced was 
that of a double jerk. With the exception of those cases in 
which tetanus originated in the muscles of the upper 
itrab, the triceps jerks were increased in two cases only. 

i€n severe and advanced cases the posture was often 

• -Characteristic. The patient usually preferred to have his 
^boulders supported by pillows. The back was somewhat 
arched, the head retracted, the shoulders were thrown back, 

* the weight of the ibody was partly supported on the 
4mok of the upper arms and elbows. In more advanced 
oases deflnite opisthotonos was observed. 

' Other signs which accompanied generalisation of the 
spasms were profuse perspiration and a quickening of the 
pulse-rate. Many of the patients were convalescents and 
/the temperature was normal! at the time of onset of 
symptoms, and remained at normal or a little above normal 
throughout the attaok of tetanus. In these cases the 
; association of a pulse of 100 to 130 with a normal tempera¬ 
ture (11 of the 25 cases) was rather striking. Within about 
- 45 hours of the intravenous injection of au adequate dose of 
antiserum tbe pulse-rate begins to fail rapidly, although no 
amelioration of the epasm -may be apparent until several 
days hater. Under these conditions the fall of the pulse«rate 
is. probably the earliest indication of successful serum 
•treatment. 

Generally speaking, the 25 cases may be classified in three 
grflups. 

1. Four oases in which the spasm remained localised to 
the mnsoles in the neighbourhood of the wound. 

2. Ten cases in which the spasms commenced in the 
neighbourhood of the wound and remained for a time 
localised. After a variable interval generalisation occurred. 

A. Eleven cases in which there was no history of pre¬ 
liminary local spasms, and the disease commenced suddenly 
Y>y invotvement df the jaw and neck muscles. 

Mild Oases Treated entirely by Intramuscular 
Injections. 


• In 5 cases serum treatment was confined to intramuscular 
injections. A.U were of a mild tv pe and all made uneventful 
recoveries. Three oases (Nos. 14, 21, and 22) had received 
prophylactic injections after admission to the 2nd Western 
(General Hospital, and the duration of the disease was very 
Jfihort. In very mild cases Intramuscular injections are quite 
sufficient, and they have the great advantage of being 
devoid of risk. A dose of 10,000 units, followed at three-day 
/intervals by a second and third dose, each of 5000 units, is 
probably quite enough for oases in which the signs are 
ftooalised to (the vicinity of the wound. 

G&se 14.—Wounded on Sept. 23th. On Oct. 24th there was an exceed- 
•tngly Reptic wound of knee-joint,. 'On‘Out. 23th n prophylactic Injec- 
tiim-uf LOGO unite was given. On Nov. 6th twitching <jf biceps and 
•vastus extern via war observed. An intramuscular injection of 5000 units 
•was van. The signs were Localised to the hamstring muscles, and 
were more marked on the left side. The coutmctlous were irregular 
imd tfihriilnry. Plantar reflexes exaggerated ; knee-jerks normal. The 
spasmodic contractions ceased within a Tew days. 

Oajje 21.—Wounded on Nov. 21st -by shrapnel) in lumbar region, right 
•thigh,and rieht upper arm. The wounds were suppurating on admis- 
jfloo*»»2nd Western General Hospital. A proohylactic injection of 800 
emitswas given on, Nov. 26th. Complained of severe path in back wi 
Dec. 7th and 8th. Oa Dec. 13th tonic spasm of lumbar and abdominal 


muscles. An Intramuscular injection of 3000 unite was given. Oa 
Dec. 14th rigidity of lumbar muscles w-lth occasional painful spasms. 
Knee-jerks and plantar reflex exaggerate 1 on right side and ankle 
clonus. Plantar reflex exaggerated on left side but not knee-jerk. 4500 
units were Injected on Dec. 14th, 3000 on Dec. 22nd, and 1500 on 
Dec. 30th. On Dec. 28th a piece of shell was removed. Spasms ceased 
after this date. 

Ca.sk 22.—Wounded on Nov. 29th. On Dec. 8th there was an 
exceedingly septic wound of left elbow with compound fracture of 
olecranon. On Dec. 9th a prophylactic injection of 1500 unite was 
given. On Dec. 10th spasm of masseters, stiffness of neck muscles, 
and slight tremor of muscles of forearm were observed. An Intra¬ 
muscular injection of 3000 units was given, and the signs had com¬ 
pletely disappeared within a week. 

Cask 5.—Wounded on August 8th and left foot amputated close 
above ankle on following day. Arrived in Manchester on dept. 17th 
with septic stump on left side and septic wound of right heel, with 
compound fracture of os oalcis. On Oot. 15th patient complained of 
stiffness of jaw, which he had first noticed three days earlier. On 
Oct. 16th there was definite spasm of masseters ; knee-jerks 
exaggerated. No sweating. P. 72; T. normal. An intramuscular 
injection of 10,500 units was given. On Oct. 18th there were pain and 
stiffness of thighs and back. On Oct. 20th improvement began ; 
reoovery rapid and uneventful. 

Cask 16.— Wounded on Oot. 8th. Wounds of left axilla, left thigh, 
and foot. On Nov. 18th a foreign body was detected by X rays 
near tibia on interosseous membrane. On Nov. 10th left big toe began 
to twitch. During next week twitching was noticed in mnscles of 
leg. On Nov. 18th complained of atiff jaw. On Nov. 22nd definite 
spasm of jaw and neck muscles. Knee jerks exaggerated and followed 
by clonic contractions of quadriceps extensor. Plantar reflexes 
exaggerated. Fibrillary contractions of gastrocnemius and hamstrings 
on left side. 5000 units were injected on Nov. 22nd and again oa 
Nov. 25th. Recovery uneventful. 

OASES IN WHICH AN INTRATHECAL INJECTION WAS GIVEN. 

In six cases an intrathecal injection of aerum was 
administered. 

Cask 1.—Wounded on August 4th. There was a perforating wound 
on left upper arm. wound <•/ right thigh, and superficial wounds below 
left knee. Was sent to convalescent hospital on Angoat 16th. He was 
up and out every day until Sept. 17th, when be -noticed sttftnea ef 
right leg which steadily increased during next tens days. On 
Sept. 27th remained In bed and complained of stfffaess of jaw and 
neck and pain in small of back. Cramps in right leg began the earn* 
•evening. At 8.30 f.m. he was sweating profusely; T. 99°, P. 104. AH 
wounds had completely healed. Jaw and neck muscles tanae. right 
thigh, knee and ankle flexed, tonic spasm of hamstrings, unable to 
straighten leg. Painful spasms occurred every 10 minutes in ham¬ 
strings. On tapping right patellar rendon violent spasm of quadriceps 
extensor which was cut short and followed by violent contractions of 
hamstring group. Archilles jerk and plantar reflex exaggerated. 
Reflexes of left leg exaggerated but not to same extent. Triceps and 
'supinator jerto^increased en both sides. Percussion note was dull ever 
■lower lobe of lung on both sides; numerous crepitations heard. An 
intrathecal of 5000 units and Intramuscular Injection of 10,000 units 
were given. On Sept. 28th intrathecal injection of 5000 units. Patient 
died on evening of Sept. 29th ; immediate cause of death pneumonia 

Cabs 2.—A report 1 of this esse is published separately by Mr. 
J. Glow. There was very intense spasm of flexors of right wrist and 
metacarpus, accompanied by stiffness of muscles of neck and jaw. 
'Three intrathecal Injections were given. Owing to the fact that ctae 
> most Intense symptoms suggested an involvement -of the cervical 
enlargement, two of these injections were given by Inserting a needle 
between the first and second dorsal vertebra. The intrathecal were 
supplemented by numerous Intramuscular injections. Patient made a 
good recovery; after which a metal trouser button made its way oat 
from between thumb and index finger of right hand. The chief eeat 
of ppasm had been the flexor muscles of right wrist and metacarpus. 

Cask 6.— Wounded on June 2nd. On arrival in Manchester there 
were numerous small, superficial, suppurating wounds nf buttock and 
right thigh. All these healed exoept small sinus in perineum, which 
| was opened up on July 25th and on Sept. 16th. On Oct. 17th patient is 
said to'have choked and had what was described as a fit. Stiffness of 
neck and jaw was observed. On Oct. 18th he was sitting propped up 4n 
bed ; T< 97 8°, P. 110. Perspiration profuse. Sp»tra of mmoles of jaw, 
neck, back, and abdomen. Knees slightly flexed and increased tone of 
hamstring muscles. Knee-jerks and plantar reflexes exaggerated. An 
intravenous injection of 30.C00 units was given. On Oct. 20th intra¬ 
thecal injection of 10,000 units at 10 p.m. At 2 a.m. on Oct. 21st a series 
of violent convulsions occurred with violent spasmodic movements of 
the limbs. Patient became completely uncon-cious and remained so 
until the evening. The convulsions, -controlled to some extent by 
chloroform, continued throughout tha day. T., normal before intra¬ 
thecal injection, rose to 102-4°. Patient’s condition remained very 
critical for 24 hours. On Oct. 22nd be was rather better. 8igns of septlo 
bronchopneumonia developed on Oct. 28th and he died cm Nov. 28tb. 
The convulsions which followed the intrathecal injection were probably 
of cerebral origin and were almost cortainly the result of the injection. 
The pneumonia was probably the result of inhalation of septic particles 
during the period of unconsciousness. 

C ask. 7.—Wounded on 8ept. 26th. On arrival 4n Manchester on 
Oct 4th had large open granulating wound of left thigh. On Oct. 18th 
and 19th clonic spasms of left quadrlcspt extensor were observed with 
slight stiffness of left hip and back. On Oct. 20th he w*s sitting up In 
bed wfth left hip fixed and knee extended. Tonic spasm of q iwiflc •pa 
extensor. Occasionally spasms spread to lumbar muscles. Slight 
perspiration ; T. 988°, P. 80. Jaw muscles normal and reflexes not 
increased. An Intrathecal injection of 5X0 units was given. During 
•Oct. 21st violent spasms of quadriceps every SO seconds were observed. 
Subcutaneous injection of 1000 units, bn Oot. 22ad spasms were less 
frequent; intratheo^l dose of 4500 units. Oa Oct. 23rd spasms leas 
violent. At 7.30 p.m. on Oct. 24th a sudden spasm or convulsion 
occurred in which chin was drawn down on to sternum. There had 


i The report-of the case appears on p. 689 of this issue. 
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been at no time any tonic spasm of jaw or neck muscles. Patient 
became delirious and shortly afterwards comatose. He died in state of 
deep coma with stertorous breathing about 8 p.m. At au'opsy extreme 
venous congestion of viscera found ; heart dilated and tilled with blood ; 
lumbar cord coated with pus. 

Gint 8.—Wounded on Oet. 7th. On Oct. 13th he had numerous small 
superficial and rather dirty wounds at baek of right calf, a superficial 
wound on outer aspect of right thigh, and superficial wounds of 
buttock. Tetanus began with stiffness of jaw and neck on Oc». 16th 
and 1500 units were injected beneath skin. On Oct. 17th intrathecal 
Injection of 5000 units. On Oet. 20th tonic contraction of rausalea of 
jaw, neck, and back. Intramuscular injections of 10.000 units on 
Oct. 20th, 4500 units on Oct. 26th, and 6000 units on Oct. 28th. Patient 
made uneventful recovery. 

Cass 19.—Wounded on Oct. 2nd. There were multiple woondB of right 
thigh, all of which had completely healed at time of onset of tetanus. 
On Dec. 6th patient noticed pain in right leg, but did not complain 
until Deo. 9tb. On Dec. 10th Intrathecal Injection of 1000 units was 

S ven. Before Injection T. 98° and P.,86, after injection T. 102° and P. 88. 

e complained of violent headache and severe piin in back. He was 
restless ; twitching of muscles of face and log observed. On Dec. 11th 
tonic coni faction of hamstrings and gastrocnemius on right side. Knee 
and hip flexed and foot arched. Knee-jerk could just be obtained ; it 
was very exaggerated on left side. Muscles of neck, but not of jaw, were 
stiff. The following intramuscular tnjeotions were given: Dec. lltb, 
10.000 units; Dec l&h, 5000 units; Dec. 19tb. 5000 units; and Deo. 24th, 
3000 units. Improvement was very slow and spasm of hamstring his 
not yet entirely disappeared. 

Thb Intravenous Method. 

Fourteen cases were treated on the day of notification 
by tbe intravenous injection of serum under chloroform 
anaesthesia. The condition of tbe patient was serious at the 
time of injection in all these cases, and the signs of tetanus 
were well marked. In 13 there was well-marked stiffness of 
jaw, in 1 slight but definite spasm of the mas^eters. In 10 
cases there was spasm of muscles of nook, in 9 of muscles of 
back, in 7 of abdominal muscles. Opisthotonos was present 
in 6. In 1Z the knee-jerks and plantar reflexes were 
exaggerated. That is to say, in all the 14 cases the signs 
were well advanced, and had ceased to be limited to the 
muscles of the looality of the wound. One patient died and 
13 recovered. 

The serum was given in one dose, 30,000 U.S.A. units, and 
the volume of the injection varied from 130 to 190 c.c. 
Injections were given with a 20 c.c. “ Record M syringe fitted 
with the two-way tap and tube recommended by Graham 
for the intravenous injection of eusoL The method employed 
was as follows :— 

A {glass pint measure, being sterilised, into it were 
emptied 22 small serum flasks, each of which contained 
1500 units. Some of the Berum was inevitably wasted, which 
was compensated by the two extra flasks of serum. The 
measure was placed in a basin of warm water. Tbe patient 
was anaesthetised with chloroform and a thin rubber 
bandage was used to constrict slightly the upper arm and 
render the veins prominent. The skin in front of the elbow 
was sterilised, usually with iodine. The end of the rubber 
tube was held in the serum by an assistant and the syringe 
was filled and emptied several times to get rid of air 
babbles. The syringe was then half filled with serum and 
the needle inserted into the most prominent vein. The 

S tolon was then slightly withdrawn until blood appeared in 
ae syringe and it was certain that the needle was in the 
lumen of tbe vein. The serum was then injected. 

One patient died while still under the influence of tbe 
anaesthetic, but there was no reason to think that 
death was due to anaphylaxis. An abstract of this oase 
will be found below. Of the remaining 13 patients one 
showed signs of collapse on recovering from the anaesthetic 
and was a source of some anxiety for about 24 hours. 
In the other 12 cases the condition of the patient after the 
Injection was perfectly satisfactory. In 5 cases an urticarial 
eruption was noticed within a few moments of the injection, 
in 2 oedema of th» eyelids. 

Cases Treated by a Single Intravenous Injection of 30,000 
Units of Antitoxin* 

In A of these cases the entire serum treatment consisted 
of a single intravenous injection of 30,000 units. In the 
remaining 10 cases intramuscular and subcutaneous injec¬ 
tions were also given, but the amount so given was, in the 
majority of the oases, comparatively small. (Table II.) 

Csss 3.—Wounded on Sept. 15th. At time of onset septic wound of 
left orbit and septic wound of right shoulder. Jew had been stiff on 
Oct. 1st and 2nd, but the patient had not complained. On Oct. 3r.J, 
T. 103*6°, P. 114; profuseJpvrsplration, Incontinence of urine, marked 
trismus, neck muscles stiff, abdominal muscles normal, knee-jerks and 
plantar reflexes increased Was given Intramuscular injection of 
9000 units and lntr<tveuoua injection of 37,500 units. On Oct. 4tb intra¬ 
muscular injection of 6500 units. Steady improvement from Oct. 7th. 
All signs had disappeared by Nov. 16tb. This patient was under the 
care of GspUin B. D. TqUom, to whom I asn indebted for permission 
to publish the cate. 


Cask 4.—Wounded on July 18tb. On July 31st very septic wound qt - 
inner and front aspect of left forearm, compound fracture of ulna< 
August 4th: Fragment of bone removed. Sept. 22nd: Wound almost 
completely healed. Oct. 6th: Pains tn limbs treated with sod. 
salicylate Oct. 13th: Muscles of neck stiff, difficulty in opening 
mouth ; was given subcutaneous injection of 1500 units. Oot. 14th: 
T. 99°, P. 120. Profuse perspiration ; unable to open mouth, muscles of 
neck and upper dorsal region very t>t!ff with frequent spasms. Knee- 
jerks, right triceps jerk, abdominal and plantar reflexes exaggerated. 
Wound closed except for very small area oovered by granulation tissue. 
Intravenous Injection of 30,000 units. Half an hour after injection 
profuss urticaria. No change for next fouj* days. Oct. 19th: Profuse 
urticaria, pains in head, dazed and confused, conjunctiva: injected, for 
a period of 1£ hours violent spasms of back muscles occurring every 
15 minutes, subsequently lcs9 frequent. Oct. 20th: Great Improve¬ 
ment, no spasms. Subsequently uninterrupted recovery. No serum 
given except the intravenous injection of 30.000 units. 

Ca&b 9.—Wounded on August 6th. Circular amputation middle of 
right thigh. Ke-amputai ion -iept. 9th. Secondary haemorrhage on 
numerous occasions. Wound very soptlc until Sept. 22nd, after which . 
date marked imi rovement. Oct. 18th t Jaw slightly stiff. On morning 
of Oct. 20th twitebi >g of book muscles observed and subcutaneous 
injection of 4500 units given. At 6 pm. f. 101°, P. 140. Sweating . 
slightly, jaws stiff but. could open moutb a little. Neck and abdominal . 
muscles rigid, left knee-jerk increased and followed by spasm. 
Exaggerated plantar reflex. Intravenous injection of 30.000 unite. • 
No great change until Oct. 25ti>, when 10 c.c. of cerebro-splnal fluid, 
were withdrawn by lumbar puncture and an intramuscular injection . 
of 5000 units was given. Oct. 26tb: Considerable improvement* . 
Oct. 27th : Intramuscular Injection of 4500 units. Subsequently, 
s’eady improvement. All signs had disappeared by Nov. 8th, on 
which day 1000 units were injected int3 muscles. Serum ra*]* 
observed Opt. 23rd. 

Cask 10.—Wounded on July 30th. Shell wounds left thigh and left 
forearm, oompound fracture left radius and left femur. Wounds were 
very septic hut great improvement had taken place, and wound of 
arm had completely healed. Ow night of Oot. 00th signs of tetanus 
developed very suddenly. Qn. Oct. 21st sweating freely and in great 
pain. Spasm of facUl and jaw muscles. Neck and abdominal muscles 
rigid. Knee-jerk exaggerated and followed by tremor. Plantar reflex 
exaggerated. Intravenous injection of 30,000 units. During next ZV 
hours generalised spasms were frequent- Oct. 23rd aud 24th, slight 
improvement. Oct. 25tb, lOc.c. of cerebro-splnal fluid were removed, 
by lumbar puncture and 5000 units Injected into muscles. Oct 27ib» 
cerebro spinal fluid was again withdrawn by lumbar puncture and an. 
Intramuscular injection of 4500 units given. Improvement followed 
lumbar puncture on both occasions. After Oct. 28th Improvement slow 
but continuous; all signs had disappeared by Nov. 24th. Injections of -i 
1000 units given on Nov. 4th, 6th, 8th, 13th, and 16th. Serum rash 
observed on Oct. 24th, 

Cask 11.—Wounded on Oct. 7th. Patient noticed twitching M of 
left leg on Oct. 19th. This was worse on Oct. 20th, but he made no 
complaint until Oct. 22nd. On Oot. 21st jaw had felt stiff. On Oct 23rd ■ 
T. 97°, P. 130. Profuse perspiration, paresis of left side of face, toniocon¬ 
traction of masse tors, oeukl just protrude tip of tongue, neck mu so lea 
stiff, abdominal muscles rigid. Left hip, knee, and ankle flexed ; ti>nb> 
spasms of hamstrings and cvlf muscles of left leg. Oooasional spasms . 
spread up to lumbar and lower.dorsal muscles causing slisht arching of 
back and lifting buttock from bed. Plantar reflexes and right knee-jerk 
exaggerated. Intravenous injection of 33*000 units under chloroform 
anaesthesia. Subsequent intramuscular injections of 4500 units on Oct. 
31st, 2000 units on Nov. 13th. and 4Q0Q units on Nov. 22nd. Made a 
g*xxi and uneventful recovery, No. signs of tetanus after middle of 
November. 

Cash 12 —Wounded .on August 18tb. Complained of pains in back 
and cheat on Oct. 20th. Was treated with aspirin, hut pain continued 
on Oct. 21st and 22ud. Complained of sore throat and stiffness of neck 
and back on Oat. 23rd, and a subcutaneous Injection of 1,500 units was 
given on Oct. 23rd and 24th. On Oct. 2)th patient waa in great pa n 
and sweating profusely. T. 98*8°, P. 112. Slight stiffness of jaw muscles, 
but could open mouth pretty well. Tonio spasm of neck and upper 
dorsal muscles. Knee-Wka. plants* reflexes. And right trloeps jerk 
exaggerated. The left elbow was fixed as the result of Injury. Intra¬ 
venous injection 30,000 units under chloroform anaesthesia. Rapid 
recovery; all signs bad disappeared by Nov. 15th. On Oot. 30th sub¬ 
cutaneous Injection of 1500 unlbs. 

Cask 13.—Wounded on August 18tb. Complained of backache on 
Oot. 19th; was treatel with aspirin, which relieved the pain. On 
Oct. 23rd, complained of pain in book and difficulty in opening mouth. 
On Oct. 25th definite spasm of muscles of jaw; Intramuscular injection 
of 1000 unite. After this spasm of .jaw and pain in back became more 
marked, and on Oot. 29th 1500 units were Injected into the muscles. 
On Oct. 30th two generalised spasms involving muscles of limbs and* 
trunk and accompanied by cyanosis, feeble pulse, and profuse perspira¬ 
tion. On Oot. 31st patient was sitting propped up In bed, head thrown 
back and back somewhat arched. Teulo spasm of neck and back 
muscles. Masseters tense, but could -open mouth a little. Abdominal 
muscles rigid. Left hip forcibly flexed; tonic contraction of left ham¬ 
strings; knee half flexed ; tonio spasm of calf muscles. Exaggerated 
plantar reflex. On tapping patellar tendon violent spasm of quadriceps 
extensor was proJuoed, but tbe resulting knee-jerk was out short by 
powerful spasm of hamstrings. On right side both knee-jerk and 
plantar reflex exaggerated. Intravenous Injection of 30,000 unite 
under chloroform anaesthesia. No more doses of serum were giv*n. 
Uneventful recovery ; all signs of tetanus bad disappeared by Nov. 20tb. 

This oase had several features of interest. There was a 
long incubation period (62 days). The symptoms came on 
slowly and insidiously, and the diagnosis remained in doubt. 
for a long period. The symptoms gradually became more 
definite, and the condition was ultimately typical of tefcanu# 
of a severe type. A single large dose of antitoxin injected 
into a vein resalted in a satisfactory cure. 

Cask 15.—Wounded on Oct. 12th. A circular amputation was per¬ 
formed on Oct. 14th, and on Oct. 21it patient was admitted to 
2nd Western General Hospital with what appeared to be a perfectly, 
clean surface to the stumn.. A Pambpant'a operation was performed on 
Oct 26th. Slight stiffoea® of j*w waa noted on Nov. 8th, and was worse 
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on Nov. 9th. On Nov. 10th patient was sweating profusely. T. 100°, 
P. 120. Tonic spasm of ma c seters, patient being just able to protrude 
tip of tongue. No other group of muscles was involved. Knee-jerks 
and plantar reflexes normal. 30.000 units were Injected into an arm 
vein under chloroform anaesthesia. This was the only dose of serum 
given. Rapid and uneventful recovery; all signs had disappeared by 
Nov. 25th. 

Cask 17.—Wounded on Nov. 13 h. Wound of right thigh and right 
upper arm and shoulder, and of right side of chest. Admitted to 2nd 
Western General Hospital on Nov. 20th. when all wounds had closed 
except small wound in arm. Nov. 25th patient began to spit up 
blood. On examination perrusslon note over right louver lobe of 
lung was found to be dull and breath sounds absent. CBIemaof chest 
wall was observed. Nov. 26th, complained at 6 pm. of difficulty in 
•wallowing and opening mouth. At 10 p.m. he appeared to have a 
generalised spasm and bit his tongue. He was sweating profusely and 
had difficulty In opening mouth. Intramuscular injection of 3500 
units was given. During night he became rapidly worse and several 
violent spasms occurred during which respiratory movements ceased 
and he became very cyanosed. At noon on Nov. 27th he was sitting 
propped up in bed with his head retracted. The movements were stiff 
and the muscles of neck and upper dorsal region were rigid. Knee- 
jerks and plantar reflexes normal. Any movement or effort caused 
violent spasm involving muscles of spine, neck, and to a less extent 
facial muscles. About 12.15 he had a violent and prolonged spasm 
during which respiratory movements cetsed and he became very 
cyanosed. After prolonged artificial respiration breathing was 
re-established. His condition was thgp very serious, as the pro¬ 
longed spasm had added greatly to the difficulties of a heart 
already embarrassed by the conditions present In the right pleural 
cavity. The signs of tetanus had, however, progressed so rapidly that 
It was felt that intravenous injection of a large dose of serum offered 
the only prospect of cure. The patient was anaesthetised and the 
-cyanosis and respiratory difficulty increased. Venesection was per¬ 
formed, but the flow of blood was poor. An Intravenous injection of 
30,000 units was given. A few minutes later the cyanosis increased and 
respiratory movements ceased and the patient died. Death was due to 
• heart failure, the result of the wound of lung, and the tetanic spasms 
involving the respiratory muscles. There was no reason to attribute 
death to anaphylaxis. 

Oasi 18.—Wounded on Nov. 13th. On morning of Dec. 2nd unable to 
open mouth. Slept well on following night. On Dec. 4th spasms of 
muscles of face, neck, and upper dorsal spine commenced at 7 a.m. An 
intramuscular injection of 6000 units was given. The condition at 
6 p.m. was as follows: T. 98°, P. 120. Masaeters, muscles of back and 
neck, dorsal and abdominal muscles rigid. Right knee-jerk exaggerated 
and followed by clonus of quadriceps extensor, exaggerated plantar 
reflex, ankle clonus. Triceps jerk somewhat exaggerated on both side*. 
Spasms every few minutes producing arching of pack. At 7 p.m. under 
chloroform anwsthesla 30,000 units (140 c.c.) were Injected into a vein. 
As the patient recovered from the anaesthetic oedema of eyelids was 
noticed and a profuse urticarial rash appeared over face and hands and 
upper part of chest. The pulse became rapid and was of poor volume. 
The face was pale and the respirations shallow. A hypodermic injec¬ 
tion of ether was given. Signs of Bhock had practically disappeared 
the next day. For the next few days there was little change except 
that spasms gradually became less frequent. On Dec. 9th definite 
improvement commenced, and signs of tetanus had almost disappeared 
by Dec. 19th. 

Case 20.—Wounded on 8ept. 3rd. Seven weeks later a piece of 
shrapnel was removed. Was sent to convalescent hospital on Nov. 3rd. 
Here he was out every day until Dec. 3rd. when he complained of 
cramp in his leg. On Dec. 4th he was treated with aspirin. The pain, 
however, got gradually worse, and after Dec. 8th he remained in bed. 
-On Dec. 9th he had difficulty in swallowing and complained of s' iffnesa 
of jaw; T. 98 8°, P. 116. 2000 units were injected into the muscle*. 

On Dec. 10th spasms of muBclesof b«ck had commenced. Intramuscular 
injections of 2000 units were given on the 10th, 11th, 12th. and 13th. 
-On Dec. 13th the condition was as follows: T. 98*4°, profuse 
perspiration, sitting propped up in bed, jaw very stiff but co-dd open 
•mouth a little. Muscles of neck, spine, and abdomen rigid. Every 
few minutes spasm of Bplnal muscles producing arching of hack. 
Right hip and knee flexed and foot arched. Tonic spasm right ham- j 
strings and gastrocnemius. Right knee-jerk could not be obtained. I 
Left knee-jerk exaggerated and followed by tremor of quadriceps 
extensor. Left plantar reflex exaggerated. Intravenous injection of 
30,000 units (185 c.c.) under chloroform anaesthesia. Colour and | 
respiratory movement remained good throughout, and after the 
injection. At the end of lnjecti n pulse quickened to 116; tempera¬ 
ture 98°. There was no sign of shock. Imme iiately after the injection 
a profuse urticarial rash appeared which was most marked on 
hands, face, and neck. There was well-marked oedema of eyelids. 
The rash faded in about 10 minutes, and the oedema of eyelids subsided 
thortly afterwards. It will be observed that this patient had had 
intramuscular injections of scrum on Dec. 9tb, 10th. 11th, 12th, and 
13th, and if such Injections are capable of effecting so-called 
desensitisation It is remarkable that the urticaria and edema of I 
eyelids should have been observed. No further injections of serum 
were given. Patient began to show marked Improvement after 
Dec. 16th, and signs of tetanus had disappeared by Dec. 21st. 

Case 23.—Wounded on Sept. 3rd. Compound comminuted fracture 
of left tibia and Abula. On Dec. 14th patient complained that bis 
toes were gripping the end of the splint. On Dec. 16th he complained of 
Increased pain in leg and was treated with aspirin ; morning T. 97°. 
P. 104, evening T. 97-2°, P. 122. Dec. 17th, T. 97°, P. 114. Condition 
on Dec. 18th was as follows : Sweating profusely, P. 120. Tonic spasm 
of calf muscles on left side, toes sharply flexed on splint. Abdominal 
muscles hard, very slight spasm of masseters. Right knee-jerk 
® xa KR era ^od and followed by clonic contraction of quadriceps extensor. 
Plantar reflex exaggerated. Every five minutes spasm of muscles of 
thigh. These spasms occasionally spread to lumbar and lower spinal 
mnscles, lifting the buttock from the bed. Intravenous injection 
of 30,000 units (150 c.c.) under chloroform anaesthesia. Uneventful 
recovery. 

Cass 24.—Wounded on Oct. 20th. Foreign body removed from leg on 
Dec. 4th (500 units had been injected on Dec. 3rd). Complained of sore- 
throat on Jan. 7th. Inflammation of fauces, swelling of neck, and 
enlargement of lymphatic glands observed. On Jan. 9th complained 


that neck was stiff. Jan 10th, neok very stiff, jaw slightly stiff. 
Condition on Jan. 11th : T. 98°. P. 106. sweating, complained of pain in 
neck. Masseters In tonic contraction but could open month a little. 
Neck, upper dorsal and abdominal muscles rigid. Plantar reflexes 
exaggerated, knee jerks normal. At intervals of few minutes spasms 
of spinal muscles during which back was arched and body rested on 
back of head, buttock, and elbows. An intravenous injection of 30,000 
units was given under chloroform anaesthesia. The patient began to 
improve on Jan. 15tb, and had quite recovered by the first week in 
February. No further dose of serum was given. 

Case 25. -Wounded on Nov. 5th. Was up and going out daily 
during December. Patient noticed that his jaw was stiff on Jan. 3rd, 
but made no complaint. The jaw remained about the same until 
Jan. 10th, when he complained of severe pain In the shoulders. He 
was treated with sodium salicylate. On Jan. 11th a few spasms of 
neck and back occurred. During next night spasms became frequent 
and very painful. Condition on Jan. 12th: T. 97°, P. 88. Sweating 
profusely and in great pain. Tonic spasm of masseters, but just able 
to protrude tip of tongue. The patient was lying in bed with his head 
and shoulders propped up. The back was arched and weight of body 
rested on back of head, buttock, and backs of elbows. Abdominal 
muscles rigid. Left leg was extended and rather stiff; knee jerk and 
plantar reflexes Increased. The right knee was still bandaged, a wound 
in this situation being still unclosed. All other wounds were healed. 
Every four minutes painful generalised spasms occurred, arching of 
back was accentuated, and buttocks and thighs lifted from bed. An 
intravenous injection of 35,000 units was given under chloroform 
anesthesia. A few minutes later an urticarial rash aopeared. Next 
day there was little change in the general condition, but the spasms 
were rather less frequent. Definite and rapid Improvement com¬ 
menced about one week after the injection. No further injections 
were given, and all signs of tetinus had disappeared by Jan. 28th. A 
swelling appeared in the neighbourhood of the wound of knee about 
Jan. 20th, and it seemed probable that there was a sequestrum In this 
situation An X ray examination revealed the presence of several 
foreign bodies. 

Table II. 


J 

o 

Interval 

1 between last 
serum injection 
and intravenous 

Serum given In treatment 
before or after intravenous 
injection of 30,000 units, j 

Signs of 
anaphylaxis. 

o* 

85 

! injection. 

Before. 

After. 


3 

7 hours. 

9,000 (H) 

6,500 (M) 

0 

4 

24 „ 

1.500(3) 

0 ' 

Urticaria. 

9 

6 ,, 

83 days. 

1 4,600(M) 

10.500 (M) i 

0 

10 

0 

12.500(H) 1 

0 

11 

8 hours. 

4.500 (M) 

10.500(H) | 

0 

12 

24 ., 

I 3,000 (S) 

1,500 (S) 

0 

13 

48 „ 

2,500 (S) 

0 

Urticaria. 

15 

30 days. 

0 

0 

0 

18 

6 hours. 

6,000 (M) 

5,000(M) 

Urticaria, oedema 
of eyelids, feeble 
pulse, shock. 

20 

9 

10,000 (M) 

0 

Urticaria and 
oedema of eyelids. 

23 

98 days. 

0 

0 

0 

24 

39 „ 

0 

0 

0 

25 

6J „ 

0 

0 

Urticaria. 


The figures indicate units of antitoxin. M =■ Intramuscular; 
S = Subcutaneous. 


Note .—In the case of the long Intervals the number of days indicates 
tLe period between the prophylactic and the intravenous injection. 
The short intervals occurred in cases in whioh serum treatment had 
been commenced before the intravenous injection. 

Objects of Serum Treatment. 

The symptoms of tetanus are in themselves evidence 
that the toxin has reached and has began to aot on the 
central nervoas system. Even if a diagnosis is made at the 
earliest possible moment it is obvious that serious damage 
has already been done. Before discussing the merits of 
alternative methods it seems desirable to define the objeots 
which it is hoped to effect by the therapeutic use of anti¬ 
toxin. The possible results of serum treatment fall under 
two headings. 

1. To neutralise and destroy all the free toxin whioh is 
circulating in the blood and tissues, and to maintain in the 
blood and lymph snch a concentration of antitoxins as shall 
be sufficient to neutralise the subsequent output of toxin 
from the infected focus. 

2. To endeavour to obtain such a concentration of anti¬ 
toxin in the central nervous system as shall serve to disso¬ 
ciate the toxin which has already reached the nerve cells. 

It is improbable that the second object can be attained, 
but since it is generally held that tetanus toxin reaches the 
central nervous system by way of the peripheral nerves it is 
no doubt desirable to maintain a sufficient supply of anti¬ 
toxin in the tissues of the central nervous system, in order 
that the toxin may he neutralised as it arrives, and before it 
is able to damage the nerve cells. 

The all-important object of serum treatment, and the 
object which can certainly be attained, is the neutralisation 
of toxin before it reaches the central nervous system, and 
consequently the method whioh should he used is that which 
permits us to saturate as rapidly as possible all the tissues of 
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the body with antitoxin. The method which fulfils these 
conditions is the intravenous method. Very large quantities 
of serum (200 c.c.) can be introduced into a vein, and are 
certainly and rapidly distributed throughout the body. 

After subcutaneous and intramuscular injections the 
absorption of the serum is relatively slow, and valuable time 
is lost. Moreover, it is not convenient to inject a very large 
volume of serum beneath the skin or into the muscles, for 
the resulting swelling is not without pain to the patient. 
The more serious objection to these two methods is, however, 
the interval which must elapse before the antitoxin is 
absorbed. As regards the size of dose, it is obvious that the 
intrathecal method of injection is the least advantageous, 
for unless the serum contains a relatively large number of 
antitoxin units to the cubic centimetre the dose which can 
be given with safety is comparatively small. The advantage 
claimed for the intrathecal method is, that the antitoxin 
introduced by this route reaches most rapidly the essential 
seat of the mischief—the cells of the central nervous system. 

The cerebro-spinal fluid is said to be secreted by the 
choroid plexus and is probably absorbed and carried away 
by the cranial sinuses and meningeal veins. Its chemical 
composition is chiefly remarkable for its low protein content, 
in which respect it differs markedly from lymph. The 
separate existence of lymphatic channels in the central 
nervous system has apparently not been proved or definitely 
disproved, and it is sometimes stated that the cerebro-spinal 
fluid plays to the central nervous system the part which is 
played by lymph to other organs of the body. But the 
lymph in other parts of the body acts as a middleman 
between the blood and the cells. If the central nervous 
system is devoid of true lymph, and if all the functions of 
lymph are discharged by the oerebro-spinal fluid, then the 
cells of the various regions of the brain and cord are entirely 
dependent on a fluid secreted by a comparatively small 
gland (the choroid plexus) and from a comparatively insig¬ 
nificant blood-supply. But all parts of the brain and cord 
are richly supplied with arteries and capillary vessels which 
form a basket-like plexus around the nerve cells of the grey 
matter, and it is probable that the capillaries of the central 
nervous system perform the same functions as capillaries in 
other parts of the body. It seems reasonable to assume 
that antitoxin can pass from the vessels to the tissues in the 
brain and cord as freely as in other organs. 

It is said that antitoxin which is injected into the blood¬ 
stream does not reach the cells of the central nervous 
system because, after an intravenous or intramuscular injec¬ 
tion of serum, it has not been found possible to demonstrate 
antitoxin in the cerebro-spinal fluid lemoved from the spinal 
theca. This argument is only valid if we assume that there 
is a system of channels which connect the subarachnoid 
space with the interior of the cord and brain. On the other 
hand, if no considerable anastomosis exists between the 
subarachnoid space and the pericellular spaces of the grey 
matter, and if antitoxin is able to pass from the cerebral 
and spinal capillaries to the nerve cells, it is matter of little 
importance whether it can or not pass to the fluid in the 
subarachnoid space. 

The Amount of Antitoxin in the Cerebro-spinal Fluid 
AFTER THE INTRAVENOUS INJECTION OF ANTI8ERUM. 


Oerebro-spinal fluid was obtained by lumbar puncture from 
five patients at various intervals after the intravenous 
injection of antiserum. 

Observation I.—The patient (Case 13) was given an intravenous 
injection of 30,000 units of antitoxin at 10 p.m. on Oct. 3lst. Twelve 
hours later samples of blood serum and cerebro-spinal fluid were 
obtained. Guinea-pigs were Injected as follows 


No. 

Weight in 

Amount of 

Amount of serum or cerebro- 

grammes. 

toxin. 

spinal fluid. 

1 

709 

0*002 c.c. 

1 c.c. 1 

2 

HO 

0*01 „ 

1 ,, > cerebro spinal fluid. 

3 

750 

0*1 

1 ,. S 

4 

690 

0*01 

1 ” ) 

5 

680 

0*1 „ 

1 ,, >serum. 

6 

760 

10 „ 

1 tv S 



Control Animals. 

8 

9 

690 

850 

0 001 c.c. 

0 001 „ 

2 5° °* ^nonxrml serum. 

10 

800 

0*001 

0 saline solution. 


Unfortunately one of the controls. No. 10, which received 0 001 c.c. 
of toxin without any antitoxin, did not- die. The animal developed 
signs of tetanus five days after inoculation, and developed generalised 


spasm on the seventh day. It was very ill hut ultimately recovered. 
No. 9 developed signs of tetanus on the third day and died of tetanus 
on the seventh day. No 8 developed signs of tetanus on the fourth day 
and died of tetanus on the eighth day. It may be assumed that 
0*001 c.c. was the smallest quantity of toxin capable of killing a guinea- 
pig of 700 to 800 grammes in weight. All the other animals, 1 t't 6, 
remained perfectly well and never showed the slightest s gnof tetanus. 
1 c.c. of the patient’s oerebro spinal fluid protected animals against 
twice, ten timeB, and 100 times the fatal dose. 1 c.c. of the patient's 
serum protected against 10, 100, and 1000 fatal doses. 

It is evident that 12 hours after an intravenous injection 
of 30,000 units both the cerebro spinal fluid and blood 
contained an ample quantity of the free antitoxin. 


Observation 2 .—Samples of blood and cerebro-spinal fluid were 
obtained from the patient (Case 23) 24 hours after an intravenous 
injection of 30.000 units. Animals were Injected as follows 


No. j 

; 

| Weight In 
' grammes; 

Amount of 
toxin. 

Amount of oerebro-spinal 
fluid or blood serum. 

1 i 

650 

0*1 o.c. 

1 o.c. cerebro-spinal fluid. 

2 

620 

0 01 „ 

1 « / 

3 

600 

0*1 „ 

1 ,, >blood serum. 

4 

600 

10 „ 

1 „ S 


Controls. 

0 00? C C ’ 11 c * c * normal saline solu- 

ooo4:: if tion - 


No. 5 developed signs after 48 hours and generalised spasms on the 
fifth day. It ultimately died with well-marked signs of tetanus on the 
fifteenth day. No. 6 developed signs after two days and died of 
tetanus on the eighth day. No. 7 developed signs after 24 hours and 
died on the third day. The quantity of cerebro-spinal fluid obtained was 
only enough for one experiment. This animal (No. 1) died of tetanus 
on the third day. No 2 and No. 4 remained perfectly well and 
developed do signs of tetanus. No. 3 never developed any sign of 
tetanus, hut succumbed to some Interourrent disease on the fifteenth 
day. 

This experiment as regards the cerebro-spinal fluid was 
not conclusive. It evidently did not contain any very large 
amount of antitoxin. On the other hand, 1 c.o. of the 
patient’s serum contained enough antitoxin to neutralise 
from 500 to 1000 times the fatal dose for an animal of 
600 grammes weight. 

Observation 3 .—The cerebro-spinal fluid was obtained from the 
patient (Case 25) 19 hours after an intravenous dose of 35,000 units. 


No. 

. 

Weight in 

Amount of 

Amount of cerebro-spinal 

grammes. 

toxin. 

fluid. 

1 

600 

0 008 c.c. 

5*0 c.c. 

2 

600 

j 0*CC4 „ 

1*0 „ 

3 

590 

' 0004 „ 

0*5 .. 

4 

590 

i 0 008 „ 

0*5 „ 

5 

560 

1 0*02 

1 0*5 



Controls . 

6 

670 

I 0*003 c.c. 1 


7 

8 

630 

620 

0 004 „ 

0 006 | 

>+ Saline solution. 

9 

620 

0*008 „ I 

I 

) 


No. 8 died with generalised spasm within 48 hours. No. 6, No. 7, and 
No. 9 developed signs on the second day. No. 7 and No. 9 died on the 
fourth day and Ni». 6 on the seven* h day. Of the animals which had 
received the patient’s cerebro-spinal fluid No. 5 died with generalised 
spasms within 48 hours. No. 4 developed signs on the seco d day and 
died on the fourth day. No. 3developed stiffness in the limb nearest, 
the site of inoculation. The spasm remained localised, and the animal, 
which was never seriously ill, recovered. No. 1 and No. 2 remained 
perfectly we.l throughout the experiment. 

In this case the cerebro-spinal fluid'appears to have 
contained a small quantity of antitoxin. A 

Observation 4-—The cerebro-spinal fluid was drawn off five days 
(Case 10) and six days (Case 9) after intravenous Injections of 30,000 


units. 

No. 

Weight In j 
grammes, j 

Toxin. i 

Cerebro-spinal fluid. 

1 

740 

0*002 c.c. 1 


2 

770 j 

0*01 „ \ 

-f- 1 c.c. (Ca8e9). 

3 

760 

0*1 „ J 

4 

770 ! 

0*002 „ ) 


5 

720 | 

001 - 
01 .. J 

+ 1 c.c. (Case 10). 

6 

760 




Control. 


7 1 

780 | 

0 001 c.o. | 

1 o.c. saline solution. 


The control animal (No. 7) developed signs on the' bird day and died 
on the ninth day. No. 3 and No 6 developed signs within 24 hours and 
died within 48 hours. No. 2 died of tetanus on the fourth day. No. 6 
developed signs of tetanus, was very ill, but just managed to recover. 
No. 1 and No 4 never showed any signs of tetanus and remained 
perfectly well throughout. 
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In these two cases the cerebro-spinal fluid obtained five 
and six days after intravenous injection of 30,000 units 
contained small amounts of antitoxin. 

The general outcome of these experiments can be summed 
up as follows : In one case the cerebro-spinal fluid obtained 
12 hours after a large intravenous injection was shown to 
contain a considerable quantity of antitoxin. In four other 
cases in which the cerebro-spinal fluid was obtained at longer 
intervals after intravenous injection of antiserum, the amount 
of antitoxin was small. The presence or absence of antitoxin 
hi the cerebro-spinal fluid is possibly a matter of no great 
importance. 

The Fate of Antitoxin Injected into the Theca. 

The intrathecal method is presumably recommended on 
the assumption that serum introduced into the subarachnoid 
space is able to reach the nerve centres in the grey matter 
more rapidly than if it is injected into the general circu¬ 
lation. It is customary after lumbar injection to prop up 
the foot of the bed to aid in the diffusion of serum towards 
the upper regions of the cord and the brain. 

Observation 5.— The material for this experiment was obtained from 
Case 2. On Oct. 2nd lumbar puncture was performed ; 20 e.c. of 
cerebro-spinal fluid were removed and 5000 units were injected. Imme¬ 
diately afterwards 10,000 units were injected into the muscle*. Tne 
foot of the patient's bed wis propped up. Twenty-four hours after the 
lumbar injection a cannula was inserted between the first and second 
dorsal vertebrre and a sample of cerebro-spinal fluid was withdrawn. An 
injection of 4500 units was then given at this level. The fluid with¬ 
drawn from the upper dorsal region was injected into guinea-pigs as 
follows:— 


No. | 

i 

Weight In 
grammes. 

Amount of toxin. 

■ Amount of cerebro¬ 
spinal fluid. 

1 

330 1 

0 05 c.c. . 

5 c.c. 

2 

330 

0'05 c.c. 

1 c.c. 

3 

350 

0 0005 c.c. 

! 0 

4 t 

1 

350 

l 

0 001 c.c. 

1 0 

l 


Both oontrol animals died of tetanus : No. 3 within 48 hours and No. 4 
on the fifth day. No. 1 and No. 2 showed no signs of tetanus and 
remained perfectly well. 

It is evident that the antiserum does spread upwards 
within the subarachnoid spaoe. 

Observation 6.— One experiment was made with the object of deter¬ 
mining the extent to which antitoxin is absorbed from the subarachnoid 
apace. On Oct.. 20th the patient (Case 7) was given an lntratheoal injec¬ 
tion of 5000 units. On Oct. 22nd cerebro-spinal fluid was removed by 
lumbar puncture (preparatory to another injection). Guinea-pigs were 
Injected as follows 


No. | 

Weight In 
grammes. 

Amount of toxin. 

Amount of cerebro¬ 
spinal fluid. 

1 

500 

0’C06 c.c. 

1 0.0. 

2 

450 

0-06 c.c. 

1 O.O. 

3 

500 

0 0006 c.c. 

! 0 


The control animal (No. 3) developed signs of tetanus after 48 hours. 
Mid died on the sixth day. No. Z died of tetanus on the fourth day. 
No. 1 showed nq sign of tetanus and remained quite well. 

This experiment appears to indicate that much of the 
antitoxin had been absorbed from the fluid in the sub¬ 
arachnoid space. 

If antitoxin injected into the theca is absorbed, as it 
appears to be, the question of the path by which it is 
absorbed becomes a matter of importance. It is probable 
that normal cerebro-spinal fluid is largely absorbed by the 
cranial sinuses and meningeal veins. It is not improbable 
that the greater part of the injected antitoxin follows this 
route, is carried into the circulation, and is removed from 
the central nervous system. The possibility of antitoxin 
passing from the subarachnoid space into the substance of 
the cord and brain to obtain immediate contact with the 
nerve cells depends on the existence of communicating 
channels between the subarachnoid spaoe and the peri- 
vasoular and pericellular spaces which have been described 
within the substance of the cord and brain. The existence 
of such communicating channels has not definitely been 
proved, and if they exist it seems probable that the flow of 
fluid would bo from the capillary blood-vessels, through the 
channels, and towards the periphery of the cord and the sub¬ 
arachnoid space. But the Antitoxin if it is to reach the 
nerve cells must traverse these channels in the opposite 
direction. In any case it is probable that the greater part of 
any quantity of antitoxin whioh might be injected would be 
absorbed by the cranial sinuses and meningeal veins, and 


that only a small part of it would And its way into the 
substance of the cord and brain. 

In the treatment of tetanus it is obviously desirable to 
distribute antitoxin to every part of the central nervous 
system. The arteries and blood capillaries, with which every 
part of the grey matter is so liberally supplied, afford ideal 
channels for the distribution of antitoxin to every region of 
the brain and spinal cord. On the other hand, serum 
injected into the lumbar region will in time pass up in the 
subarachnoid space and may filter through to the cells of 
the cervical cord, medulla, and brain. It is precisely these 
centres in the cervical cord and in the medulla oblongata 
which it is most necessary to protect from the tetanus 
toxin. It is difficult to believe that serum injected into the 
lumbar theca reaches the cells in the medulla more quickly 
than serum which is injected into a vein. Moreover, the 
endothelium of capillary blood-vessels freely permits the 
passage of an albuminous fluid, the lymph, which bathes the 
cells of the body, while the cerebro-spinal fluid, the secretion 
of an epithelium which holds back almost completely the 
proteins of the blood, is not, under normal circumstances, 
concerned in the distribution of albuminous substances, and 
it is difficult to see why it should be chosen as a medium for 
the introduction of antitoxin to the tissues of the central 
nervous system. The natural channel for the distribution of 
an albuminous substance like antitoxin would seem to be 
arteries and capillary blood-vessels. 

Anaphylaxis. 

Concerning anaphylaxis, much has been written and little 
is known. Such information as we possess has been derived 
for the most part from experiments on laboratory animals. 
It has been ascertained that different species of animals 
differ widely from one another both in their susceptibility 
to anaphylaxis and the symptoms which they exhibit during 
the attack. Interesting and valuable as many of these 
observations are, they do not as yet provide all the data 
required for the elucidation of the problem of anaphylaxis 
as it occurs in man. The symptoms observed in anaphylaxis 
fall chiefly into two groups : (1) those associated with 
anaphylactic shock ; (2) various minor symptoms. The con¬ 
ditions under which anaphylactic shock may occur are 
manifestly of predominant importance, for the minor 
symptoms of anaphylaxis, although unpleasant, are not 
associated with danger to life. 

It has been established in the case of animals that the 
second dose, if it is desired to produce shock, should be 
given by intravenous or intracerebral injection. In the case 
of an antigen, which is in itself comparatively non-toxic 
(e.g., the serum of an animal of different species), it is 
difficult to produce anaphylactic shock if the second dose is 
injected into the muscles or beneath the skin. A 1 ], however, 
who have carried out experiments on anaphylaxis are aware 
that animals differ enormously in their individual suscepti¬ 
bility, and even under laboratory conditions the peculiarities 
of individual animals render attempts at generalisation very 
difficult. Even under the most favourable conditions a 
certain proportion of a batch of animals fail to exhibit 
shock even if a suitable dose has been injected into a vein. 
One of the most interesting, and for our immediate purpose 
valuable, of the results obtained in the laboratory is the 
observation that acute anaphylactic death does not occur if 
the animal at the time of the second inoculation is under 
the influence of an anaesthetic. 

Of the 26 patients 14 were given large intravenous doses 
of serum. 

One patient (Case 17) died while still under the anaesthetic, 
shortly after the serum had been injected. There was no 
reason to think that death was due to anaphylaxis. 

In one case only (No. 18) of the remaining 13 did shook 
ocour. The signs of shock made their appearance after 
the patient had recovered consciousness. The skin was 
pale and cold, the pulse small and rapid, the respirations 
shallow. The shock was accompanied by urticaria and 
oedema of the eyelids. 

An urtioaria followed within a few minutes of the intra¬ 
venous injection in four other cases and was unacoompanied 
by any sign of shock. The urticaria covered the whole body. 
It was first noted on the face or backs of the hand. In several 
cases when the clothing was opened to look for the rash no 
urticaria was seen until the part had been exposed for some 
seconds—that !is to say, the rash appeared to spread in turn 
to each part of the body as it was uncovered. The urtioaria 
had usually disappeared at the end of half an hour. 
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The oedema of eyelids which was noted for the first time 
in Case 17 was seen in one other case (No. 18), on which 
occasion there was no sign of shock, and the pulse, respira¬ 
tion, and general condition were excellent throughout and 
after the injection. The oedema was perfectly definite and 
was more obvious in the upper lid, the appearances resembling 
those seen in renal disease. 

Quite recently I have had the opportunity of observing in 
one oth r case symptoms possibly due to anaphylaxis. 

About 50 c.c. of serum had been given, wheu, as it was 
noticed that the needle had slipped out of the vein, the 
injection was interrupted. It was found necessary to re- 
sterilise a piece of rubber-tubing, and before this had been 
done the respirations were observed to be shallow and inter¬ 
mittent. Tne patient had partly come round from the 
anaisthetic. Respiratory movements ceased for a few 
minntes, and the pulse became small and rapid. Respira¬ 
tory movements were resumed after a period of artificial 
respiration. Slight urticaria and oedema of the eyelids were 
observed in this case. An intramuscular injection of 6000 
units had been given earlier in the day. In the case already 
described (No. 18) in which shock was observed an intra¬ 
muscular injection of 6000 units, probably about 25 c.c. of 
serum, had been given about six hours before the intravenous 
injection. 

Table II. shows the intervals which elapsed in each case 
between the last subcutaneous or intramuscular dose of 
serum and the intravenous injection. 


In 5 cases no serum was given between the prophylactic 
dose in France and the intravenous injection. Of these 
5 cases, 1 showed an urticaria after the intravenous injec¬ 
tion. In the other 8 cases intramuscular or subcutaneous 
doses of serum had been given as treatment before the 
intravenous injection. Of these 8 cases, shock, urticaria, 
and oedema of eyelids were observed in 1, urticaria and 
oedema of eyelids in 1, and urticaria in 2. In Case 20, for 
example, 2000 units had been injected on the same day as the 
intravenous injection and on each of the four preceding days. 
Nevertheless, the intravenous injection was followed by 
urticaria and oedema of the eyelids. 




There seems no reason, from this series of cases, to suppose 
that preliminary doses of serum are likely to prevent the 
occurrence of anaphylactic phenomena. It is well known to 
laboratory workers that rabbits during the process of 
immunisation against an alien serum, in which the inocula- 
lations are given at three-day intervals, often show anaphy¬ 
lactic symptoms. 

It must be admitted that 14 is not a very large number of 
cases from which to generalise, but the results obtained seem 
to show that no very great risk attaches to the intravenous 
injection of serum under deep chloroform anaesthesia. On the 
other hand, the results obtained as regards treatment were 
good. An urticarial rash, accompanied in some cases by other 
symptoirsof “serum sickness,’’occurred in nearly all the cases 
cn the fifth day after the intravenous injection. In several 
esses an increase of the tetanic spasm was observed during 
the perkd of the rash, and the impression was often pro¬ 
duced that the tetanus was worse. The exacerbation of 
symptoms came to an end on the following day in every 
case. This rather interesting phenomenon was possibly due 
to the increased irritation and stimulation of afferent nerves 
as a result of the serum sickness. 


Amount of Serum Required for Treatment and 
Question of Repeated Doses. 

It is very generally held that injections of serum should 
be given at frequent intervals until every sign of tetanus has 
disappeared. It is, however, obvious that there is no need 
to give a second dose while there is still a large amount of 
free antitoxin in the circulation. The condition of the 
patient gives us no information on this point. 

The appearance of definite signs of tetanus is evidence 
that the toxin has got a long start, and a large dose of anti¬ 
toxin should immediately be given. A large dose is needed 
for the rapid neutralisation of free toxin, and if it is possible 
to dissociate toxin which has already reached the nerve cells 
the larger the dose the better. The effect of a suitable dose 
is to arrest the progress of symptoms. The antitoxin exerts 
no curative effect on the nerve cells which have been 
damaged. The possibility of further damage is averted and 
an interval must elapse before the damaged elements of the 
central nervous system recover. In this series of c^ses 
after the injection of 30,000 units there was, as a rule, no 
definite improvement until the fourth and sometimes until 
the seventh day. In one or two cases the signs were 


slightly more marked during the ensuing 48 hours. Never¬ 
theless, there was probably plenty of free antitoxin in the 
blood stream during the week which followed the intra¬ 
venous injection. With the object of obtaining definite 
information several experiments were carried out. 

Observation 7.—The patient (Case 4) had a subcutaneous dose ot 
1500 units on Oct. 13th and on Oct. Nth 30,000 units were Injected 
into a vein. This man had no subsequent injections. On Oct. 20th 
a specimen of blood was obtained and the following experiment was 
carried out with the patient’s serum :— 


No. 

Weight of guinea 
pig in grammes 

Amount of toxin. 

Amount of patient s 
serum. 

1 

500 

0-005 c.c. 

1 c.c. 

2 

500 

005 

1 „ 

3 

500 

0‘C005 „ 

• 

0 

1 


The control animal No. 3 developed signs on the third day, and died 
of tetanus on the sixth day. No. 1 and No. 2 remained peifcctly well 
and never developed any signs of tetanus. 

Another specimen of the patient’s serum was obtained on Oct. 31st, 
17 days after the intravenous injection. On the same day blood waa 
taken from another patient (Case 11) on the eighth day after the 
intraveuous injection. 


No. 

Weight of 
guinea-pig in 
grammes. 

Amount of 
toxin. 

Amount of scrum. 

i 

780 

001 c.c. 

1 c.c. (Case 4). 

2 

750 

001 .. 

i i 

3 

750 

01 

1 „ hCaaell). 

1 s 

4 

750 

10 „ 
Controls. 

5 

690 

0001 c.c. 

3 c.c. Normal serum. 

6 

850 

0001 „ 

25. 

7 

800 

0 001 „ 

0 


Of the controls, No. 7 developed signs of tetanus on the sixth day, 
was very ill, but eventually recovered. No. 5 developed signs on the 
fourth day and died on the eighth day. No. 6 developed signs of 
tetanus on the third day and died on the seventh day. Nos. 1, 2, 3, 
and 4 never showed any signs of tetanus and remained well. 

Observation 8 .—The sera for this experiment were obtained from 
Cas-es 15 and 18. Iu the one case (15) the patient was given an intra¬ 
venous injection of 30,0C0 units on Nov. 10th. The patient had no 
oilier injection of serum, and a sample of blood was taken 39 days later, 
on Dec. 19th. The second patient was given an intramuscular injection 
of 6G00 units and an intravenous Injection of 30,000 units on Dec. 3rd 
and an intramuscular injection of 5000 units on Dec. 7th. Blood was 
taken on Dec. 19th. 


No. 

Weight of 
guinea-pig in 

Amount of 
toxin. 

1 

Amount of serum. 


grammes. 



1 

650 

001 c.c. 

j 1 

-1- 1 c.c. (Case 15;. 

2 

650 

01 


3 

650 

10 


4 

650 

001 „ 

If 


5 

620 

01 

+ 1 „ (Case 18). 

6 

650 

ro 


7 

670 

0-001 

1 l 

+ 0 

8 

650 

0 002 „ 


9 

650 

0004 ,. 

i' 



Of the controls, No. 9 showed signs after 24 hours, and died of tetanus 
on the third day. No. 7 and No. 8 developed signs on the second day. 
No. 8 died of tetanus on the eighth day and No. 7 on the fifteenth day. 
Of the animals inoculated with serum from Case 15, No. 3 had general¬ 
ised spasms within 24 and died within 48 hours. No. 2 Bhowed signs of 
tetanus on the eighth day, but had recovered by the twelfth day. No. 1 
showed no signs of tetanus. Nos. 4, 5, and 6 never showed any signs of 
tetanus. 

Observation 9 .—Experiments on exactly the same lines were carried 
out in connexion with Cases 20, 23, 24, and 25. 


No 

of 

cafe. 

Interval between in¬ 
travenous injection 
and collection of blood 

Amount of toxin 
neutralised by 1 c.c. 
of patient's serum. 

j Amount of toxin 
fatal to guinea-pigs 

1 of same weight. 

20 

23 

30 days. 

2b „ 

0 04 c.c. ( 

0*4 „ ) 

0 003 o.c. 

24 

20 „ 

0 02 c.c. ) 

0-0005 c.c. 

25 

19 „ 

0 02 ,, S 

1 _ * 


None of these patients had any more serum after the intravenous 
injection. The animal injected with 0’4 c.c. toxin and 1 c.c. of serum 
from Case 20 developed no sign of tetanus, but unfortunately died on 
the fourth day after inoculation. 

The results obtained from the above experiments show 
that 20, 30, and even 39 days after a single intravenous 
injection of 30,000 units the blood of the patient may 
contain appreciable quantities of antitoxin. It is possible 
that some of the antitoxin, the presence of which wap 
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demonstrated, was not the antitoxin originally injected bnt 
was antitoxin manufactured by the patient. This possi¬ 
bility need not, however, be discassed, as the object of the 
experiments was to obtain evidence as to the necessity of 
giving repeated doses of sernm. The evidence provided 
by the clinical histories confirms the experimental results. 
Of the 13 patients, seven received no further serum treat¬ 
ment after the intravenous injection, wuile the other six 
were given one or more additional doses of serum by intra¬ 
muscular or subcutaneous injection. If the histories of the 
patients in these two groups are compared, no difference in 
the rapidity of the disappearance of symptoms is apparent. 

These 13 cases afford no evidence in favour of frequent 
injections of serum. 

The Employment op Hypnotic ^nd Sedative Drugs. 

The drugs employed in the treatment of these 25 patients 
were morphia, potassium or sodium bromide, and chloral 
hydrate. The extent to which hypnotic drugs were 
employed varied enormously in the different cases. 

One patient appears to have consumed during seven days 
about 10 drachms of potassium bromide and 10 drachms of 
chloral hydrate. At the end of this period the patient was 
in a sleepy and comatose condition and the pulse was small, 
rapid (lob), and irregular. Nevertheless, in spite of the very 
considerable quantity of drugs which had been given, there 
was well-marked spasm of the jaw, neck, abdomen, and 
thigh. 

On the other hand, in several cases the number of doses of 
hypnotics given was very small, and in a few no hypnotics 
were given at all. The majority of the patients to whom but 
few doses of hypnotic drugs were given made good recoveries 
and their general condition was far more satisfactory than 
that of those who had received frequent doses of drugs. 

Tetanus toxin is a very efficient poison to the central 
nervous system and drugs such as chloral and morphia, 
which are also essentially poisons to the nervous system, 
should, in the opinion of the writer, be used with considerable 
caution. 

The use of hypnotic drugs in the treatment of tetanus 
should probably be restricted to the minimum Decessary to 
relieve violent pain and secure necessary sleep. The amount 
of hypnotic drugs which is absolutely essential must be 
ascertained by direct trial for each patient. In those cases 
in which pain can be moderated and sleep secured by 
relatively small doses, it is unnecessary and probably 
Injurious to give larger amounts. In tetanus, as in other 
toxic conditions, the less morphia and chloral are given the 
better are the patient’s chances of recovery. 

Summary and Conclusions. 

1. All the 25 patients had had suppurating wounds, but 
in the majority of cases the wounds were not more serious, 
and the suppuration had not been more considerable than in 
the average case sent home to a hospital in England. In 
4 oases the wounds were of a comparatively trivial nature. In 
9 oases the wounds at the time of the onset of tetanus had 
completely or almost completely healed. If every wounded 
soldier, irrespective of the size or condition of the wound, 
was given a prophylactic injection on his arrival in this 
country, there would in all probability be a still further 
redaction in the number and severity of cases of tetanus. 

2. Compound fractures are a particular source of danger, 
and were present in 11 of 25 cases of tetanus. 

3. In 3 of the 25 cases the disease ran an extremely short 
and mild course. These were the only three patients who 
had received a prophylactic injection after their arrival in 
England. 

4. One result of prophylactic injection is to prolong 
enormously the incubation period, with the result that 
tetanus may occur after the wounds have completely healed, 
and the patient has been transferred to a convalescent hos¬ 
pital. Under these circumstances the earliest signs are 
/eadily overlooked. 

5. The pain associated with the early and local symptoms 
may lead to a diagnosis of rheumatism or muscular 
rheumatism. 

0. The earliest signs may consist of clonic or tonic con¬ 
traction of muscles in the immediate neighbourhood of a 
wound, usually in the nearest flexor group. The signs may 
remain localised for many days, and it is characteristic of 
some cases occurring in inoculated patients that the period 
of onset is enormously prolonged. 

7. After a longer or shorter interval generalisation occurs. 
The muscles of the jaw, neck, and abdomen become stiff. 


There is profuse perspiration and the reflexes of the lower 
limbs are exaggerated. In many cases the pulse-rate may 
be very rapid and the temperature normal. On the other 
hand, even in inoculated persoos and after a very long 
incubation period, the disease may begin suddenly with 
spasm of the muscles of the jaw and neck. 

8. Of 5 mild cases treated by intramuscular and sub¬ 
cutaneous injections of serum 5 recovered. Of 14 cases 
treated chiefly by intravenous injections 13 recovered. Of 
5 cases treated by intrathecal with or without other injections 
3 recovered. One patient who was given an intravenous 
and subsequently an intrathecal injection died. If the signs 
are well localised and are not spreading rapidly intra¬ 
muscular injections afford an adequate method of treatment. 
In severe cases, and in those in which signs are generalised, 
an intravenous injection (30,000 units) under deep chloro¬ 
form anaesthesia should be given. After such injection the 
farther progress of the disease is usually arrested, and 
definite improvement may be expected two to seven days later. 

9. There is reason to think that the danger of intravenous 
injection has been exaggerated. The essential principle of 
serum treatment is to give a very large dose of antitoxin at 
the earliest possible moment. This object can be most 
easily attained by the intravenous route. 

10. In 4 cases serum treatment was confined to a single 
intravenous dose of 30,000 units. In 3 other cases no serum 
was given subsequent to the intravenous injection. In these 
7 cases recovery was as rapid as in 6 other cases in which 
subsequent injections were given. The serum of patients 
was shown to contain free antitoxin at various intervals up 
to 39 days after an intravenous injection of 30,000 units. 

In conclusion, I desire to express my thanks to Captain 
Telford who has kindly given me permission to include one 
of his cases in this series. To Dr. MacConkey, who supplied 
the tetanus toxin which was used in the experimental 
portion of the work, my best thanks are due. I also wish to 
express my thanks to Major Turner, Captain Morley, Captain 
Walker, and other medical officers in charge of military and 
auxiliary hospitals who have helped me by supplying material 
and information which have been of the greatest service in 
the preparation of this report. 


THE INTRAMUSCULAR VER8U8 THE 
INTRATHECAL ROUTE IN THE TREAT¬ 
MENT OF TETANUS BY THE 
INJECTION OF ANTITOXIN. 

By SIR DAVID BRUCB, C.B., M.B., O.M. Edin., 
F.B C P. Lond., F.R.S., 

SURG EON-GEN KRAL, ARMY MEDICAL SERVICE; CHAIRMAN, WAR OFFICE 
COMMITTEE FOR THE STUDY OF TETANUS. 


The Tetanus Committee has been labouring for a long 
time trying to impress Aimy medical officers with the 
importance of the recognition of the earliest symptoms of 
tetanus and that time is the all-important element in serum 
treatment. A delay of an hour may make all the difference 
between success and failure. It is, therefore, obvious that 
it is necessary to give antitoxin by the method which enables 
it to produce its effect with the least delay. 

In The Lancet of Jan. 27th, 1917, a paper appeared, 
entitled * 1 An Analysis of Recent Cases of Tetanus in the 
British Expeditionary Force,” by Colonel Sir William B. 
Leishman, A.M.S., and Major A. B. Smallman, R A.M C. 
In this paper it is laid down that the best and most effective 
route for the injection of antitetanic serum is the intra¬ 
muscular. As chairman of the Tetanus Committee I have 
been deputed by the members to question this statement. 

In the Memorandum on Tetanus published in November, 
1916, 1 the Committee stated that “ experimental and clinical 
evidence has shown that the best results are obtained by 
intrathecal injections of serum and, again, “in a case of 
tetanus the first thine to do is to give an intrathecal injection 
of antitoxin.” Sir William Leishman and Major Smallman, 
on the other hand, as the result of the study of their figures, 
write: “They appear to us to throw very considerable 
doubt upon the advisability of employing the intrathecal 
route, either alone or in combination; and, further, they 
seem to indicate considerable virtues in connexion with the 

* The Lancet. Nov. 18th, 1916, p. 873. 
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employment of the subcutaneous and intramuscular channels, 
particularly the latter.” Also, “We find our suspicions 
of the thecal and venous routes strengthened, and also some 
further support for the good impression which has been 
made on us by a consideration of the results of the sub¬ 
cutaneous and intramuscular routes.” In regard to the 
intrathecal route they consider “that the evidence is pretty 
strongly against its employment.” In conclusion, they place 
the alternative routes in the following order of merit: intra¬ 
muscular. subcutaneous, intrathecal, and intravenous. 

The difference of opinion on this important point between 
the Committee and Sir William Leishman and his colleague 
is therefore plain and manifest. This statement by Sir 
Wiliam Leishman and Major Smallman is even now having 
a marked effect in the treatment of tetanus in England. 
Already letters have been received from inspectors of 
tetanus saying that it will be difficult, if not impossible, 
in future to get intrathecal injections carried out promptly. 
It is so much easier to give an intramuscular injection. 
“Facilis est descensus.” Given the choice between the 
straight and narrow intrathecal route and the broad and 
easy intramuscular, it is not to be wondered at if the 
majority choose the latter. 

In this paper it is proposed to confine the issue 
strictly to the thesis, intramuscular versus intrathecal injec¬ 
tions. It is doubtful if any truth can be arrived at by 
the study of the figures at our disposal relating to the 
result of injections of antitoxin in the human subject. 
There is no uniformity in the treatment of tetanus in 
man. The men who suffer are also, as a rule, suffering 
from other grievous maladies—wounds, fractures, septi¬ 
caemias, pneumonias, heart failure, See., so that if the man 
dies it is impossible in many cases properly to assign the 
cause. But when we take experimental animals to which a 
constant dose of the poison can be given and in which the 
effect of the antitoxin can be carefully watched, we are in a 
much better position to adjudicate on a simple question such 
as the merits of the two methods of injection. An ounce of 
experimental fact is worth a ton of speculation. The only 
argument brought forward, then, will be one based on animal 
experiment. This, it is hoped, will be considered legitimate, 
although there is a great difference between tetanus in 
man and in an experimental monkey. In the former 
there are living tetanus bacilli, in the latter a weighed 
quantity of the dead poison. But the question asked in this 
paper is a restricted one, “Which is the better route—the 
intrathecal or the intramuscular?” and in trying to arrive at 
the correct answer an argument taken from animal experi¬ 
ment seems not only to be a fit and proper one, but the only 
sure one available. The animal used in this experiment is 
the monkey, and the experimenter is Professor C S. Sher¬ 
rington, a member of the Tetanus Committee. The following 
is a description of the experiment in his own words :— 

Some experiments recently conducted at the request of the 
Committee upon monkeys bear on the relative efficacy of the 
eernm treatment by intramuscular and intrathecal injection 
respectively. The experiments exhibit the effect of a single 
injection of antitetanic serum upon a single preourrent dose 
of tetanus toxin. They show a difference between the 
results obtained by the intramuscular and intrathecal 
methods respectively. The contrast seems sufficiently 
marked to be significant, although the experiments are at 
present few in number. 

For the experiments the same sample of toxin was used 
throughout. It was kindly provided by Dr. A. T. MacOonkey, 
of the Lister Institute. The minimal lethal dese of it for the 
monkey was not ascertained; but in eight control experi¬ 
ments carrying the dose down to 0 8 mgra. per kilo, monkey 
it proved lethal in all, none of the animals surviving the 
inoculation longer than 5$ days, and all dying of generalised 
tetanus. These observations have now been carried down 
to 0*5 mgm., which likewise killed the animal, but less 
quickly 

The mode of giving the toxin was the same in most of the 
oases : the weighed dose was inserted as the dried powder into 
a small cross cut about 8 mm. long and 4 deep cut in the 
outer bead of the left gastrocnemius muscle ; the lips of the 
muscle wound were then drawn together by a single fine 
suture and the skin wound closed by Btitches. This inocula¬ 
tion and the subsequent injection of antitetanic serum were 
made under full ansesthesia and with full aseptic precautions. 
Some of the later experiments have been made with the 
toxin in solution. 

The antitetanus serum used was likewise kindly provided 
by Dr. MacConkey and its values in U.S.A. units were 
supplied by him. It was of various degrees of strength in 


units per o.cm. In comparative pairs of experiments the 
sample concentration used was the same. 

For the intramuscular injeotions the serum was given in 
the usual way—under light chloroform anaesthesia; the 
shaved skin was cleansed and swabbed with iodine; the 
site chosen was the muscles one-third down the back of the 
thigh of the limb which had received the toxin. When, as 
was often the case, the quantity of serum injected was large, 
part of the dose was given into the muscles at the back of 
the neck. No local inconvenience resulted to the animal 
from these injections. 

For intrathecal injection the animal was anssstbetised, the 
skin of the top of the back of the neck shaved, cleansed, and 
swabbed with iodine, and then the atlo-occipital membrane 
was exposed by suitable incision. Some of the cerebro spinal 
fluid was then withdrawn with the syringe needle thrust 
through the membrane, and without withdrawing the needle 
the antitetanus serum was then injected. It was usually not 
possible to introduce more than 3 c.cm. of serum. The 
needle was then withdrawn and the wound closed with deep 
and superficial stitches under full asepsis. 

A factor of high importance as influencing the success of the 
serum treatment is length of time elapsing between the giving of 
the scrum and the giving of the toxin; the shorter this interval 
the more favourable the opportunity for the serum to have effect. 
This factor and tne amount of the dosage of the toxin and 
serum are exhibited in the accompanying table. 

Tetanus Toxin Experiments. 

Intramuscular and Intrathecal Injections of Antitetanic Serum 
Compared . 


Monkey’s 

expt. 

cage 

number. 

Dose of 
toxin in 
mgm. per 
kilo, of 
monkev. 

No. of hours from 
Inoculation of— 

Dose of 
serum in 
units 
per kilo, 
monkey. 

Result. 

Toxin 
to fiist 
symptoms 

Toxin 
to giving 
serum. 



Intramuscular. 


XXXII. 

3-5 

29 

66 

i 2320 

Death In 5j days 

VII. 

24 

30 

66 

1 1360 

.. 61 „ 

XXXV. 

20 

30 

54 

i 1200 

10* .. 

LXXV. 

2-0 

30 

50 

1 1600 

„ 7* „ 

LXXVII. 

20 

30 

74 

2100 

51 „ 

ax xi ii. 

1*8 

30 

69 

1480 

51 „ 

XXIV. 

1*7 

30 

68 

2518 

„ H4 .. 

XLI. 

1*6 

30 

50 

2083 

53 „ 

IV. 

1*6 

30 

72 

850 

.. H 

XXXVI. 

1*5 

30 

54 

1300 

.. 124 

XL. 

13 

30 

74 

1365 

53 „ 

XXXVII. 

1*1 

30 

93 

1250 

.. 



Intrathecal. 



XVII. 

4*4 

28 

78 

1407 

Death in 54 

XIX. 

4 3 

28 

78 

1956 

.. 8* 

XI. 

3-5 

29 

69 

1000 

Recovery. 

XII. 

27 

30 

78 

910 

He«*overy. 

IX. 

2*7 

30 

69 

300 

Death in 4{ days. 

XX. 

2*2 

30 

71 

1478 

Recovery. 

XXIII. 

2T 

30 

68 

1085 

Recovery. 

LI. 

2 0 

28 

51 

1500 

Recovery. 

L. 

2*0 

28 

51 

1600 

Recovery. 

XXVI. 

20 

30 

54 

560 

R**covery. 

XLVII. 

1 2*0 

30 

51 

1000 

Recovery. 

Lxxvin. 

20 

30 

72 

1600 

Recovery. 

LXV. 

2*0 

30 

78 

2250 

Deatn In 54 days. 

LVI. 

2*0 

34 

66 

1800 

Recover?. 

XXVIII. 

! 1*9 

30 

54 

711 

Recovery. 

III. 

1 18 

30 

72 

966 

Recovery. 

XXXIX. 

1*3 

30 

74 

1200 

Recovery. 

XXIX. 

11 

30 

93 

571 

Death in 113 days. 


* It will be seen from the table that the results are distinctly 
in favour of the efficacy of the intrathecal as against the 
intramuscular method. 

For instance, with a toxin dose of 3*5 mgm. per kilo, 
monkey, serum in a dosage of 2320 units per kilo, animal, 
given intramuscularly 66 hours after the toxin, hardlyappre- 
ciably prolonged life; whereas by the intrathecal method the 
serum in a dosage of 1000 units per kilo, animal, given 69 
hours after the toxin, was followed by recovery. 

Again, with a toxin dose of 2*4 mgm. per kilo, animal, 
serum in a dosage of 1360 units per kilo, animal given intra¬ 
muscularly 66 hours after the toxin, was followed by death 
from generalised tetanus in 6$ days; whereas with toxin 
2*7 mgm. per kilo, animal, serum in a dosage of 910 units per 
kilo., given intrathecally 78 hours after the toxin, was 
followed by recovery. 

Again, with a toxin dose of 2mgm. per kilo, animal, serum 
in a dosage of 1200 units per kilo, animal, given intra¬ 
muscularly 54 hours after the toxin, was followed by death 
from generalised tetanus in 101 days; whereas with the 
same dose of toxin, serum given intrathecally at the same 
eriod after the toxin, in dosage of 560 units, was followed 
y recovery. 

Again, with 1*3 mgm. toxin per kilo, animal, serum in the 
dosage of 1365 units per kilo., given 74 hours after inoculation 
intramuscularly did not obviously retard the fatal result. 
But with the same dosage of toxin, serum given intrathecally 
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after a similar lapse of time from the toxin inoculation and 
in somewhat smailer dosage (1200 nnitsper kilo.), was followed 
by recovery. 

Of the group of 12 animals treated intramuscularly none 
reoovered. Of the group of 18 animals treated intrathecally 
13 recovered. But the contrast is more marked than that 
simple comparison might suggest. Reference to the table 
shows that in the case of one (IX.) of the intrathecal experi¬ 
ments the dose of serum given was much smaller than was 
tried in any of the intramuscular experiments. In another 
case (XXIX.) it was less than half the amount given in the 
experiment (XXXVII.) most comparable with it in the intra¬ 
muscular group. Further, the doses of toxin given in two 
other animals which died in the intrathecal group were 
larger than any of the toxin doses administered under the 
intramuscular group. 

Can aay unbiassed person examine Professor Sherrington's 
results and not be struck at the manifest superiority of the 
intrathecal over the intramuscular route ? In the cases 
treated intramuscularly the disease was hardly retarded in 
its fatal result, whereas almost all those treated by the intra¬ 
thecal route recovered ; the few that died had either too 
much toxin or too little serum given. The proof of the 
pudding is in the eating of it. Here is no in vitro experi¬ 
ment, but definite living animals all stricken by a mortal 
malady. Treated intramuscularly they all die. Treated 
intrathecally the great majority live. 


ON THE INTRATHECAL ROUTE FOR THE 
ADMINISTRATION OF TETANUS 
ANTITOXIN. 

By F. W. ANDRKVVES.M.D.Oxox., F.R C P. Lorn, F.R.S., 

MAJOR, R.A.M.C..T. ; MEMBER OF THE WAR OFFICF. COMMITTEE 
FOB THE STUDY OF TETANUS. 

With a Note on a Case of Tetanus Snoot ssf uUy Treated. By 
F. W. Andrewes and Thomas J. Horder, 

M.D. Lond., F.R.C.P. Lomi. * 


There are six routes by which tetanus antitoxin may be 
given in curative treatment. Of these the intracerebral and 
intraneural routes are unsuited for regular use, and are, by 
common consent, reserved for special and desperate cases. 
The other four routes are the subcutaneous, intramuscular, 
intravenous, and intrathecal; at the present time opinions 
are still widely divided as to the relative advantages of these. 
While I am personally an advocate of the intrathecal route, 
I recognise that there are other observers with an equal right 
to j udge who prefer one or other of the alternative routes. My 
purpo.se in this paper is to record my own experience of the 
intrathecal route, and to set forth, as far as I am able, the 
reasons which weigh with me in my preference. 

It is of interest to analyse the influences which are at work 
in determining individual judgment on such a matter. The 
most powerful influence is, I imagine, personal experience ; 
the man who has the misfortune to lose one or two oases 
early in his trials of a given route naturally conceives a pre¬ 
judice against it, while with another, who happens to meet 
with success, the reverse is the case. Failure, no less than 
success, is apt to occur whatever be the route chosen, and 
thus chance comes to play some part in one’s preference. 
The military cases of tetanus which are now occurring in this 
country are not very numerous, for the prophylactic injection 
of antitoxin has largely controlled the disease, and most of 
the cases which occur in spite of the injection are greatly 
modified in their severity, many being cases of local tetanus 
only. It is probable that a large proportion of these milder 
cases would recover whatever the route of administration of 
the serum, or even without serum at all. It thus comes 
about that the advocate of any route is able to bring forward 
lists of cases with a large percentage of recoveries, so that 
it has become more difficult than before to appraise the 
relative values of the different routes. 

Conclusions derived from Statistical and Physiological Data. 

A common method by which attempts have been made to 
reach a decision is the statistical one. If we had sufficiently 
large series of comparable cases treated each with com¬ 
parable doses of serum by the four different routes separately 
It might be easy to draw conclusions from the relative case- 
mortalities of each series. But such data are not forth¬ 


coming, and we shall probably never get them, for the 
primary object is always the cure of the patient. A* 
a rule, more than one route is employed in any given 
case, and the widest discrepancies exist not only as to- 
choice of route but as to dosage of serum, while different 
cases of tetanus present extreme variations in severity. It 
does not seem legitimate to draw any conclusions from the 
heterogeneous mass of data at present available. In his 
analysis of the cases of tetanus occurring in this country 
during the first year of the war, Surgeon-General Sir David 
Bruce found that the mortality was a little lower in those 
who had received intrathecal injections of serum than in 
those who had not; but when he came to apply a similar 
analysis to the cases occurring in the second year of the 
war this advantage was no longer seen. Last January 
Colonel Sir W. B. Leishman and Major A. B. Smallman 
published an elaborate and exhaustive analysis of 160 cases 
occurring amongst our troops in France during last summer 
and autumn 1 ; their figures brought out the surprising result 
that the highest mortality was amongst the cases which had 
received an intravenous injection, while the intrathecal 
route was not much better; the best apparent results were 
achieved by the subcutaneous and especially by the intra¬ 
muscular routes. They state that they are fully aware of 
the many pitfalls incident to the search for truth amongst 
small figures dealing with cases presenting many complicat¬ 
ing factors, and perhaps the most serious of these are the 
facts that no less than 61 out of their 113 fatal cases had 
gas-gangrene, and that cases are included as fatal case* 
of tetanus whether they died of tetanus or of some 
complication. Thus of 21 fatal cases treated by intrathecal 
injection only, 9 were attributed by the reporting officer to 
causes other than tetanus. There is a natural tendency to 
employ the more heroic measures of intravenous and intra¬ 
thecal injection in the more desperate cases and to be 
content with the simpler procedures in slighter cases; I 
have certainly been influenced by this tendency myself. 
Taking into consideration all these sources of fallacy, I 
cannot but feel that argument from such confused statistical 
data is a somewhat hazardous proceeding. 

There is a third method of justifying a preference for a 
certain ronte which is also hazardous. This consists in 
a priori reasoning from supposed physiological data. It is r 
for example, common to hear it said that the intrathecal 
route must be the best because thus the antitoxin is brought 
into the closest relation with the central nervous system ; 
while others, again, defend the Intravenous ronte because 
the antitoxin is thus carried into the closest attainable 
contact with the affected motor neurons. The fallacy of 
such reasoning lies in the fact that it rests on insecure- 
physiological premisses. There is no actual proof that anti¬ 
toxin can pass from the oerebro-spinal fluid into the substance 
of the central nervous system, nor any proof that it can- 
reach the neurons from the capillaries adjacent to them. 
There is no proof that, if these things were true, the anti¬ 
toxin could dissociate from the neurons the toxin which bad 
already entered into combination with them. Many physio¬ 
logists hold opinions on these points and arguments can be 
arrayed on either side, bat we have not sufficient proof, or 
even consensus of opinion, to enable ns to reason safely on 
such a difficult subject as this. 

The Method of Experiment. 

There remains one method which has been helpful In 
deciding many vexed questions: it is that of experiment, 
and I must confess that I place more reliance on this than 
on any other method in deciding on a choice of ronte. 
Though we cannot get “ clean data” from human cases of 
tetanus they can be obtained by animal experiment. It is 
possible to introduce known and similar doses of tetanus 
toxin into series of animals, allow the disease to commence, 
and then determine the ronte by which equal suitable doses 
of antitoxin are most successful in saving or prolonging 
life. More than one series of experiments has been 
carried out on these lines. In Denmark Permin showed 
that when tetanus toxin was injected into the muscles 
in suitable dose local tetanus was prevented when anti¬ 
toxin was given intrathecally at the same time, whereas 
it was not prevented by the same dose of antitoxin given 
intravenously; not even intrathecal injection prevented 
tetanus if it was given four hours after the toxin. Permin 
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used dogs and rabbits in these experiments. More often 
•quoted is the work of Park and Nicoll on guinea-pigs. These 
observers injected into the muscles of the hind leg two 
minimal lethal doses of toxin, waited till spasm of the leg 
•commenced, and then tried antitoxin by various routes. In 
-one experiment on 18 guinea-pigs the 2 controls without 
antitoxin died in three days; 6 received 100 and 200 Units 
of antitoxin by the intracardiac route, and 4 received 200 
units by the intraneural route ; all these 10 animals died in 
from three to eight days. The remaining 6 received intra¬ 
thecal doses, 3 getting only 10 units and 3 50 units ; 5 out 
of these 6 animals recovered. This is only one out of four 
experiments they record, but in all the same marked 
superiority of the intrathecal route was manifest. It has 
been objected to these experiments that it is impossible 
to give an intrathecal injection in such small animals 
without wounding the cord, and it is probable that they did 
sometimes wound it, as they state that transitory paralyses 
of the bind legs followed the injections in a few cases. 
But whether or not these were pure intrathecal injections the 
animals nearly all recovered from two minimal lethal doses 
of toxin, whereas nearly all those treated by other routes 
perished, and this although the intrathecal doses of antitoxin 
were much smaller than those given by the other routes. 
Captain Golla has done similar experiments on cats and 
rabbits. He finds the intrathecal and intravenous routes 
greatly superior to the subcutaneous in saving life. 

Quite recently Professor C. S. Sherrington has carried out 
for the War Office Committee for the Study of Tetanus a 
series of experiments on monkeys on similar lines to the 
above, and these he is now publishing. He permits me to 
state that when symptoms of tetanus have commenced the 
intravenous and intrathecal routes for administering anti¬ 
toxin have proved vastly superior in prolonging or saving life 
to the intramuscular route, the. intrathecal being slightly 
superior to the intravenous. It may thus fairly be said that 
in experimental work where the dosage of toxin and anti¬ 
toxin can be accurately controlled and the experiments 
rendered strictly comparable the available evidence indicates 
the intrathecal route as the most effective in saving life in 
animals in the early stages of tetanus. I think that great 
weight must be attached to such evidence, and it seems to 
me that we should be justified in refusing to employ the 
intrathecal route in suitable human cases, only if it could be 
shown that grave risk attaches to the method; this with 
reasonable care I believe not to be the case. I will refer 
later to another argument relating to the risk of anaphylactic 
shock. 

Results of Intrathecal Injections. 

Such are my reasons for preferring the intrathecal route, 
and I will now state shortly the results which I have seen 
from its use during the past six months. Since the middle 
of September, 1916, I have acted as tetanus inspector for 
the military hospitals in the London District north of the 
Thames. It has been my duty to see at once every case or 
suspected case of the disease, to take notes, and to confer 
with the medical officer in charge of the case as to treat¬ 
ment. In six months I have been summoned to 24 cases. 
One of the«e was clearly not tetanus, and 3 were convalescent 
cases which had received their treatment in France. 
Twenty cases were, in my judgment, tetanus, or sufficiently 
tike it to be treated as such, though in one or two instances 
•of such extremely mild type as to be somewhat doubtful. 
Many of the cases I saw but once in consultation, though in 
all I kept in touch with the responsible medical officer till 
the upshot of the case was clear. Some of the cases had 
already been receiving serum treatment before I was sent 
for, but in most I felt it my duty to urge the administration 
of large doses of antitoxin by the intrathecal route, and this 
was usually done. Sixteen out of the 20 received intra¬ 
thecal treatment. One case received no serum treatment at 
all. The cases have presented every gradation from the 
most acute general tetanus to the mildest local form of the 
disease. I will endeavour to group them more or less in the 
order of their severity. 

Cases of Acute General Tetanus. 

Cask 1.—Severe bums of face, neck, back, and limbs. Patient had 
rolled in mud to extinguish flames. No prophylactic dose of antitoxin. 
Incubation 10 days. Onset with trismus and difficulty in swallowing. 
Serum treatment not commenced till third day, when 16,000 U.S A. 
unite were given intrathecally and 8000 units intramuscularly. These 
doeee were repeated on the following day, but the patient died In violent 
opisthotonic spasms on the night of the fourth day. | 


Cask 2.—Appendicectomy. No antitoxin given. Incubation nine 
days. Onset with trismus, stiff neck, and twitching of abdominal 
muscles. Serum treatment begun on second day—12,000 units Intra¬ 
venous and 12,000 intramuscular. These doses were repeated on the 
following day. after which only subcutaneous doses were given. Patient 
held his own for four days and then died from heart failure rather than 
from any violent muscular symptoms. B. tetani was recovered from 
the wound and from a snipping of the appendix stump after death. 

Case 3.— Gunshot wound of loins; flesh wound only. 1500 units anti¬ 
toxin on following day. Incubstlon 10 davs. Onset with fever, frequent 
pulse, and delirium. Jaws and neck stiff; back and shoulder musclea 
quivering, but no opisthotonic spurns. Received 8000 units of anti¬ 
toxin intrathecally and 1000 into muscles of back on day of onset, and 
27,030 units intrathecally on the following day. Nevertheless, he died 
about 48 hours from onset, not from manifest tetanus, but from 
profound toxaemia. 

Cask 4. - Gunshot wound of right femur, followed by gas gangrene. 
Presumably had had antitoxin. Patient’s general condition became 
bad, and the condition of the leg was such that amp station was per¬ 
formed two and a hUf months after the Injury. Previous to this opera¬ 
tion the patient had at timas complained of transient stiff less of the 
jaw and neck. Incubation 85 days from wound, six days from ampu¬ 
tation. The earliest symptoms were trismus and stiff Qeck, and these 
lasted four days before tetanus was definitely diagnosed. The patient 
then had a convulsive seizure and died a few hours later while prepara¬ 
tions were beiug made to give antitoxin. Apart from the tetanus, ills 
general condition was so bad as to give little hope of his recovery. 

Case 5.—Shrapnel wound of loins, not involving bone. Patient not 
aware that he had had antitoxin. Wound dirty at first, then granulated 
healthily. Incubation 14 days. Onset with feeling of constriction 
round waist and rising temparature. On the third day slight trismus, 
difficulty in swallowing solids, and stiff neck. On the fourth day 
marked trismus and opisthotonic spasms, with sweating. Serum treat¬ 
ment commenced on fourth day—1063 units subcutaneously in the 
morning; in the evening 16,000 units intrathecally and 8000 intra¬ 
venously. On the fifth day again 16.000 int^thecally and 8000 intra¬ 
venously. On the sixth, seventh, ani eighth days 12,000 units were 
given each day intrathecally. The general spasms ceased after the first 
intrathecal and intravenous doses and the trismus was gone in a week. 
Recovery was complete. 

Case 6.— Shrapnel wound of knee, penetrating joint. Antitoxin same 
day and again abmt five days later. Shrapnel removed from joint. 
Wound healei completely. Movement of knee good. Incubation 
48 days. Onset with lumbar pain and sweiting. After 24 hours 
slight rigidity of lumbar muscles. After 48 hours back and neck stiff, 
marked trismus, sweating, commencing opisthotonic spasms. No 
symptoms in wounded limb. Serum treatment commenoed at end of 
second day—12.000 units intrathecally and 12,000 intramuscularly. 
Similar doses next day, and half these doses on day following. Improve¬ 
ment was immediate, and the trismus had nearly disappeared by the 
fifth day. Recovery complete. Marked serum rash after third intrathecal 
j doee; oedema of face lasted for weeks. 


Cases of Subacute or Mild General Tetanus. 

Case 7.—Compound fracture of right mandible by fragment of high- 
explosive shell. Antitoxin given same day. Three days after injury 
fragment of shell removed from jaw. A dental splint fitted later. 
Incubation 19 days. Onset with slight trismus. Tetanus not diagnosed 
for six days, when the spasm had spread to neck, back, and abdomen; 
restlessness and delirium. 1530 units antitoxin given subcutaneously 
on the seventh, eighth, eleventh, and thirteenth days; 1500 intra¬ 
thecally on the fourteenth day, after which the same subcutaneona 
doses were repeated, with occasional doses of an antibujillary serum. 
On the twenty-seventh day there was still some rigidity of the 
abdomen, with increased knee-jerks and ankle-clonus; on this day the 
patient had 12,500 units intramuscularly. The tetanus finally dis¬ 
appeared about the fortieth day, but the patient remained delirious 
till he was put on fuller diet. Recovery was complete. 

Cask 8.—Compound fracture of right tibia. Bit of high-explosive 
shell removed same day aad antitoxin given. The wound remained 
foul, and some two months after ttie injury the oavlty was scraped and 
dressed daily with phenol and camphor, when it became clean. 
Incubation 107 days. Onset with slight stiffness of jaw and neck, not 
recognised as tetanus for a week, whRn the rigidity was more marked 
and had spread to the abdomen. The tongue was bitten during the 
night by a spasm of the jaw. On the eighth day he received 1500 units 
of antitoxin subcutaneously, and the same on the ninth day. On the 
tenth day the patient had 12,000 units intramuscularly. The trismus 
was Intermit ent, coming on when he ate or when he cleaned his 
teeth. After it had disappeared he had attaoks of local rigidity in the 
leg when it was dressed. No tetanic symptoms after the eighteenth 
day. Complete recovery. 

Case 9.—Multiple shell wounds, including compound fracture of left 
tibia and fibula. Antitoxin given same day. Wounds opened up a 
few days later. Incubation 17 days. Onset with trismus, which was 
complete in 24 hours. There was no other sign of tetanus. Patient 
received 8000 units of antitoxin intrathecally on the second, third, and 
fourth days of the disease and quickly recovered, all trismus having 
gone in a week. Slight anaphylactic shock occurred after the first 
intrathecal dose of serum. 


Case 10. -Gunshot wound of right arm. Compound fracture of 
humerus. Antitoxin same day. Fragments of bone removed on two 
occasions soon after. Nearly three months later a loose sequestrum 
was removed with forceps without cutting, and on the following day 
blood and pus appeared In the urine, lasting for a few days. Previous to 
the removal of the sequestrum there had been intermittent stiffness or 
the jaw. Incubation 83 days. Bight days after removal of sequestruii 
there was marked trismus and slight rlsus ssrdonlcus. The abdominal 
muscles were rather rigid, but there was no opisthotonos. Occasional 
spasms occurred In the wounded arm. On the day of definite onset 
patient had 24,003 units of antitoxin Intrathecally and tbe same on ttaa 
following day. On the third day 8000 units intramuscularly and 3000 
suboutaneously. On the fourth 8000 and on the fifth 3000, both Intra¬ 
muscularly. A week from onset the tetanus had nearly disappeared 
and the patient thenceforward steadily recovered. 
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Cask 11.—Gunshot wound. Compound fracture of right tibia and 
fibula. Antitoxin two days later and again three weeks later. Two 
operations in Prance for netting bones and drainage. Wound healed 
all but a sinus. Incubation 71 dax8. Onset preceded for five days by 
painful pricking sensations in back and over scapula*. Attack began 
witn spasms in wounded leg *nd back, with opi-thof onos but no 
trismus. The spasms we»e painful but not very frequen', and were 
followed by profuse sweating. Constitutional symptoms slight. No 
serum treatment a as Kl v en till the sixth day. when rigidity of the 
abdominal muscles was present, and the right leg was quite stiff. There 
was no spasm in the left leg, but increased knee jerk and ankle clonus. 
On the sixth nay patient had an intramuscular injection of MXX) units of 
antitoxin, and on the seventh day an intra'hecal dose of 16,000 units. 
The oplsthotonic spasms ceased after this intrathecal dose. Intramus¬ 
cular inject *ons o» 8000 uni's were given on the tenth and thirteenth 
days, and 500 units on the fifteenth day, when the last spasm in the 
leg occurred. Decreasing rigidity of the abdominal muscles was 
observed up to the twenty ninth day. Recovery was complete. 

Case of Severe Local Tetanus with General Symptoms but no 
Trismus . 

Case 12.—Multiple shrapnel wounds,apparently slight, but in reality 
Involving fracture or right Mum, with fragment of shrapnel in pelvis. 
Antl'oxin given on following day. Incubation six days or less. Reached 
England with left leg rigid. The condition was not recognised as 
tetanus for three weeks; at this time the lefr. leg was rigid throughout, 
only pmtia'ly relaxing under general anaesthesia. Twltchlngs of the 
right leg were also present, and the wh< le muscular system seemed to 
be inasta e of increased excitabll'ty, all reflexes being exaggerated. 
Trismus and opisthotonos were absent. On the twenty first day of the 
disease the patient bad an intranuscular Injection of 1000 units of 
antitoxin. On the twenty-second and on the five following days he 
had intrathecal injections of 8000 units, six such doses in all. The 
tetanus subsided very gradually, but ultimately quite passed off. The 
patient, however, became the subject of grave pyterale complications, 
with suppurations in joints, and of these he ultimately died some two 
months after the tetanus hid subsided. 

Cases of Local Tetanus with Trismus. 

Case 13.— Shrapnel wmind, right buttock. Antitoxin given same 
day. Missile removed in France. Wound healed an 1 patient was walking 
about ward. Incubation 50 days. As he was walking the right knee 
suddenly became " locked,” and the whole leg was found to be in a 
state of tonic spasm. On the fourth day the rigidity began to extend 
to the loins and there was trismus. The affected leg was rigid as a bar 
of iron, the rigidity being maintained even under deep general anaes¬ 
thesia. On the fourth day he bad two intramuscular d« ses of antitoxin, 
each of 1000 units. On the fifth and sixth days intrat hecal injections, 
each of 8000 units. The tetanus passed away very slowly, but recovery 
was complete. 

Case 14.—Gunshot wound. Compound fracture of right tibia and 
fibula. Antitoxin given next day. Tibia united and wound nearly 
healed. Intubation 55 days. Onset with slight trismus. On the fourth 
day the right leg wa« stiff, owing to tonic contraction of the hamstrings. 
There was an erysipelatous condition about the wound, with irregular 
fever. On the seventh day there was marked trismus, but no opistho¬ 
tonos. The abdominal mu-cles were slightly rigid ard the right ham¬ 
strings were quite rigid. The patient was sweating and had an anxious 
look. On the sixth day of the disease he h-d 1500 units of antitoxin 
subcutaneously in the morning and 3000 or 4000 units Intramuscularly 
In the evening. On the seventh day 3000 units intramuscularly. On 
the elgh'h day 16,000 units were given intrathecally and 8000 intra¬ 
muscularly. After this he had no more spasms and made a good 
recovery. 

Cases of Local Tetanus without Trismus. 

Case 15.—Shell wounds, left thigh and but'oek. Antitoxin two days 
later. Incubation 84 days. Onset, with gradually increasing rigidity of 
left leg to which, in the course of the next month, painful spasms were 
superseded. .Tetanus whs not diagnosed till t' e rigidity had been 
going on for more than two months and had to some extent involved 
the abdominal muscles The patient now received two subcutaneous 
doses of 3000 units of An'ltoxin, then 9000 intrathecally, and then 18 000 
subcutaneously on three successive days, followed by 18.G03 intra¬ 
muscularly and again 18,000 subcu'aneousl v. Thin treatment extended 
over 10 days, with no immediate benefit, but the spasm gradually 
disappeared in the course of the ensuing three weeks and he recovered. 

Case 16 —Shrapnel wounds of both hands, both legs, and left eye. 
Wounds healed, and patient was beginning to try to walk. Incubation 
four month8. O set with stiffness of right leg, developing into tonic 
spasm of ham-strings and quadriceps. Spa-m not painful. No other 
sign of tetanus. On the fifth day of symptoms he had 1500 units 
of antitoxin in o the th«ca; this was followed by a slight rigor and 
headache. On the eighth day he had 500 units subcutaneously. The 
pat tent made a complete recovery. 

Cask 17 —Shell wounds of left knee and ankle and left elbow. Anti¬ 
toxin given. Primary amputation through thigh in France. The 
stump was unsatisfactory, and 130 days after the injury 1£ inches of 
the femur were removed. Twelve hours after this spasms began in the 
stump; they w« re very frequent and painful and much increased when 
the stump was dressed «*r manipulated. No other sign or tetanus was 
present except lively reflexes. On the day after the spasms began the 
patient had lhOO units of antitoxin subcutaneously and on the following 
day 27,000 units intrathecally. Twenty-lour hours after the intrathecal 
injection the spasms were much relieved, but they went on, gradually 
ceasing, for a week. No further symptoms occurred. No tetanus bacilli 
oould be cultivated from the wound. 

Case 18. Gunshot wound of right heel, shattering os calds. Fifteen 
days later wound opened up and pieces of boot and sock were removed. 
Pus found tracking up peroneal tendons. On the day after this opera¬ 
tion there was pain in theri*ht heel, an * 24 hours later (17 days’ incuba¬ 
tion) painful cramps began in the right calf. These spasms occurred 
every three or four minutes, knotting the gastrocnemius. There was 
no tonic f-pusm. They continued unchanged and finally spread to the 
hamstrings. On the sixth day the patient had 1500 units of an'ltoxin 
subcutaneously, and on the seventh day 5000 by the intramuscular 
route. There was no immediate improvement, but the spasms gradually 
disappeared. The case was later complicated by a dangerous gan¬ 
grenous cellulitis of the .buttock and back, but the patient ultimately 
recovered. 


Cask 19.—No wound. Patient came off duty with swollen feet, and 
cellulitis arose in the right foot, which was incised. Incubation nine 
days. Onset with twitching of both feet and calves and also of the 
facial muscles. There was at first some rigidity of the legs more in 
the left than In the right. This soon passed off. No trismus and no 
other sign of tetanus. On the day of onset 16.C00 units of antitoxin 
were given by the intrathecal route a**d 8000 by the intramuscular. 
These doses were repetted on the following day, and later some smaller 
intramuscular doses were given. In about a week from the onset the 
symptoms had subsided, the’ facial twitching being the last ta go. 

Case 20.— Trench feet, with slight breach of surface over the left 
internal mabeolus. Twenty-nine nays later inflammation set in ronnd 
the malleolus, and the left sterno-mastoid was found to be rigid and 
contracted. No spasm in leg and no trismus. Ab a precaution 1500 
units • f antitoxin were given intramuscularly on the day of onset, and 
on the following day the same, with 9000 by the Intrathecal route. < On 
the third day the aterno-mastoid was nearly relaxed, but the knee-jerks 
were much exaggerated. Later the patient had pains in vailous joints, 
which improved when active treatment was employed for pyorrhoea 
alveolar is, from which he suffered. 

Comments on the Preceding Cases. 

Five patients oat of the 20 died, bat only 4 died from 
tetanus. One of these received no sernm treatment, and 2 
more were men unprotected by a prophylactic dose of anti¬ 
toxin. Of the 16 cases which received intrathecal injection 
of autit >xin 2 died from tetanns and 1 later from septic 
complications. Thas if I wished to claim a low percentage 
mortality I could do so. The total mortality from tetanus 
was 20 per cent., and amongst the cases treated by intra¬ 
thecal antitoxin 12£ per cent. Such figures would, how¬ 
ever, be worthless as an argument for the intrathecal 
route, for the cases were a very mixed series, and 6 of 
them were cases of local tetanus, in which recovery would 
probably have ensued whatever the mode of treatment. The 
last three cases were perhaps not tetanus at all ; indeed. 
Case 20 was so doubtful that antitoxin was only given as a 
precaution, while the medical officer in charge of Case 18 
did not agree that it was one of tetanus. A much closer 
criticism of the cases is required before forming an opinion 
as to the value of the intrathecal route. 

The impression left upon my mind is as follows. Many 
of the subjects of the most severe tetanus, espeoially those 
who have received no prophylactic injection of antitoxin, 
will die whatever is done. But I should much like so see 
the effect of really adequate doses (20,000-30,000 units) 
intrathecally given at the very onset of Buch cases. At the 
other end of the scale are the cases of local tetanus, with 
very low mortality and a tendency to spontaneous recovery, 
which cannot be used as an argument in favour of any given 
route. But between these two extremes lies a group of 
cases in which efficient treatment may turn the scale, and 
I think that it is by such cases, of sufficient gravity to 
threaten life, that a mode*of treatment should be judged. 

I should place at least five of the preceding cases in this 
category—viz., Oases 5, 6, 9, 10, and 11. Borne, it is true, 
were caught so early that dangerous symptoms had not had 
time to develop—e.g., Case 9—but even here severe trismus- 
with an incubation of only 17 days is a grave condition. 
All these cases were treated with large intrathecal doses of 
antitoxin, though other routes were employed as well in 
most of them, and all made excellent recoveries. I was 
particularly struck with the rapid improvement whicb- 
asually followed the intrathecal dose, the spasms often 
abating in 24 hours. 

It may be said, and I cannot disprove it, that equally good 
results might have been obtained by similar doses of serum 
by the intravenous or intramuscular routes. My impression, 
however, is that the improvement was more rapid and 
striking in these cases than I have seen recorded in case* 
treated by other routes. I have in mind also a case which 
recently occurred in St. Bartholomew’s Hospital under the 
care of Dr. T. J. Horder, and which we hope to publish. 
A woman with moderately severe tetanus received 24,000 
units of antitoxin intravenously on the day of admission to 
the hospital with no benefit; 48 hours later her condition 
was dangerous and she was given 27.000 units by the 
intrathecal route with striking results. Improvement was 
manifest next day and she made a good recovery. 

Anaphylaxis.—Meningeal Reaction.—Route in Local 
Tetanus. 

A further matter cannot be ignored in the choice of a 
route for antitoxic serum ; it is the risk of anaphylactic 
shock in patients who have received a prophylactic dose of 
antitoxin. Only one of the 16 patients in my series- 
exhibited shook after the intrathecal injection, and it was- 
not severe. Cases of shock', sometimes severe, have been 
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reported even after subcutaneous injection of a second dose, 
but such instances are of considerable rarity. Those who 
employ the intravenous route probably run greater risks, but 
it seems true that even here shock is exceptional, and that 
series of cases of tetanus in men who have previously had 
serum have been treated intravenously without this accident. 
Nevertheless, everything that we know about anaphylaxis from 
the experimental side points to the intravenous as the most 
certain route for producing shock, except perhaps the intra¬ 
cerebral. There is, further, plenty of clinical evidence that 
the danger is a real one in man; fatal cases, for instance, 
have been reported lately from the intravenous injection of 
antidysenteric serum. This is certainly an argument which 
is of weight with me in my preference for the intrathecal 
rather than the intravenous route. We know, too, that 
antitoxin is readily and quickly absorbed from the theca into 
the circulation, so that the intrathecal route practically 
accomplishes in a short time all that can be attained by 
intravenous injection with less risk of shock and with the 
possible, but unproven, advantage of some direct action upon 
the central nervous system. 

The risk of sepsis from intrathecal injection is one which, 
with ordinary care, should be negligible. In hundreds of 
lumbar punctures at St. Bartholomew's Hospital I have never 
seen it. It may be simulated in mild degree by the meningeal 
reaction against a large dose of alien protein ; slight sym¬ 
ptoms of meningeal irritation are sometimes seen, and the 
reality of the reaction is manifest from the fact that for a 
day or two after an intrathecal injection of serum the 
cerebro-spinal fluid is turbid with polymorphonuclear 
leucocytes. But this seems to do no harm. 

One other question remains to be considered. Is it worth 
while to employ the intrathecal route in cases of local 
tetanus 7 The French authorities seem to consider that it is 
sufficient in these cases to maintain the existing protection by 
subcutaneous doses of antitoxin. In established cases of 
local tetanus with no sign of involvement of the higher 
centres I should concur in this view, for I have seen no 
great benefit from intrathecal injection in such cases. 
Nevertheless, Case 17 in my series suggests that in an early 
case of this condition intrathecal injection may be of 
benefit, and whenever trismus comes to be superadded I 
should regard it as indicated. It must be remembered that 
an insufficiently treated case of local tetanus tends to pass 
on into the general disease as protection becomes weaker. 
Of this a convalescent case from France, which I saw when 
cured, affords a good example. An artillery officer received 
a flesh wound in the thigh and had antitoxin six hours later. 
After some nine weeks, when the wound was perfectly 
healed, though a fragment of shrapnel remair ed in it, he 
noticed a little stiffness of the leg in walking. Nevertheless, 
his leave up, he returned to duty in France and remained at 
work for a fortnight till his leg grew so rigid that it was 
helpless, and he went again into hospital. Trismus, stiff 
neck, and opisthotonos now supervered and large intra¬ 
thecal doses of antitoxin were given, supplemented by intra- 
mnscalar. These were continued for 18 days, by which time 
he was cured. 

I may say, in conclusion, that my object in writing this 
paper has been to confirm the faith of those who believe in 
the intrathecal route in face of the doubts which have lately 
been cast upon its value. In my humble judgment, based, 
it is true, on a limited experience only, it seems the most 
potent means of saving life in a disease so terrible that one 
is justified in running some risks in the attempt to cure. 
And I believe these risks less, and the prospects of cure 
greater, or certainly not less, than when the intravenous route 
is employed, while in the presence of the acuter forms of 
tetanus the delay involved in absorption from the muscular 
or subcutaneous tissues means the loss of the precious hours 
during which life may still possibly be saved. 

Note .—Since writing the above I have received from Pro¬ 
fessor C. S. Sherrington the latest details of his experiments. 
Of 10 untreated control monkeys all died. Of those treated 
with antitoxin subcutaneously all died. Of 12 treated by 
intramuscular injection all died. Of 16 treated by intra¬ 
venous injection 10 died (62-5 per cent, mortality). Of 18 
treated by intrathecal injection 5 died (27*7 per cent, 
mortality). These figures are more favourable to the intra¬ 
thecal, as opposed to the intravenous route, than I had 
.supposed. 


A Case of Tetanus ; Isolation of the Bacillus from 
a Varicose Ulcer ; Treatment by Antitoxin ; 
Recovery. By F. W. Andrewes and Thomas J. 
Horoer. 

This case on admission to hospital appeared a suitable 
one for the intravenous administration of serum; but, as 
will be seen, recourse was later had to the intrathecal route. 

Clinical note of the case.—k. married woman, aged 44, was admitted 
to St. Bartholomew's H *spi al on Jan. 15tb. « n J«n. ICth she felt ill, 
with headache and alight backache. Next day her jaw was stiff. On 
the third riav of her illness the pains in the back Increased and the 
ch- st was also painful. S>ie was seen by a doctor on the fif h day and was 
admitted to honpital on the sixth day. On examination the face was 
flushed, with slight cyanosis; the paMent was drowsy a* d lay wl'h legs 
abducted. The temperature was 99*4° F., pulse 110, respirations 20. Tne 
jaw was rigid, the inci*or teeth opening less than quarter of an Inch. 
There was slight cervi<«l rigidity for antero-posterior movements, but 
not for lateral movements. There was no retraction of the head. The 
abdominal muscles were stiff. The legs could not be voluntarily 
adducted. Examination of the left leg showed *n old varicose ulcer, of 
18 yea’s standing, just above the inner mnlieolus. The ulceration was 
very superficial aud about 3 by 2 Inches in extent. It was covered 
by very pale and fine gtanula ions. The surrounding skin was pig¬ 
mented but not lnflnmed. There was no cedema.no cellulitis and no 
enlarged glands. On the seventh day of the disease the patient 
became much worse; the drowsiness increased, the temperature rose to 
101 c , pulse to 120, and respirations to 30, the cv&nosis increased ; more 
serious than these, spasms began early on this ''ay, at first infreanent 
and mild, but later very frequent and severe. On the evening of the 
eighth day the temperature reached 102*2°, pulse 128, respirations 4 i; 
the patient was unconscious for the most part, with retention of 
urine. On this day the first intrathecal injection of antitoxin was 
given. On the ninth and tenth days the patient's general condition 
was better, and the spasms were no worse. On the eleventh day the 
second intrathecal injection of antitoxin was given. Gradual progress 
took place thence onwards. The tempera*ure Ml gradually and 
reached normal on the sixteenth day. The trismus began to relax on 
the eighteenth day and was almost absent on the thirtieth. The 
patient got uo on the thirty-fifth day, and left hospital quite well on 
the forty-ninth day. 

Serum treatment. —The disease was well generalised, not, at 
the time, of very great severity, and the patient had not pre¬ 
viously received any dose of serum which would have rendered 
her sensitive. She was therefore given 24,000 units of a potent 
serum from the Lister Institute, of the value of 8000 U.8.A. 
units in 10c.o. which had been plaoed at the disposal of one of 
us(F.W. A.) by the kindness of Dr. MaoConkev, and which had 
previously given good results on intrathecal administration 
in several cases. The effect of this was disappointing, and 
the patient fell into such a dangerous condition that, two 
days later, the intrathecal route was adopted. Dr. O’Brien, 
of Messrs. Burroughs and Wellcome’s laboratories, had 
kindly given one of us (F. W. A.) for trial some concentrated 
antitetanus serum prepared in the usual way by ammonium 
sulphate precipitation of the globulin fraction and re-solu¬ 
tion. It contained double the ordinary amount of protein, 
and had a value of 27.000 U.S.A. units in 12 c.c. 

The cerebrospinal fluid..— Of the specimen removed at the 
time of the first intrathecal injection Dr. Stansfeld reported 
as follows : The fluid is quite clear and colourless, the cells 
present are not increased in number, the protein is in very 
small amount (too small for estimation), and the reducing 
power is normal. Of the specimen removed at the time of 
the second intrathecal injection, three days after the first, 
Dr. Canti reported as follows: Quantity,about 15c.c.; colour¬ 
less; fine flakes present; no admixture of blood; cells, 470 
perc.mm.; lymphocytes, 10 per cent.; polymorphs, 86 per 
cent.; endothelium, 4 per cent.; the protein amounted to 
0*025 per cent., and globulin was present; Fehling’s reduc¬ 
tion normal; sterile in film and culture. This report illus¬ 
trates the well-known phenomenon of mild meningeal irri¬ 
tation with polymorphonuclear leucocytosis following the 
injection of alien serum into the intact subarachnoid space. 
It is apparently devoid of serious import. 

Bacteriology. —The ulcer was examined by one of us 
(F. W. A.) the day after admission. In stained films the 
predominating organism was a staphylococcus, but many 
long thin bacilli were present which would have passed as 
tetanus though no sporing forms were seen. Anaerobic 
meat-broth tubes under liquid paraffin were inoculated with 
the secretion, and yielded an abundant growth of B. tetani, 
from which the staphylococci were later eliminated by 
heating. The toxicitv of the culture was marked; mice 
inoculated with 1/1000 and 1/2000 c.c. developed intense 
tetanus in 24 hours; smaller doses were not tried. The 
heated cultures were not pure tetanus; in a subculture given 
to the Lister Institute the malignant oedema bacillns was 
also found present by the workers there. Eleven days after 
the patient’s admission to hospital the ulcer was examined 
again. With the rest in bed it had completely healed, and 
was covered with a thin layer of new epidermis. Neverthe¬ 
less, a swab rubbed over the cleansed surface, at the point 
where the healing appeared most recent, yielded a culture 
of B. tetani as abundant as the first. The site of the uloer 
was now dressed daily with a paste of “eupad”; after a week 
of this treatment no more tetanus bacilli could be cultivated. 
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General comments. -There was no trauma in this case, nor 
was there any suggestion as to the manner in which the 
varicose nicer became infected, nor how loDg it had 
been infected. This particular channel for infection is 
probably very unusual, and worthy of record. But a more 
Important reason for referring to the case is that in it the 
effect of a single intrathecal dose of 27,000 units of antitoxin 
on the eighth day of the disease was so marked that it is 
difficult to believe it due to anything but the change of 
route. It is true that a different brand of serum was used 
for this intrathecal injection from that used intravenously 
48 hours earlier. But both brands had been used by one of 
us (F. W. A.) in several cases, and there was no reason for 
supposing the one serum better than the other. It is, of 
course, just possible, though not probable, that the good 
results following so quickly upon the intrathecal dose were 
.a delayed effect of the intravenous dose. The second intra- 
thec&i dose was given as a precaution and not from any 
urgent necessities of the case. 


A COMPARISON OF SUBCUTANEOUS WITH 
INTRAVENOUS AND INTRATHECAL 
ADMINISTRATION OF TETANUS 
ANTITOXIN IN EXPERI- 
' MENTAL TETANUS. 

By F. GOLLA, M.B., B.Ch. Oxos., 

C APT A IF, R.A.M.C. (T.F.); MEMBER OF THE WAB OFFICE COMMITTEE 
FOR THE STUDY OF TETANUS. 

(From the Physiological Laboratory of the University 
of London.) 

The War Office Committee for the Study of Tetanus has, 
in a memorandum, emphasised the advantages of serum 
treatment in tetanus by the intrathecal method. 

With a view of testing in animals the relative efficiency of 
the administration of antitoxin by the subcutaneous, the 
intravenous, and intrathecal methods in tetanus, a series of 
experiments has been made on cats and on rabbits injected 
with equivalent doses of tetanus toxin. 

The results obtained show the indubitable superiority 
of the intravenous and intrathecal routes over the sub¬ 
cutaneous. Such superiority may be attributed to the slow 
absorption of tetanus antitoxin injected subcutaneously. 

It will be seen by reference to Table III. that even when 
injected 24 hours later, antitoxin by the intratheoal route is 
more efficient than the subcutaneous injection. 

None of the results gave any encouragement to the view 
that toxin may be neutralised once it has entered the nervous 
system. The whole problem of the serum therapy of tetanus 
appears to be that of cutting off fresh supply of toxin 
by bringing antitoxin into relation with the focus of 
infection as rapidly as possible. In animals with a high 
resistance to tetanus, such as cats and rabbits, the 
symptoms develop comparatively slowly; in the susceptible 
guinea-pig the development is much more rapid even if we 
make allowance for the shorter nerve path traversed by the 
toxin to reach the central nervous system. Man is much 
more akin to the guinea-pig in susceptibility, and in the 
unprotected subject symptoms may develop from a local 
spasm to generalised tetanus with startling rapidity. The 
greater swiftness with which antitoxin can be brought 
into action by intrathecal and by intravenous administra¬ 
tion rather than by subcutaneous should therefore be of 
paramount importance in treatment. This fact has been 
to some extent obscured during the present war owing to 
prophylactic administration of serum having converted man 
from a susceptible to a resistant organism, and this is 
evidenced by the occurrence in the majority of cases of a 
clinical picture of tetanus which had previously been very 
rare in the human subject, though it is the rule in highly 
resistant animals such as the cat and the rabbit. The 
disease first manifests itself in local spasms of the muscles 
supplied by the spinal segments directly in nervous con¬ 
tinuity with the wound. It may either remain localised or 
more or less slowly invade the whole nervous system. In 
such cases the better results obtained by intravenous and by 
intrathecal administration are not always so apparent, but 
since it is impossible to say whether or not a sudden rapid 
invasion of the whole central nervous sysU m may develop, it 
would appear to be oourting needless risks to delay the 
bringing into aotion of antitoxin by adopting the sub¬ 
cutaneous method. 


The appended series of four experiments illustrate the- 
points referred to above. 

Comparisons of Subcutaneous with Intrathecal. Injec¬ 
tions of Antitetanic Serum before Onset of 
Tetanic 8ymptoms. 

Experiment 1.— Four Rabbits received Injection of Tetanus 
Toxin 160 + ms. per g. in Left Gastrocnemius. No Tetanus 
within 24 hours. Each Rabbit received 75 U.S.A. Units of 
Antitoxin per kg. 24 hours after Toxin. 


No. of 
rabbit. 


128 

129 

130 


131 


Site of Injec¬ 
tion of anti- 
tetanio serum. 


Result. 


Subcutaneous. 

Intrathecal. 

Subcutaneous. 


Intrathecal. 


48 hours after toxin marked rigidity of left 
leg. Died of general tetanus on fourt h day. 
48 hours after toxin slight rigidity of left leg. 
Passed off alter three flays. Recovered. 

48 hours after toxin inaked rigidity of left leg. 
12 hours later left anterior extremity affected. 
Rigidity of left leg lasted one month. 
Recovered. 

48 hour* after toxin slight rigidity of left leg. 
Recovered completely in three days. 


Experiment 2.— Three Cats received Injection of Tetanus Toxin 
40 -f ms. per g. in Left Gastrocnemius. No Tetanus within 
24 hours. Two Cats received 75 U.S.A. units of Antitoxin 
per kg. 24 hours after Toxin. 


No. of jsiteof injection 
cat. I of antitoxin. 


Resul*. 


104 i Subcutaneous. 

105 | Intrathecal. 

106 ' No injection. 


Marked rigidity of left leg. Lasted till killed 
| a week later. 

{Slight weakness of left leg. Passed off fa 
] three days. Recovered. 

(Marked rigidity of left leg. Anterior left 
extremity also affected. Lasted till killed 
a week later. 


Comparison of Subcutaneous with Intrathecal Injec¬ 
tion of Antitoxin Before and After the 
Onset of Tetanic Symptoms. 


Experiment 3 .—Ten Rabbits received Injection of 4- 160 nw. 
per g. Toxin in Left Gastrocnemius. 


Time 

after 

toxin. 

State at time of 
injection of 
antitoxin. 

Subcutaneous injec¬ 
tion of 100 U.8.A. 
units antitoxin. 

intrathecal Injection 
of 100 U.8.A. unite 
antitoxin. 

24 hours 

No local tetanus. 

No. 144 developed 
marked rigidity 
40 hours after 
toxin. Died 
fourth day. 

No. 147 slight 
rigidity 36 hours 
after toxin. Re¬ 

covered four days. 

36 

Slight local spasm. 

| Nos. 145 and 146 
; rigidity increased. 
Died fourth day. 

Nos. 148 and 150 
rigidity increased; 
furelimha affected 
next day. 148 re¬ 
covered. 150 died 
sixth day. 

48 

Marked local 
spasm of left leg 
and weakness of 
anterior extremi¬ 
ties. 

Nos. 149 and 151. 
Died fourth day. 

Nos. 152 and 153 no 
amelioration of 
symptoms. Died 

fifth and sixth days. 


Intravenous Injection of antitoxin compared with 
Subcutaneous and Intratbecal Injections. 
Experiment 4 .—12 Rabbits received Injection of 100 + ms. 
per g. Toxin in Left Gastrocnemius. 


Time after 
toxin of anti¬ 
toxin Injec¬ 
tion and state 
of rabbit. 


24 hours. No 
tetanic 
symptoms. 


4 8 h o u r 8. 
Well-marked 
rigidity of 
left leg. 


Subcutaneous 
injection 
100 U S. A. 
units. 


Intravenous Injec¬ 
tion 100 U.S.A. 
units. 


A. and B.: 
Rigidity 
(local) 36 
hours after 
toxin. Died 
third day. 


Gk and H.: 
Anterior ex¬ 
tra m iti e * 
affected 60 
hours after 
toxin. Died 
third day. ! 


C. and D.: Slight 
local rigidity 36 
hours after toxin. 
Well-marked 
rigidity of left 
leg 12 hour* later. 
Forellmbs not 
affected. Re¬ 
covered. 

J.andK.: Rigidity 
remained local¬ 
ised to left leg. 
Recovered 


i 


I 



Intrathecal Injec¬ 
tion 100 U.S.A. 
units. 


B. and F.: Slight 
rigidity left leg 
36 hours after 
toxin. No in¬ 
crease of sym¬ 
ptoms. Recovered - 


L. and M. t Next 
day L. shows 1 
paresis of both 
f orel l mb*. Died 
fifth day. M. 
slight rigidity of 
left forelimb and 
paresis of right 
next day. Be- 
oovered. 
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A STATISTICAL NOTE ON AN ANALYSIS 
OF CASES OF TETANUS IN THE 
BRITISH EXPEDITIONARY FORCE. 

By M. GREENWOOD, Ja., M.R.O.S.Esa., L.R.C.P. Losd., 

CiPfilN, B.i.M.C. (T.F.); KSlDRB IK MKD1C1L ST.TISriCS, 

UKivsBsrrr or lohdom. 

(from the Litter Institute of Preventive Medicine.) 


In This Lancet of Jan. 27th (pp. 131 et uq.) Colonel 
Sir William Leishman and Major A. B. Smallman published 
an analysis of the cases of tetanus, 157 in number (neglect¬ 
ing three cases respecting which no details were given), 
which had occurred in hospitals in France between 
July 1st and Oct. 31st, 1916. These authors, while fully 
admitting the fragmentary character of their material, 
felt justified in enunciating a few practical conclu¬ 
sions. They held that the results threw “ very con¬ 
siderable doubt upon the advisability of employing the 
intrathecal route, either alone or in combination, and, 
further, they seem to indicate considerable virtue in con¬ 
nexion with the employment of the subcutaneous and 
intramuscular channels, particularly the latter.” In a 
summary of conclusions (ibid., p. 137) this judgment is 
reiterated, the evidence available with respect to the intra¬ 
thecal method being described as *• pretty strongly against 
its employment.” Colonel Leishman and Major Smallman 
adduce certain theoretical and technical considerations in 
support of their condemnation of the intrathecal route. 
i>ut their chief argument is founded upon the results of 
statistical tabulation, in particular upon the fact that while 
of 111 patients treated wholly or in part by the intrathecal 
method, 84 (76 per cent.) died ; of 32 patients treated 
wholly or in part by the intramuscular route, only 19 
<59 per cent.) succumbed. 

Analysis of Statistical Results, 

The fundamental data appear in Colonel Leishman and 
Major Smallman's Table VII. (here reproduced, with some 
additions, as Table I.), which records the numbers of deaths 

Table I.— Fatalities in Different Groups. Observed by 
Leishman and Smallman. 


T, Intrathecal; V, Intravenous ; S, Subcutaneous; M, Intramuscular. 
The figures in brackets are the “expected ” deaths deduced from the 
mean rate of fatality. 






Method of 1 




Method of 
a 1 ministra¬ 
tion. 

a 

No. of 
deaths. 

££ 

*dmin 1strm | 
tion. j 

O a 

°1 
55 o 

No. of 
j deaths. 

Fatalit 
per cen 

T 

25 

21 (18*31) 

34 

S M 

1 

1 (0*73) 

, 100 

V 

7 

7 (5*13) 1 

103 

TVS i 

20 

17 (14-65) 

85 

S 

27 

15 v 19*78) I 

55 

TSM | 

4 

1 (2*93) 

25 

If 

4 

3 (2*93) 

75 

TVM 

5 

3 (3*66) 

63 

T V 

14 

11(10*26) 

78 

VS M 

1 1 

1 (0 73) 

100 

T8 

T:M 

28 

13 

21(20*51) 

9 (9-52) 

75 

69 

T V 3 M 

2 

1 (1*47) 

i 50 

V 8 

4 

4 (2*93) 

100 





VM 

2 

0(1**7) 

0 

Totals .. 

157 

j 115 

— 


and recoveries distributed in 15 sub groups, each sub-group 
being composed of individuals treated by a different method 
or different combination of methods. The authors comment 
on this table in the following words : — 

The uneven size of the groups and their very number 
make evident the futility of any attempt to form conclusions 
from a consideration of the degree to whioh the case 
mortalities are above or below the mean rate of the whole 
157 cases. 

I cannot concur with Colonel Leishman and Major Smallman 
in this reasoning, which, if correct, would force us to abandon 
the application of statistical methods to all frequency 
-systems except those in which the sub-group frequencies are 
sensibly equal. On the contrary, I think an analysis of this 
table should be the first stage of the inquiry. What we seek 
to learn in the first instance is whether the variations in the 
-case mortalities of these 15 groups are greater than might 
reasonably be attributed to the operation of pure chance, to 
the fluctuations which occur among small groups of individuals 
taken at random from a population experiencing a rate of 
loss identical with the mean rate—vis., 73*2 per cent. 
Clearly if the fluctuations are not greater than might often 
occur in this way, we cannot expect to derive any useful 


information as to whioh of the 15 methods, or combinations 
of methods, is the best to employ in future. 

Two methods can be used to answer this fundamental 
question. 

The first is to divide the difference between the number of 
deaths actually observed in each group and the number 
expected (on the assumption that the mean rate applies to 
all alike) by the latter’s standard deviation and then to 
ascertain whether the resulting 15 reduced deviations are 
effectively distributed in accordance with the normal curve 
of errors. 

The second method is to form a table with 30 compart¬ 
ments, corresponding to the complete distribution of the 
individual reoords, and then to compute the value of the 
function X 2 for the whole table. Thus, the chance that an 
individual observation which falls into the group T will fall 
also into that of recoveries is 25/157 x 42/157, and the number 
of such observations will be 157 times this—i.e., 6*69—and a 
similar calculation gives us the remaining a priori values. 

If the difference between this ”expected” value and the 
observed value be squared and the square divided by the 
' expected" value, the sum of the resultant numbers will 
measure the divergence between the calculated and observed 
result aud, from published tables, the probability of such a 
divergence having arisen by chance can be computed. 

Theoretical objections can be urged against either method ; 
with greater force perhaps against the former owing to the 
small size of several of the groups and the consequently 
hazardous assumption that the distribution is normal. They 
are, however, sufficiently accurate for our present purpose. 
Taking the first method, we have the results shown in 
Tables II. and III. The agreement between observation and 


Table II. 


Group. 

'illljl I1!§*18 

X X 1 

I ® 1 ® 

Group. 

Difference 
between ob¬ 
served and 
expected deaths. 

Standard 
deviation of 
expected deaths. 

Difference 
divided bj 
standard 
deviation. 

T 

+ 2*690 2 213 

+ 1*216 

V M 

1-1*465 

0*626 

-2 340 

V 

+ 1*873 1-171 

+ 1*599 

H M 1 

i+ 0-267 

0-443 

+ 0-003 

S 

- 4-778 1 2-300 

1-2 077 

T V 8 

f + 2*350 

1-980 

+ 1*187 

M 

f 0-07) | 0-885 

+ 0*079 

TSM 

- 1-930 

0*886 

- 2 *178 

T V 

+ 0-745 1 1 6% 

+ 0 450 

TVM 

-0-663 

0-990 

-0*670 

T S 

+ 0-490 | 2-342 

+ 0*209 

VS M 

+ 0267 

0*443 

+ 0-603 

T M 

V S 

- 0 523 1*598 
+ 1*070 j 0*885 

-0*328 
+ 1*209 

T V 8 M 

-0*465 

i 

0 626 

-0-743 


Table III. 

Deviation. 

| 1 

i Observed. 

l Expected. 

Greater than + 1 S.D. 

.. ... ! 4 

2-38 

O - + 1 S.D. 

... 5 . 

, 512 

— 1 S.D. — O. 

. 3 

5-12 

Greater than — 1 8. D. 

. ; 3 

i 

| 2*38 


expectation is suoh that were the assumption really oorrect 
we shoold expect on repeating the experiment to find, on the 
average, no better agreement in 55 per cent, of our trials. 

Passing to the second test, we have X 2 = 23*5375, whioh 
corresponds to P = 0 751, or odds of three to one that in 
the long run we should get as bad a result, or a worse result, 
as the experiment actually shows. Consequently either path 
leads us to the same conclusion—viz., that the variations of 
case mortality from group to group are such as might easily 
arise by chance within a uniform population. A corollary is 
that we cannot properly draw any conclusion at all as to 
which method of administering the antitoxin is practically 
the best. In view of the results just detailed, it is hardly 
necessary to carry the investigation further, but a few 
remarks on Colonel Leishman and Major Small man's 
subsequent tabulations are permissible. 

Dffivulty arising from Scantiness of Data. 

These investigators being sensible that the numbers of 
cases treated solely by one or other of the methods they 
desire to contrast—viz., intrathecal and intramuscular— 
were too scanty to warrant definite conclusions, sought to 
overcome the difficulty by widening the groups. This they 
have done by contrasting all the groups in which intrathecal 
injections formed a portion of the treatment with all those 
in whioh intramuscular injections were employed. 
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The result is that 24 oat of the 32 cases forming the 
combined M group, 75 per cent, of the total for that gronp, 
alscf figure in the combined T group with which it is con¬ 
trasted. It is to be feared that an initial scantiness of data 
cannot be reme tied by so simple an expedient. If we desire 
to contrast the pharmacological actions of two drugs and 
have small numbers of observations relating to the separate 
action of each drug, the addition to each homogeneous group 
of a heterogeneous set of observations involving the action 
of both drugs can only blur the difference without in any 
way increasing the reliability of the original experiments ; 
obviously the larger the heterogeneous group added in. the 
nearer must the mean of each aggregate approach to that of 
the heterogeneous group. If we suffer from a shortage of 
potatoes, we shall remain short of potatoes no matter how 
many pigs fattened on potato parings may be brought to 
market. I think, therefore, that the comparison must be 
restricted to that of groups involving T but not M with 
those involving M but not T. In the former category we 
have 87 oases with 70 deaths, in the latter 8 cases with 
5 deaths. 

The usual method of comparing these results is to take 
as the probable rate of mortality for both groups 

and contrast the observed difference between the two rates 
with the probable error of the difference. We have : Actual 
difference, 0 1796; standard deviation, 0*1506; probable error, 
0*1016. Assuming the distribution of errors to be normal, 
we should expect to get a deviation of this magnitude, 
positive or negative, or greater, once in 4*3 trials. 

Another method is to inquire what the chance may be 
that after 70 deaths have occurred in 87 cases a second sample 
of 8 would provide 5 or fewer deaths, it being assumed that 
we have no knowledge of the “real” case mortality other 
than that furnished by the samples themselves. Making the 
necessary calculations, 1 we find that the chance is 0*2148, or 
the event such as will occur on the average once in every 
4*7 trials. 

Neither test raises any serious presumption that the 
T group differs from the M group to a degree inconsistent 
with the belief that the result is a mere chance variation. I 
oonclude, therefore, that Colonel Leishman and Major 
Smallraan’s statistics are altogether inadequate to su *port 
any argument in favour of or against one or other method 
of treatment. Pending the collection and analysis of fuller 
statistics, the olinician must decide what course to adopt 
upon other than statistical considerations. 


NOTE ON A BACILLUS RESEMBLING * 
B. TETANI. 

By R. 8. ADAMSON, M.A. Cantab., B.S. Edin., 
and 

D. W. CUTLER, M.A. Cantab., B.So. Lond. 

PROM THE DEPARTMENT OF PATHOLOGY, UNIVERSITY OP MANCHESTER. 

(Report to the Medical Research Committee .) 


In the course of the bacteriological examination of cases 
of septic and gangrenous wounds in patients in the 
2nd Western General Hospital we have noticed on nine 
occasions in films, and have four times isolated, once from 
a blood culture taken after the death of the patient, an 
anaemhic bacillus closely resembling in appearance the 
Bacillus tetani. Two of the four patients from whom the 
bacillus was isolated had developed tetanus. As the 
organism does not seem to be generally known it seemed 
advisable to publish a preliminary note on the subject, 
pending farther studies which we hope to publish shortly. 

The bacillus is a strict anaerobe and does not grow in the 
presence of oxygen. We have always grown oar cultures in 
a Balloch’s chamber at 37° C. The bacillus is characterised 
by the production of large terminal spores which are quite 
round. The body of the bacillus is large, the average 
length being between 6 and 7/*, though occasionally in¬ 
dividuals as long as 12m have been seen. In width it is 
more constant, varying between 1 and 2 m, but generally 
between 1 and 1*5m. These measurements do not include 
the terminal spore. The spore itsblf is quite round and 


Petruon, Phil. Mag., 1907, p. 365; Greenwood, Bloraetrika, 1913, 
x., p. 69. 


varies from 1*7m to 2*2m in diameter, the normal size being 
about 1*8m- These measurements are considerably greater 
than those of the true B. tetani , which measures in length 
2-4m and in width 0 3 to 0 5m. according to Iiingelsheim, who 
gives 1 m to l*5u as the spore width. 

Tne bacillus is motile, but the movement is never rapid 
and quickly disappears in the presence of air. Old cultures 
do nob show any motility. On glucose-agar plates incubated 
for five to seven days the bacillus produces rather large 
colonies, whitish or "pale grey in colour, and of a moist 
consistency. These colonies are usually circular and regular 
in outline with a raised centre. On very moist plates the 
organism may prodace a transparent dendritic growth, 
appearing as fine branching lines radiating from a centre. 
The bacillus grows well on agar and glucose-agar; on Dorset’s 
egg medium it produces a quite superficial growth, the 
colonies being circular and white, but no digestion or dis¬ 
colouration of the medium takes place. Growth on inspissated 
serum is very poor, and the organism fails to grow freely in 
ordinary broth, though it grows well in glucose-broth. In 
deep stab cultures in glucose-agar a moderately free growth 
occurs along the needle track, but does not produce threads 
ra iiating into the medium. Little or no gas is produoed. 

On Hiss’s serum-water BUgars the reactions are constant 
and characteristic. The organism ferments glocose, lactose, 
and maltose with the production of a slight amount of 
acidity, bat no clotting of the serum or gas production. 
Cane sugar and mannite are not changed. In litmus milk 
distinct acidity is produced without clotting, and a slight 
degree of peptonisation occurs. Peptonisation, however, 
does not proceed far, and there is no separation of the 
medium into layers which is so marked a feature of 
B. oidematis maligni. Gelatin is not liquefied and no indol 
is produced in broth cultures. 

The bacillus is Gram-negative, though young cultures, 
especially in broth, may be Gram-positive. Cdmmonly, 
however, the bacillus exhibits irregular staining reactions 
having Gram-positive spots or bands on a Gram negative 
background. These spots, however, do not seem to 
have any constant position. Young spores appear to retain 
the stain by Gram’s method. The bacilli are generally 
isolated, though chains of two to four or six individuals may 
occur. They have rounded ends, though one or both ends 
may appear tapering. Spores are freely produoed on all 
media and seem always terminal in position. 

As the result of preliminary experiments kindly carried 
out for us by Professor H. R. Dean, the organism does not 
seem pathogenic to guinea-pigs or rabbits in pure culture or 
in mixed cal tares with this bacillus as the predominant 
form. Inoculations of pure or mixed cultures into guinea- 
pigs have failed to produce any symptoms suggesting 
tetanus. 

Other authors have described anaerobic bacilli with round 
terminal spores resembling B. tetani , as, for instance— 

San Felice’s Anaerobe IX. (1893) or Pseudobacillus oj 
tetanus. This orgauism is described as liquefying gelatin, 
and the photographic figures of the colonies do not at all 
resemble those produced by our organism. San Felice 
oonsiders his organism to be a non-toxic strain of B. tetani. 

Tavel (1898) has described an anaerobic bacillus which he 
isolated from abscesses and inflammatory conditions of the 
intestine and appendix, which be calls a pseudotetanus 
bacillus. He describes it as a long and slender bacillus easily 
distinguished from the true B. tetani on account of the fact 
that the terminal spore is oval and not round. This is a 
quite different organism, and in its form and cultural 
characters which he describes seems to resemble the 
Hibler IX. bacillus more than any other. 

The Bacillus putrijicus of Bienstock has been described as 
resembling that of tetanus in appearance, but-its cultural 
reactions according to Mac4 and Muriel Robertson seem 
closer to those of B. (rdematis maligni than to any other 
organism. Further the latter author describes the bacillus 
as having oval spores. 

Owing to the well-known difficulty of isolating B. tetani in 
pure culture and to the ease with which our organism may 
be confused with it in mixed cultures or pus films, a summary 
of some of the main differences is given. 

This organism is considerably larger and broader than 
B. tetani , also characteristically Gram-negative. This 
feature, however, may be overlooked owing to the irregular 
staining mentioned above. 

The reactions of B. tetani on carbohydrate media do not 
seem to have received much attention. Mac£ says that there 
is no production of acid on glucose, and this is confirmed by 
the observations made by Dean and Mouat (1916) on a single 
strain. Lingelsheim and also Robertson say that in milk 
casein is precipitated and digested. The latter author also 
states that meat is blackened, with the production of a 
putrid odour; our organism does not react on the medium in 
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this way. These authors also state that B. tetnni liquefies 
gelatin, which does not occur with our organism. 

Differences in colonies, though never of any great value, 
are well marked between the two organisms. The wavy out¬ 
line of the B . tetani colonies is not seen, nor does our 
organism produce the branching and rounded processes in 
streak cultures. The branches we have described as 
4 * dendritic** are not characteristic, and when produced are 
fine and thread-like and almost completely transparent. 

Finally, a very marked difference between the two is the 
apparently complete absence of toxin production. 

Conclusions. —We regard the bacillus which we have 
desciibed as a member of the large group of intestinal 
anaerobic bacteria which includes not only B. tetanic 
B. cedematis maligni , and B. aero gene* oapsulatus , but also 
in all probability a large number of other as yet imperfectly 
differentiated varieties. 

The microscopical and cultural characterictics appear to 
differ in important particulars from the already described 
members of the group. The microscopical appearances, 
indeed, closely resemble those of B. tetanic for the spore is 
round and absolutely terminal, and the possibility occurred 
to us that we might be dealing with atoxic strains *of the 
tetanus bacillus. We are, however, at present inclined to 
the view that we are dealing with a distinct variety of 
bacillus, for not only did all four strains fail to produce 
toxin but their cultural characteristics on the media above 
described differed in essential details from those of B. tetani. 

The injection of pure cultures failed to produce any effect 
in rabbits and guinea-pigs ; a result which does not neces¬ 
sarily imply that this bacillus is incapable of taking part in 
the production of morbid changes in a septic wound. It 
is well known that pure cultures of B. cedematis mangni. 
B. tetani , and other members of the group may fail to 
produce any lesion after experimental inoculation. Investi¬ 
gations on this point are in progress, but the microscopical 
appearances of this bacillus so closely resemble those of 
B. tetani that we have thought it desirable to publish a short 
preliminary note. It is obvious that the occurrence of this 
bacillus in septic wounds adds considerably to the difficulty 
of diagnosis of tetanus by purely microscopical methods. 

In conclusion, we desire to express our thanks to Professor 
Dean, under whose direction the investigations have been 
carried out. 
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A CASE OF TETANUS TREATED BY 
INTRATHECAL AND INTRAMUSCULAR 
INJECTION OF ANTITOXIN. 

By JOHN GOW, M B Maxoh., F.B C.S. K-g., 

ASS 1ST AST RESIDENT SURGICAL OFFICES, MANCHESTER ROYAL 
INFIRMARY. 

The interesting features of the case here described are the 
success of the combined intrathecal and intramuscular 
injections and the use of the high dorsal injection, the arm 
being the principal site of spasm. 

W. M., aged 32, was bit by shrapnel on Sept. 18th, 1916, 
receiving multiple superficial wounds on both bands and the 
left thigh. He was dressed at once, and a few hours later a 
iece of shrapnel was removed from his right band. He 
oe8 not remember receiving any prophylactic injection of 
antitetanic serum. He reached this hospital on Sept. 23rd, 
where his wounds were treated by saline fomentations 
and batbs. On Oct. 2nd, at 4 a.m., he noticed that 
his jaws were stiff so that he could not open his 
mouth, and an hour later he began to have violent 
and painful cramps in the right arm, in which he had not 
previously noticed any symptoms. 8een at 10 a.m. on that 
day his temperature was 99*6° F. and his pulse 130; he was 
sweating profusely and bad great pain in the right arm. The 
pmall superficial wound on the left thigh was granulating, 
5l “‘-*--wounds of the left hand 


were dry and healing under scabs; on the right hand were 
multiple, small, superficial wounds, some healing under 
scabs, some discharging a little pus. The right arm was 
flexed at the elbow and wrist, the fingers partially flexed 
at the metacarpo-phalaugeal and extended at the inter- 
phalangeal joints. The flexor muscles of wrist and fingers 
were in a state of tonic contraction and violent spasms were 
occurring at intervals of about five minutes. The patient 
was holding the fingers of the right hand with his left to 
prevent flexion, and whenever he released them violent 
spasms occurred. The masseters were tense and the posterior 
neck muscles were stiff. The left arm was Dot stiff, but the 
triceps-jerk was exaggerated. Knee-jerks and plantar reflexes 
were exaggerated, especially on the right side. 

At 10 30 a.m., under anaesthesia, 5000 units of antitoxin 
were injected into the spinal theca in the lumbar region and 
10,000 units were given intramuscularlv. At 6 p.m. the 
patient was worse, the spasms occurring every two minutes, 
in view of the fact that the spasms were most marked in 
the muscles innervated by the nerve cells of the cervical 
enlargement, it was decided to inject the serum at a high 
level. Accordingly, on Oct. 3rd a needle was inserted 
between the first and second dorsal vertebrro; oerebro-spinal 
fluid was withdrawn, 1 and 4500 units of serum were injeoted. 
On Oct. 4th 5000 units were injected intramuscularly. On 
Oct. 5th the patient began to improve, and on this and two 
succeeding days 4500 units were given intramuscularly. On 
the 8th’ a generalised antitoxin rash developed and the 
patient seemed much worse; 4500 units were injeoted into 
the subarachnoid space between the first and second dorsal 
vertebra). On the 9th the patient was muoh better again 
and afterwards progressed well, the spasm very gradually 
passing off from the masseters and the arm muscles. On 
the 14th 4500 units were injected intramuscularly. 

The patient was discharged to convalescent hospital on 
Nov. 6th. 


^timing anil JUtfos of ^ooks. 

Makers cf the XIXth Century: Herbert Spencer. By Hugh 

Elliot. London: Constable and Co., Limited. 1917. 

Pp. 330. Price 6s. 

This is an excellent estimate of Herbert Spencer’s life- 
work, made piquant by the personal attitude of the author 
towards that work. Mr. Elliot says in his introductory 
chapter that it has been his fortune to read through the 
whole of Spencer’s works twice at an interval of 15 years, 
and each time daring the progress of a great war. His first 
reading began when on active service in South Africa, 
when he found Spencer’s doctrine of social freedom 
irresistibly attractive. During the progress of the present 
war he again read Spencer’s furious declamation against 
warlike and military activities and found in many parts 
the arguments to be ill-founded, in other parts the 
conclusions to be false, while the style which formerly 
appeared to him so lucid now seemed hopelessly monotonous. 
Starting with this frank revelation of his estimate of Spencer 
as a guide and an informer, it is a great accomplishment on 
Mr. Elliot’s part to make us see that though his views of 
Spencer, even in their most depreciatory sense, are just, yet 
his subject was none the less a powerful instrument for good 
in the civilisation of the world. No one can read this life 
of Herbert .Spencer without feeling that the philosopher’s 
central teachings concerning the evils of war and the 
dangers of military dictatorship were and are sonnd. and that 
although his social scheme was impracticable when he devised 
it, his arguments for its development are magnificently con¬ 
ceived and lucidly advanced. Much of his teachiug has, 
indeed, passed into such common acceptance as to be dis¬ 
regarded as platitudes in modern discussions, and there are 
many writers and speakers to-day who rest their claims for this 
or that reform upon evidence which was marshalled originally 
by Spencer, and which in the course of half a century has 
become part and parcel of the general mental equipment. 
These things Mr Elliot brings out forcibly. 

Herbert Spencer’s life, though barren of interesting 
happenings in the ordinary sense of those words, was a 
far more singular one than that of many men of action or of 

i The CHri-bm-ikplnal fluH withdrawn f»om th« dorsal region 24 hours 
after the injection of 5000 ui.ita into the lumbar region was found to 
contain antitoxin. Defc-11s of this observation are given in a paper on 
“Twen»y-five Oases of Tetanus,” bv Professor H. B. Dean, which Is 
published In the present issue of Tax Lancet. 
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letters. Oar statesmen and warriors, for the most part, have 
shone in the spheres for which they have been prepared or in 
which they have been able to acquire personal influence and 
prestige; and, despite notable exceptions, oar great writers 
have usually been endowed early with the training necessary 
for them if they are to acquire learning before imparting it. 
Spencer’s education may have been thorough, but it was 
meagre, and ceased when he was a lad ; determined to lay 
down general laws for the proper conduct of life in a most 
detailed and comprehensive sense of the word, he touched 
real experience at but few points personally, and those were 
uninspiring; he had little acquaintance with the great 
literatures of the past and present upon which to draw for 
the analogies that might have helped him, or by which he 
could have corrected or reinforced his views; he never 
enjoyed any position of academic authority. Yet he became 
the most widely-read author on sociology that this country 
has ever produced, and, indeed, through his writings was the 
first to make the world take a thorough and candid inspection i 
of itself. Even to-day, when that world is furiously engaged j 
in demonstrating the utter impossibility of attempting much 
towards the carrying out of Spencerian doctrines, Spencer has 
the laugh on his side, inasmuch a9 had those doctrines become 
the inspiration of national politics when he uttered them the 
war would not have been fought. The man who did these 
things had an amazing life despite its apparent drabness. 

Mr. Elliot’s book is in the main an epitome of Spencer’s 
works and theories, and it is so ably done that he may have 
wrought Spencer the disservice of introducing him to an 
audience which will find that, having assimilated the essence 
of the teachings, there is no need to attempt the digestion 
of the mass. Mr. Elliot’s warning is clear here. “ If,” he 
says in his concluding chapter, “we Spenoerians have 
imbibed the true feelings of liberty and reason, we shall 
be the first and not the last to criticise the dogmatic 
theories of Spencer. And we shall believe that there 
is still no finer introduction to the sciences of biology, 
of psychology, of sociology, and of ethics than is to 
be found in Spencer’s monumental works on these sub¬ 
jects.” We consider ourselves that no one should attempt 
to write on sociology generally, or to lay down plans for the 
better development of the world, without having mastered 
Spencer’s fundamental theories. He aimed at establishing 
a fundamental distinction between two main types of 
developed society, these being the much governed, where for 
military necessity it is necessary that the activities of indi¬ 
viduals should be subordinated to the needs of the State, and 
the loose organisation where social evolution follows indus¬ 
trial and commercial directions ; the history of the world as 
it is now being written confirms much of what Spencer argued 
in arriving at this classification. Similarly Spencer’s views 
on education, though they are not consistent, should certainly 
be read at their source. His little book on education is, as 
Mr. Elliot says, the foundation of all the so-oalled “ modern ” 
ideas in education, while his opposition to a scheme of 
national education strikes us to-day as hopelessly reactionary, 
even though some of his warnings against the great expecta¬ 
tions of the education reformers have been amply justified. 
This is made the subject of a brief but interesting discussion 
by Mr. Elliot, who. however, has not made clear throughout 
the chapter when he is speaking himself, and when he is re¬ 
producing the words or ideas of Spencer. 

This interesting book establishes the undeniable claim 
of Herbert Spencer, under a cloud as his fame now is, to 
be ranked among the “Makers of the XIXth Century.” 
That he was unsound in his treatment of the forces of 
heredity, and illogical in his metaphysical meanderings 
cannot alter the fact that he devised, unaided save in 
mechanical directions, a system of philosophy which swayed 
the intelligences of his generation, wrote a brilliantly 
original work on psychology, and, to quote his biographer, 
“ established the Science of Sociology in England.” Those 
who are tempted now to make or renew acquaintance 
with Spencer’s works will find Mr. Elliot’s book, and 
its bibliographical and chronological information, an in¬ 
valuable introduction. Their time will not be wasted. 
-When the nations turn, after the upheaval of furiotts and 
almost universal war, to undertake the task of repair, and 
when lines of reconstruction are being sought which may 
ensure the world against a recurrence of the tragedies now 
under enactment, in Spencer’s ideals there will be found 
much assistance and encouragement. 


11 Nuovo Metodo Italian# per la Cura Antirabbioa. By 
Piofessor Claudio Fermi, Superintendent of the 
Institute of Hygiene of the University of Sassari. 
Rome : Yia Sistina 14. 1916. Pp. 164. Price 3 lire. 

The object of this little work is to describe the author's 
method of treating rabies and to point out its advantages over 
the vaccines of Pasteur, Calmette, Babes and others, and this 
the author seems to have done with considerable success 
owing to the vast number of experimental researches under¬ 
taken by him, while the proof of its efficacy is to be found in 
its extensive adoption in India. Fermi's vaccine consists of 
an emulsion of 5 per cent, of a powerful virus from rabbit or 
dog, carbolised to 1 per cent. Pasteur and Calmette both 
used the medulla, but Fermi uses the cortical brain matter. 
Antirabic serum is obtained from the horse by using this 
vaccine as antigen, and the serum vaccine used by him is a 
mixture of 1 part serum and 2 of vaccine with 1 per cent, 
phenol. In treatment the patient receives during 5 to 10 days 
two daily injections of 3 c.c. of this serum vaccine, then for 
another 15 or 20 days two daily injections of 3 c.c. of 
vaccine alone are given. The treatment can be carried 
out at the patients’ homes, as both the serum and vaccine, 
since they remain active for one to two months, can be 
put up in ampoules and sent for long distances. The object 
of injecting serum as well as vaccine at first is to introduce 
into the patient as large a quantity of antibodies as possible, 
and thus to prevent even those cases of rabies which incubate 
rapidly. By this method Fermi’s unsuccessful cases were nil 
and partial failures—i e., mortality during the course of treat¬ 
ment—were only 0*1 per cent. Experiments op animals also 
showed a superiority of 30, 50, and even 100 per cent, over 
the methods of Pasteur, Oalmette, and Babes. A further, 
advantage is simplicity of preparation, Pasteur’s method 
requiring attenuation of the virus by drying, Cklmette's 
by immersion in glycerine, and Cumming’s by dialysis. 
Semple, director of the Central Research Institute at 
Kasauli, in India, introduced a modification of Fermi's 
method, in which he renders a virus of 8 per cent, com¬ 
pletely avirulent by keeping it for 24 hours at a temperature 
of 37° C. and diluting at the moment of using it with half 
its bulk of physiological salt solution. But Fermi is of 
opinion that this preparation is not sufficiently sterile and is 
not so efficacious as his own serum vaccine ; moreover, it is 
less convenient to use and more difficult to prepare, while 
his experiments on animals, comparing the two preparations, 
showed that while Semple’s modification saved 66 per cent, 
of inoculated dogs, Fermi’s method saved 100 per cent. 


An Index of Differential Diignosit of Slain Symptom*. 
By Various Writers. Edited by Herbert French, M.A., 
M.D.Oxon., F.R.C.P. Lond. Second edition. Bristol: John 
Wright and Sons, Ltd. 1917. Pp. 912. Price 42*. net.—The 
first edition of this stately volume ha9 been exhausted 
within five years, and whilst leaving the general character 
unchanged, the editor has added new articles, revised all the 
old ones, and nearly doubled the number of illustrations. 
These are not only excellently reproduced, but deal with real 
difficulties in diagnosis and the newer differentiating criteria 
which are for the most part only accessible in scattered 
publications. The book is, in fact, a post-graduate course for 
the practitioner, and should, as we said on its first appear¬ 
ance, materially help in the rational diagnosis of disease. 


Literary Intelligence.— Messrs. J. W. 
Arrowsmith, Limited, of Bristol, have in the press a history of 
the Bristol Royal Infirmary, written by the late Dr. G. Munro 
Smith, consulting surgeon to the infirmary, and telling the 
story of the institution from the year 1735 to the present time. 
The volume contains 500 pages of text and about 50 leaves of 
portraits and other illustrations. 

Royal College of Surgeons of England.— 

The subjects of prizes are announced as follows:—(1) 
Triennial prize: “The Development of the Hip-joint and 
the Knee-ioint of Man”; (2) Jacksonian prize, for 1917: 
“ The Causation, Diagnosis, and Treatment of Traumatie 
Aneurysm, including Arterio-venous Aneurysm; for 1918: 
“ Injuries and Diseases of the Pancreas, and their Surgical 
Treatment.” The conditions under which the prizes are 
to be written for may be obtained on application to the 
secretary, Royal College of Surgeons, Lincoln’s Inn Fields, 
London, W.C. 2. 
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Toxin and Antitoxin : Tetanus 
Problems. 

We have taken the unusual course of devoting 
the whole of the original papers in this issue 
of The Lancet to discussion on the best method 
of administering antitoxin in cases of developed 
tetanus. While, however, the particular question 
affects a relatively small number of patients— 
although for them it is not merely a matter 
of life and deeth but one of possible relief 
from torment—a careful study of the series of 
articles will introduce the reader to problems of 
general application, not alone to tetanus or even 
to gunshot wounds, but to the whole range of 
medical practice, involving such concepts as the 
principles of immunity and the value of evidence. 
It is only a few weeks since Emil von Behring 
passed away, and even a cursory view of his life- 
work reveals the fact that the discovery of anti¬ 
toxin, which seemed at first sight to afford a simple 
solution of the treatment of bacterial disease, 
was bat the fortunate prologue of a drama which 
was to become more and more intricate in the later 
acts. To von Behring toxin and antitoxin may 
well have appeared as chemical antidotes capable 
of neutralising one another, although Ehrlich, 
at all events, never considered them to be 
simple substances of strong affinities, like 
caustic soda and hydrochloric acid. But toxin and 
antitoxin were soon found apparently capable 
of existing side by side, and toxin’s fatal habit 
of combining firmly with important cells of the 
body, not to be called off subsequently by anti¬ 
toxin, was seen to be a ruling factor in practical 
problems of immunity. Von Behring himself 
clearly saw the necessity of preventing toxin from 
combining with nerve cell, a proceeding on which 
the successful prophylactic treatment of tetanus 
in the present war has been based. Once 
the combination has taken place there is 
apparently little hope of dissociation, and all the 
papers which we print are directed towards the 
best means of preventing further toxin from reach¬ 
ing and fatally injuring the already damaged nerve 
cells. It is as though all the children in a particular 
district of a city had a fatal proclivity for poisoned 
sweets, and thfe municipality was discussing by what 
route the further supply of sweets could best be 
stopped, whether by patrolling the particular 
streets or by adding the proper antidote to the 
town water-supply. 

Given the poisoned nerve centres and the pre¬ 
ventive remedy, the most important single practical 
question is the method of bringing the latter to bear 
on the former. The possible routes are four: sub¬ 
cutaneous, intramuscular, intravenous, and intra¬ 


thecal. The reader should refresh his memory of 
an article by Colonel Sir W. B. Leishman and Major 
A. B. Smallman, published in The Lancet of 
Jan. 27th, in which 160 cases of tetanus, occurring 
during the first four months of the battle of the 
Somme, were submitted to elaborate analysis. The 
conclusion was then reached that the intravenous 
route offered the worst prospect of success, while 
the intrathecal route was very little better. 
The most successful results appeared to follow 
intramuscular injection. On the other hand, 
the War Office Committee for the Study of 
Tetanus has consistently advised the intra¬ 
thecal route as the best, and the articles in this 
issue by the chairman and certain members of 
the'Committee, by tetanus inspectors, and others, 
may be taken collectively as the Committee’s reply 
to the doubts cast by Sir William Leishman and 
Major Smallman upon the value of the intrathecal 
route. The evidence upon which the latter relied 
was essentially statistical, and the justification 
for their conclusions is dealt with by Captain M. 
Greenwood, who has submitted their figures to 
the tests commonly employed by the statistician, 
and who finds that the variation in case mortality 
from group to group was * such as might easily 
have arisen by chance within a uniform population. 
Sir David Bruce in an analysis 1 of mortality 
figures of tetanus in this country during the first 
and second years of the war came to conclusions 
totally different from Sir William Leishman and 
his coadjutor. The statistician’s criticisms apply 
with equal force to all three sets of figures. The 
conclusions of Major H. R. Dean and of Major F. W. 
Andrewes are based on evidence of a different 
kind. Both of them analyse small groups of cases 
coming directly under their own personal observa¬ 
tion as inspectors, and their conclusions are also in 
direct opposition to those of Sir William Leishman 
and Major Smallman, although they differ between 
themselves, inasmuch as Major Dean is a strong 
advocate of the intravenous route, while Major 
Andrewes no less strongly supports the intra¬ 
thecal. Taken together it would seem that excel¬ 
lent results may follow the administration of 
antitoxin by either of these routes. There is 
finally presented the experimental evidence cited 
by Sir David Bruce on behalf of the Committee of 
which he is chairman. The experiments of Professor 
C. S. Sherrington were carried out on animals 
closely allied to man with a care which can leave 
little room for cavil, and should go far to set at rest 
the doubts frequently expressed of the validity of 
reasoning from laboratory animals, such as dogs, 
rabbits, and guinea-pigs, to man himself. They 
confirm the value of the intrathecal route. 
Captain F. Golla’s experiments also emphasise the 
superiority of the intrathecal (and intravenous) 
routes over other methods. 

The whole discussion is, as we have suggested, 
not merely of intrinsic interest, but of great value 
in view of the clear issues it raises on the difficul¬ 
ties of expdrt evidence. The statistician expresses 
doubt on the value of the analysis of clinical 

1 The Lancet, Oct. 23rd, 1915, and Dec. 2nd, 1916. 
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results, alleging that the figures when examined do 
not admit of any clear conclusions being drawn. 
The clinician questions the deductions of the 
experimenter who deals with animal conditions 
not necessarily applicable to man. The experi- 
inenter cannot accept the statistician’s conclusions 
at his own value, and queries the necessity of 
elaborate analysis where convincing ocular demon¬ 
stration lies ready to hand. The outside observer 
notes with interest how long such questions as the 
value of the antitoxin treatment of tetanus may 
remain in doubt. A generation ago the late Professor 
Kanthack impressed on his pupils the division of 
cases of tetanus into three groups: the hopeless 
cases with short incubation period, those long 
in incubating which recovered whatever the nature 
of the treatment, and a small intermediate group 
on which alone the value of treatment could be 
demonstrated. A year or two ago Professor Sahli, 
of Berne, entered the lists as a protagonist of the 
value of fine statistics in contradistinction to what 
he termed coarse ones. He contended that a deduc¬ 
tion based on a number, though small, of accurately 
observed cases was a kind of statistical method 
affording a much greater chance of correctness 
than the method of large or grouped statistics. 
He gave as an obvious illustration the effect of 
opening an abscess, remarking that in such an 
instance the method of coarse statistics might 
indeed be used but was superfluous, inasmuch as 
clinioal observation could answer such questions at 
sight and therefore much more quickly and with 
less trouble. An inquiry into the treatment of 
pneumonia among South African natives published 
in The Lancet of Dec. 14th, 1912, gave Sir Almroth 
Wrioht and others occasion for a similar comment 
on the spheres of application of the experiential 
and statistical methods. Where, they say, there is 
a shorter and a longer way it will be well not to 
choose, on principle , the longer. In medicine, Sahli 
added, that alone stood on a firm basis which had 
been clearly seen and experienced personally. We 
commend these wise sayings to our readers in their 
perusal of the articles in this issue. 

- ♦- 

The Health of Munition Workers. 

An interim report upon industrial efficiency and 
its relation to fatigue as seen among the munition 
workers has been presented to the Ministry of 
Munitions by the Health of Munition Workers Com¬ 
mittee, over which Sir George Newman presides. 1 
The report bears out in every particular views that 
have been expressed in our columns both by corre¬ 
spondents and editorially, for it refers to “a pro¬ 
nounced and common symptom of industrial fatigue 
which appears to be the reflection in the workman’s 
general health and spirits of the results of accumu¬ 
lated nervous fatigue rather than a direct or 
measurable sign of it.” The report embodies a 
statistical study by Dr. H. M. Vernon upon 
output in relation to hours of work ; a most 
valuable investigation by Professor T. Loveday 
into the causes and conditions of lost time, 


in which it is suggested that insufficient allow¬ 
ance is generally made for the extent to which 
lost time is caused by sickness, partly owing to the 
difficulty of obtaining trustworthy medical certifi¬ 
cates ; interesting inquiries into the health of males 
and of females engaged in the factories, made 
respectively by Captain T. H. Agnew, K.A.M.C., and 
by Dr. Janet Campbell and Dr. Lilian Wilson ; 
and authoritative memoranda by the Committee 
upon the causes of industrial fatigue, the compara¬ 
tive efficiency of day work and night work, and the 
influence of wages as an incentive to industry. The 
report may be said, therefore, to take a truly com¬ 
prehensive view of a widely ramifying subject, and 
it deserves the close attention from medical men 
which it will undoubtedly receive. 

The Committee define fatigue as the sum of the 
results of activity which show themselves in a 
diminished capacity for doing work. Analysis of 
the manifestations and features of fatigue has led 
them to the conclusion in one of their published 
memoranda that the condition depends not upon 
the using up of the substances supplying the 
chemical energy liberated during work—bodily 
sensation being a fallacious guide—but upon the 
accumulation within the living elements of the 
products of the chemical changes involved. The 
problems of industrial fatigue primarily, and 
almost wholly, are those of nervous default 
owing to such accumulation. The data on which 
this conclusion is based have been collected by 
various investigators in regard to the effect upon 
output of employing men and women at night 
either on the discontinuous system, under which a 
worker is employed for weekly periods alternately 
by night and day, or on the continuous system„ 
under which a worker is employed continually at. 
night for a long period; and the recommendation 
of the Committee is that for women it is un¬ 
desirable to adopt continuous night shifts in any 
factory, and that for men, though the evidence i& 
not so pronounced, the advice has general applica¬ 
tion. Captain Agnew’s study of the health of ther 
male workers is based upon the examination of 
1543 men 41 years of age and upwards and 1509 
boy8 18 years of age or under. In order to make 
his data as trustworthy as possible and capable^ 
of forming an objective basis for administrative 
action, Captain Agnew classified the examinees 
solely upon the result of his examination of them, 
and without any reference to their hours of labour 
or conditions of work until the reports upon each 
factory were being compiled. He appends to his 
report a series of recommendations of which the 
most important is a reduction of excessive hours 
of work, especially when bad transit lengthens 
the working day, and in the case of boys. Tim 
general conclusion of the Committee, after what 
has obviously been a close and learned inves 
tigation of the problems presented in the study of 
industrial fatigue among the munition workers oi! 
both sexes, is that the application of scientific 
lessons in respect to greater efficiency is hampered 
by a lack of observation of the available facts, an 
ignoring of the teachings of science by those in 
authority, and a lack of endeavour to promulgate 


1 London i His Majesty’s Stationery Office. Is. 3d. net. 
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-existing knowledge or to establish intercommunica¬ 
tion between different firms, whereby individual 
experience could become common property. The 
-Committee accordingly emphasise the need of some 
permanent organisation for the collection of scien¬ 
tific data, to be used in the solution of industrial 
problems. Their conclusion is justified by every 
word of the report, with its accompanying 
documents. 

With one practical point, suggested by the evi¬ 
dence collected, the Health of Munition Workers 
Committee have dealt promptly. Industrial fatigue 
arises insidiously, and it is a matter of experience 
that a brief remission of work, if given in time, 
will prevent the condition going on to inefficiency. 
But in this situation both employers and employees 
require all the assistance that can be obtained from 
trustworthy medical certificates. Various witnesses 
called the attention of the Committee to difficulties 
which have arisen in regard to medical certificates 
put forward by munition workers in support of 
absences from work on account of illness. It 
appears that on some certificates no information is 
given as to the cause of illness, as to its probable 
duration, or as to whether immediate absence from 
work is essential or can be postponed until a 
particular job has been completed. In order to 
meet these difficulties the Committee have pre¬ 
pared a form of certificate which should, in 
their opinion, afford the desired information, 
and at the same time be easily and quickly filled 
in. It is suggested that in the case of national 
factories copies of this form of medical certificate 
should be supplied to panel practitioners and other 
medical practitioners in the neighbourhood, with a 
request that the form may be used for all medical 
certificates given to munition workers. The certi¬ 
ficate is what it claims to be, a simple document, 
on which the medical practitioner certifies the 
diagnosis and answers questions as to the need for 
the immediate cessation from work and the proba¬ 
bility of the break-off being for longer than a week. 
We may mention that in the absence of the 
coftrdinated scientific knowledge, deplored by the 
Committee, the giving of such certificates will 
entail a new responsibility of a delicate nature 
upon the medical profession. 


Royal College of Physicians of London.—A n 
ordinary Comitia was held on April 26th, Dr. Frederick 
Taylor, the President, being in the ohair. The minutes 
of the Comitia held on April 2nd and of the Censors’ 
Board were read and confirmed. Licences to practise physic 
were granted to 101 candidates, who, having conformed to the 
by-laws and regulations, had passed the required examina¬ 
tion. The following gentlemen were elected to the Fellow¬ 
ship of the CollegeDr. R. H. Cole, Dr. D. N. Nabarro, Dr. 
H. W. Gardner, Dr. J. T. Calvert, Dr. R. H. Miller, Dr. C.F. 
Coombs, Dr. P. W. Saunders, Dr. W. E. Hume, Dr. H. 
MacCormac, Dr. C. J. Singer, and Dr. E. P. Poulton. The 
following resolution from the Committee of Reference was 
received 

That in consequence of (1) the depletion of the staffs of the hospitals 
and medical schools; (2) the reduction in the number of students; 

(3) the amount of time necessarily devoted by students In their fourth 
and fifth years to practical clinical work owing to the shortage of 
resident medical officers—the Royal Colleges of Physicians and 
Surgeons be requested to consider the desirability of suspending, 
during the period of the war, the regulations that students should 
attend systematic courses of lectures. 

This was referred to the Committee of Management for 
consideration and report. Sir Seymour Sharkey was 
re elected a Representative on the Senate of the University 
of London. 


Annotations. 

“ He quid nlmls.” 


THE PHYSICAL WELFARE OF MOTHERS AND 
CHILDREN. 

The two handsome volumes just issued by the 
Carnegie United Kingdom Trust are but a first 
instalment of a comprehensive report on the exist¬ 
ing provision for promoting the physical welfare of 
mothers and young children, which will include 
Ireland as well as the whole of the United Kingdom. 
The first volume has been compiled by Dr. E. W. 
Hope, medical officer of health for Liverpool, and 
is based on information supplied by the sanitary 
staff all over the country, to whom appropriate 
schedules were supplied to fill in. 1 * A summary of 
these returns fills a large part of the volume. Dr. 
Hope considers, and we agree with him, that the 
country is thoroughly awakening to the necessity for 
more active interest than has hitherto been taken in 
the care of maternity. An admirable series of charts 
and diagrams illustrate the saving of life achieved 
in recent years by intelligent and well-directed pro¬ 
cedure. The lesson which Dr. Hope draws from the 
results of the inquiry, besides the need for more 
welfare centres and maternity homes, the latter espe¬ 
cially in rural areas, is the importance of improved 
education in the various branches of the science 
of public health and of encouraging research into 
the circumstances adversely affecting infancy and 
motherhood. The second volume contains a careful 
study of the midwife by Dr. Janet M. Campbell, one 
of the senior medical officers of the Board of 
Education. Dr. Campbell states that a large pro¬ 
portion of midwifery practice is now in the hands of 
midwives and assumes that it is likely to remain 
there. This being so, it is urgently necessary to 
attract well-educated women to the study and 
practice of midwifery, and having attracted them 
to provide them with proper training and an 
adequate status and remuneration. This report, 
along with Sir Arthur Newsholme’s recent report 
on the causes of infantile mortality, affords adequate 
material on which to base efficient methods of 
remedying acknowledged evils. 


THE INCIDENCE OF INSANITY DURING THE WAR. 

The stress of the conditions of war might be 
expected to lead to mental breakdown, at all events 
in persons of unstable mentality. But so far the 
evidence available, which we have dealt with on 
several occasions, 3 has not confirmed any increase 
of insanity. In his recent annual report to the 
visiting committee of the City of London Asylum 
Dr. R. H. Steen returns to the question again, and 
finds “no evidence of any increase in insanity 
during the past two and a half years,” adding, in 
fact, “ it is highly probable that there has been an 
appreciable decrease.” His own explanation of this 
decrease is based on the following considerations. 
It is generally admitted that in bad times insanity 
decreases, while in good times with abundance of 
money insanity increases. The reason for this is 
supposed to be found in the fact that in times of 
plenty there is more drunkenness, in times of want 
less drunkenness. In this respect the present 
period is exceptional, for, though the working 
classes have been enjoying a period of unexampled 

1 Taa Lajtcbt, 1916, it., 28. 

2 Tub Lahckt, 1916,11.. 352, 771, 937; 1916, I., 369; 1917,1., 386. 
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prosperity, less alcoholic liquor has been consumed 
and the number of convictions for drunkenness has 
been reduced. If any increase in insanity in the 
country had occurred it would have been at once 
noticed in an increase of the admissions to the 
public mental hospitals. Regarding the patients 
themselves, Dr. Steen says that, although the daily 
papers circulate through the wards, and many 
patients take a great interest in the events 
recorded, the total effect is inappreciable. 

An apparent exception to this general statement 
is now recorded from Ireland. In the sixty-fourth 
annual report of the Inspectors of Lunatics (Ireland) 
dealing with the year 1914 it was pointed out that 
whereas an increase in the number of admissions 
due to mental stress might have been expected 
owing to war conditions, no such increase, as a 
matter of fact, was shown by the figures at 
disposal. The percentage of the total admissions 
to asylums in which mental stress was assigned as 
a factor in the causation of insanity in 1914 was 
16'9, and was practically identical with that of the 
two preceding years, while the percentage in which 
it was regarded as the principal factor was 11*4, 
showing a small reduction on that of the same two 
years. The war had, however, then only lasted five 
months. In the sixty-fifth report, which has now 
just been issued, it is shown that amongst the 
admissions for the complete year 1915 no less than 
19'2 per cent, were attributed wholly or partially 
to mental stress, while in 13*3 per cent, this was 
assigned as the principal cause. Further analysis 
showed that it was possible to attribute to war 
conditions some direct part in the causation of over 
1 per cent, of the admissions for the year, and a 
predominant part in 0‘32 per cent., while two-thirds 
or more of the cases so caused were not, as might 
have been expected, recurrent cases, but first 
attacks. Women suffered more severely than 
civilian men from the mental effects of the war. 
The incidence of insanity among the fighting men 
is touched upon, but the figures are found insuffi¬ 
cient to afford material for conclusions. We may 
well separate the two inquiries. The rdles of 
active participation and of passive spectator are so 
different that their results are hardly likely to afford 
useful comparison. Everyday experience suggests 
that the latter is the more liable to upset mental 
balance, and some confirmation that this is the case 
may be forthcoming from neutral countries. 


CLEAN MILK. 

The dangers to which the community is con¬ 
tinuously exposed by the contamination of the 
milk-supply are set forth in a pamphlet just issued 
by the National Clean Milk Society, whose avowed 
objects are to raise the hygienic standard of milk 
products and to educate the public in the import¬ 
ance of a clean and wholesome milk-sapply. A 
useful form of public education is afforded by a 
well executed poster illustrating the unlimited 
opportunities of soiling undergone by milk between 
the cow and the bottle-fed baby. The pamphlet 
contains the result of an investigation into the 
hygienic quality of the milk supplied to babies 
attending certain schools for mothers. In samples 
supplied by 27 dairymen to seven London schools 
the Lister Institute of Preventive Medicine found 
the colon bacillus in every case and twice the 
tubercle bacillus as well. Both were found in a 
sample of milk contained in a glass bottle stated 
to have been sent direct from the farm to the 


consumer. Such a condition of things would not be 
tolerated in many of the large American cities, and 
local authorities in this country ought to be in a 
position to prevent the sale of such an article of diet. 
The figures quoted, and other replies received in 
answer to questions addressed to all schools for 
mothers throughout Great Britain and Ireland* 
have led the society to draw the melancholy con¬ 
clusion that for all practical purposes the subject 
of clean hygienic milk has been ignored in 
England. Pending more effective action by local 
authorities, the pamphlet suggests certain steps 
which might be taken by those responsible for the 
feeding of young children, including the unexpected 
visit to the farm at milking-time and the filling 
in of a “score card” for dairy farm inspection 
supplied by the society. The pamphlet should 
command attention as dealing with a vital national 
question, and its study will, we hope, result in a 
substantial increase of the membership of the 
National Clean Milk Society, whose address is 
2, Soho-square, W. 1. _ 

FRAGILITAS OSSIUM, BLUE SCLEROTICS, AND 
OTOSCLEROSIS. 

Under the general term “ foetal rickets 1 were at 
one time placed somewhat varied types of cases 
which have since been clinically dissociated and 
are now recognised as definitely separate patho¬ 
logical conditions. Achondroplasia was one of 
these conditions, cretinism another, whilst the 
term osteogenesis imperfecta, or fragilitas ossium, 
embraced the third. The present remarks apper¬ 
tain mainly to the last of these groups. An 
instructive paper upon the subject is published in 
the Edinburgh Medical Journal (April, 1917) by 
Dr. E. Bronson. He records two families which 
presented hereditary fragility pf the bones, asso¬ 
ciated with which was the presence of grey-blue 
sclerotics and, in the first family, otosclerosis. The 
first family (C-) was traced through four genera¬ 

tions. Four features were noticeable. 1. The liability 
to fractures. In none were there fractures at birth ; 
the earliest age for fracture to occur was one and a 
half years. Dislocations were nearly as frequent 
as fractures. One member had 13 fractures, though 
no members presented that unusual proneness to 
such accidents as is shown by non-familial cases. 
2. Unusual prominence of the frontal and occipital 
bones, without the typical squareness of the rickety 
head. 3. Grey-blue sclerotics, due, apparently, to 
increased translucency rather than to decrease in 
thickness, was present in all cases which showed 
fractures and was absent in those members who 
failed to show this liability. 4. Progressive deaf¬ 
ness, starting in early adult life, was present in 
seven individuals; the cause of this condition is not 

clear. The second family (T. W-), traced through 

three generations, presented somewhat similar 
features, excepting that there was no deafness 
and the bony changes in the head were different, 
showing an increase in the bitemporal diameter. 
To these two familial instances of fragilitas ossium 
are added accounts of three isolated, non-hereditary 
examples of the same condition. In two of these 
cases there were pre-natal fractures; in the third 
fracture occurred soon after birth. All showed 
grey-blue sclerotics, but less marked in character; 
in all there were bony changes, in one instance 
dwarfing, in another bony rarefaction, in a third 
deformity in shape of the head. The pathology of 
fragilitas ossium is obscure. The only known 
factor is heredity—by direct transmission—but 
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this is not always present. Syphilis plays no part 
in the causation. Theories only can be suggested 
to explain the shortness of stature in these cases; 
certainly it is not explainable, as in achondro¬ 
plasia, by defective cartilaginous proliferation. 
The fractures are often painless, and union is 
usually rapid. The legs are most frequently 
involved, especially the thighs. Few metabolic or 
chemical observations have been made in this 
disease. There appears to be a deficient functional 
activity*of the osteoblasts, whether these have to do 
with subperiosteal or enchondral ossification. Treat¬ 
ment seems of no avail. Whilst cases of fragilitas 
ossium of the pre-natal type present striking morbid 
features, especially in the bony changes in the head, 
the child seldom surviving, and whilst they have 
been classed as separate clinical entities from the 
type here described, the author considers that these 
two conditions own a common cause or pathology 
whether its effects be pre-natal or post-natal in 
their incidence. Especially suggestive evidence in 
support of this view is the fact that one of the cases 
detailed (Case 2) had fractures at birth, but sur¬ 
vived, yet her appearance and physique so closely 
resembled one of the hereditary cases (family of 

T. W-) with later fractures that they were 

regarded, when shown at a medical meeting, as 
sisters. A critical r£sum6 of the literature on the 
subject adds to the value of this interesting article. 


PLACENTAL TRANSMISSION. 

The manner in which the materials necessary for 
its growth and repair are supplied to the foetus and 
its waste products removed has always been a 
problem of absorbing interest. That the placenta 
acts as the nutritive and excretory organ of the 
foetus is commonly accepted, but the proof of this 
is chiefly indirect. It is a subject for further 
investigation whether the placenta acts as a trans¬ 
mitter of certain substances by a process of simple 
diffusion, or whether it has the power of altering 
their chemical constitution so as to render them 
more readily absorbable, or the power of rejecting 
them altogether. The materials necessary for the 
growth of the foetus must be absorbed from the 
maternal blood through the chorionic villi, and its 
waste products eliminated in the same manner. 
While it seems certain that some chemical substances 
may pass into the foetal body by simple diffusion, 
it is equally certain that the chorionic villi have a 
selective activity and are able to choose substances 
required 1 for the growth of the foetus and even to 
store up in the foetal body certain materials which 
are equally needed by the mother so as to cause in 
her body an actual shortage of these substances. 
Such a state of affairs may occur in cases of 
ansBmia and osteomalacia in which apparently iron 
and calcium pass over to the foetus to the detriment 
of the maternal tissues which are lacking in these 
substances. That certain bodies can pass from 
the maternal blood to the tissues of the foetus has 
been proved in the case of the human subject, and 
even more conclusively in the case of animals. It 
may be stated further, without fear of contradic¬ 
tion, that the placental route is the only one by 
which the foetus can be nourished. It is not 
possible even at the present time to assert whether 
any given substance passes to the foBtus by 
a simple process of diffusion or whether it is 
altered in any way in its passage through the 
chorionio villi. In the same way the waste pro¬ 
ducts of tissue change in the foetus may pass out 


of its body by simple diffusion or may be actively 
eliminated by the cells of the villi. A great deal 
of work has been and is being done on this 
subject. The investigation is naturally a very 
difficult one, and great care should be required in 
interpreting the results obtained. As E. D. Plass, 
in a recent paper in the Johns Hopkins Hospital 
Bulletin , has pointed out, according to the diffusion 
theory the plasmas—the fluids on the two sides 
of the supposedly permeable membrane—should 
contain the same amount of all soluble diffusible 
substances, whereas according to the secretory 
theory a difference might occur in the concentra¬ 
tion of the same substance on the two sides of the 
active membrane when the need for it was greater 
in one organism than the other or, when its presence 
was actually harmful. He argues that in such 
investigations it is really necessary to consider 
the plasma of the bloods separately from the 
corpuscles. In a determination of the quantity 
of creatinine in maternal and foetal blood he found 
that the amounts are practically the same, and con¬ 
cludes that creatinine passes between the mother 
and child by simple diffusion. In another investiga¬ 
tion on the obstetrical significance of the blood 
sugar W. H. Morriss showed that the concentra¬ 
tion of glucose in the maternal and foetal blood is 
such that the placental interchange may be explained 
by the process of simple diffusion. These investiga¬ 
tions are valuable for the light they throw upon one 
side of the problem, but we are still largely in 
the dark with regard to the selective activity 
which the cells of the chorionic villi undoubtedly 
possess. Have they, too, the power of storing 
up certain substances? The intra-vitam method 
of staining, introduced by Goldmann of Freiburg, 
is of great interest in this connexion; and 
the fact that while, in the early stages of 
pregnancy, the stained cells are found in the 
placenta and the granules of pyrrhoi-blue are 
eagerly taken up by the foetal cells, in the later 
months of pregnancy the dye cannot pass the layer 
of cells intervening between the foetal and maternal 
tissues of the placenta is one of great interest and 
importance. It is to be hoped that further investi¬ 
gation may throw more light upon these important 
problems. _ 

A PUBLIC HEALTH LABORATORY FOR 
NORTH WALES. 

In November last Dr. Emyr Owen Price, of 
Bangor, by impressing on some local medical men 
tbe advisability of starting a laboratory in the area 
where pathological specimens could be examined 
for private practitioners and sanitary authorities, 
laid the foundation of what is turning out a large 
movement. Those before whom Dr. Price placed 
his views having welcomed them, a medical deputa¬ 
tion waited upon the Senate of University College, 
North Wales, and urged that body to give practical 
effect to the idea. The appeal made to the 
Senate indicated the functions of the proposed 
laboratory as follows: (1) To examine and report 
upon pathological material, products of disease; 
(2) to prepare vaccines from material supplied; 
and (3) to carry on research work. Sound 
arguments were adduced why the College 
should be glad to welcome the scheme. At 
present all such work is carried on for North 
Wales by commercial enterprise in London, 
Liverpool, and Manchester. This is clearly a waste 
of individual opportunities for medical research 
when it can be conducted in the scientific depart- 
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ment of a recognised medical centre. Moreover, the 
medical practitioners of North Wales are embar¬ 
rassed by having to send pathological material to 
places remote from its gathering ground, and ought 
to be able to obtain through the College in their 
centre advice and assistance in the more scientific 
side of their professional work. These points were 
well brought out in the representations made to the 
College by the medical deputation, and as a result 
the Council of the College adopted cordially the idea 
put before them. Indeed, they went further, for 
not only is a bacteriological institution to form part 
of the new science buildings of the College, but a 
comprehensive public health laboratory is to be 
founded, and a draft scheme with this object has 
now been made public. From this scheme it appears 
that the work of the laboratory or institute, under 
its bacteriological or chemical sections, will be 
well designed to meet the needs in North Wales 
of medical men, sanitary authorities, agricultural 
bodies, and veterinary practitioners, and we wish 
the new enterprise every success. 


SCHOOL REFORM IN THE FUTURE. 

A memorandum has been issued by the Child 
Study Society upon the educational principles 
which should direct future school reform, in which 
the importance is pleaded of basing educational 
methods on sound child-psychology, paying atten¬ 
tion to emotional, moral, and esthetic activities. 
The ideal curriculum, says the memorandum, 
should consist largely of life-sustaining occupations 
with more and more intellectual studies grouped 
around them, instead of the education being directed 
towards the general training of abstract faculties. 
Children should at school do necessary, and there¬ 
fore to them interesting, work as well as satisfy 
their intellectual curiosity. This need of children 
to be interested begins to be marked at the stage 
between babyhood and school-age proper—i.e., 
about 6-8 years of age—and specialists and psycho¬ 
logists are asked to devise an educational 
syllabus fitted to this transitional period, when in¬ 
dividual freedom begins to clash with the self -control 
demanded for school-life. The recognition of the 
child's outlook and the introduction of topics of 
instruction at the moment appropriate for the 
cooperation of the native instinctive impulses have 
in considerable measure arisen from the mutual 
efforts of the scholastic and medical professions, 
and owe much to pioneer work among defective 
children. The further development of the new 
pedagogy is mainly a task for the teacher, and 
will involve patient and carefully correlated 
experiments. The memorandum urges the pro¬ 
motion of research in education by the pro¬ 
vision of the necessary facilities and financial 
assistance, and by the appointment of a strong 
Educational Research Board to assist and coordi¬ 
nate the work. It points out that such a board 
could be constituted on similar lines to the Medical 
Research Committee. Much individual research is 
actually carried out the results of which remain 
unknown save in local circles, while its application 
and value suffer from lack of facilities for discussion 
prior to publication. Were experimental and obser¬ 
vational schools or classes to be established, both in 
their educacational and medical bearings, many 
problems could be considered, when results might 
be worked out under competent control. The 
problems of child-st # udy may be essentially for the 
scholastic profession, but it is most desirable that 


the activities of the educational medical officers 
should not be confined entirely to questions of the 
health of individual children. They should embrace 
the wider range of educational hygiene, and we are 
glad to know that many of these officers are showing 
practical agreement with this view. Such practical 
child-study is essential to progress, and the results 
of the investigation of abnormal children in the 
past have been so fruitful as to promise well for 
the future, particularly if attention be paid not 
only to the phases of intellectual development but 
to the early stages of emotional and volitional 
life. Coordination of research, as well as wider 
spread of knowledge of results already achieved, 
is the great move that should now be taken. 
There should be opportunities for discussion and 
for the wide circulation of research in con¬ 
nexion with child-study and education. A central 
board, such as the memorandum desires, could not 
only suggest general topics, but also determine in 
broad outline the necessary procedure, issuing 
directions on lines which could be followed with 
a minimum expenditure of time. Uniformity of 
effort, which is at present wanting in official 
returns and reports, whether on educational pro¬ 
gress or medical inspection, would thus be secured. 
So far as the strictly medical side of child-study is 
concerned, there is need for facilities rather than 
for a special staff. An allowance of even a session 
a week for approved research, to be carried out on 
previously defined lines, would enable manyprob.'e ns 
to be solved, and would give an interest and zest 
to an occupation which on its routine side is 
monotonous for many whole-time officers. The 
establishment of further bonds of interest and 
opportunities for mutual work and discussion 
between the doctor and the teacher would be to 
the advantage of both and of profit, most of all, to 
the child. 


ACUTE PULMONARY ABSCESS TREATED BY 
ARTIFICIAL PNEUMOTHORAX. 

In the Journal of the American Medical Associa¬ 
tion recently Dr. W. D. Tewksbury has called 
attention to a simple and rational method of treat¬ 
ing acute abscess of the lung. He saw in consulta¬ 
tion a case of acute abscess of the lung following 
operation on the nose, and advised as a rational 
procedure artificial pneumothorax, although its 
use had previously been confined to pulmonary 
tuberculosis, excepting a few cases of chronic 
pulmonary abscess and one case of interlobar 
empyema. The patient was a mining engineer, 
aged 32 years, who about the middle of June, 1916, 
was injured in an elevator, sustaining fracture of 
the superior maxilla and nose. An operation for 
repair of the nasal septum was performed on 
June 17th. He was apparently doing well until 
June 26th, when his temperature rose above 
101° F., with pain in the chest and sweating. 
Pleurisy with a little effusion at the left base 
was found. The temperature remained high until 
July 12th, when he suddenly coughed up much 
purulent sputum, and a radiogram showed an 
abscess in the lower part of the right lung. After 
this the temperature remained about 102°, he lost 
weight, and sweated profusely at times. On 
July 22nd Dr. Tewksbury was called in consultation 
to consider the possibility of using compression 
of the lung. He advised waiting a little, both 
because the operation would be somewhat of an 
experiment and because of the pleurisy with 
effusion on the opposite side. The patient con- 
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tinned to expectorate much, lost weight, sweated 
profusely at times, and the temperature and 
leucocyte count remained high. On August 12th 
Dr. Tewksbury injected 150 c.c. of air into the 
pleural cavity, on the 14th gave another small 
injection, and on the 22nd a larger one, following 
which the temperature became normal. Injections 
were then given about once a week, making 10 in 
all. By Sept. 15th all cough and expectoration had 
ceased. The patient gained 20 lb. in weight and was 
discharged cured on Oct. 15th. The only unpleasant 
symptom caused by the injections was some dyspnoea 
and cyanosis on one occasion following an un¬ 
usually large injection. In a second case a woman, 
aged 27, had acute abscess of the lung following 
tonsillectomy. There was much foul purulent 
expectoration. A radiogram showed a large abscess 
involving most of the upper and some of the lower 
lobes of the left lung. As she was extremely pros¬ 
trated, Dr. Tewksbury was not at all optimistic 
when, four weeks after the onset, he started to 
collapse the lung. However, the temperature, pulse, 
and cough improved on the following day, and two 
days later he gave a second injection. That night 
she coughed up an unusually large amount of pus, 
and on the following day the temperature was 
normal, and it remained so thereafter. The possible 
value of this treatment is shown by the following 
considerations. The mortality of acute abscess of 
the lung treated medically is about 60 per cent., and 
the percentage of cures is only about 10. The 
results of rib resection and drainage are better, 
but the mortality is about 30 per cent. Moreover, 
this operation often leaves a sinus which may per¬ 
sist for a year or more. Artificial pneumothorax is, 
of course, applicable only in cases in which the 
abscess communicates with a bronchus. In an 
annotation in The Lancet of Nov. 20th, 1915, we 
described a case of chronic pulmonary abscess— 
recorded by French writers—in which this treat¬ 
ment was successful. 


We regret to repord the death in the Near East of 
Sir Armand Buffer. C.M.G., president of the Sanitary 
Maritime Council of Egyp f , 


The Annual Oration to the Medical Society of 
London will be given at 11, Chandos-street, 
Cavendish*square, W. 1, at 9 p.m., on Monday, 
May 14th. by Sir William Osier, F.R.S., his subject 
baing “ The Anti-Venereal Campaign.” 


MEDICINE AND THE LAW. 

_ * 

R. v. Caley: Sucoessf.ul Appeal . 

The Court of Criminal Appeal has allowed the appeal of 
Mr. W. B. Caley from a conviction at the Central Criminal 
Court upon charges of conspiring to defeat the provisions of 
the Military Service Acts and of contravening the Prevention 
of Corruption Act, 1906, upon which the appellant was 
sentenced recently by Mr. Justice Coleridge to 18 months’ 
imprisonment in the second division. The case will be 
remembered as the “White City Case,” the facts of which, 
as proved at the police court and at the Old Bailey, were 
widely reprrted at the time. The Lord Chief Justice, who 
delivered the judgment of the Court of Criminal Appeal, 
said that the main point for consideration was whether, 
when the case was viewed as a whole, there was sufficient 
evidence to support the verdict of guilty. There had been 
proof of a conspiracy, but the difficulty of the Crown had 
lain in proving that Mr. Caley had been a party to it. 
There was no evidence that he had received any of the 
money which had been taken by Mitchell, who was 
convicted at the same time as the appellant, and of 
which the other prisoners had had their share. Equally 


there was no evidence to prove that Mr. Caley knew 
that any of the reports or certificates given by him 
were false. Such evidence as there was, was, in fact, 
equally consistent with the appellant’s innocence or guilt. 
The charges were in respect of five cases, in two of which 
Mr. Caley never classified the men at all. It had been 
argued that he made a report with regard to them which 
had been acted upon, but one of these two men was admitted 
to have been unfit for service through lameness, and Captain 
Cooper, who was stated to have acted upon the reports in 
question, was not called as a witness, though the prosecu¬ 
tion had been challenged to call him. There was no evi¬ 
dence, therefore, that Captain Cooper relied on Mr. Caley’s 
report, and if he did so there was no evidence that Mr. 
Caley had wilfully made a false report. Out of three other 
cases two had reference to detectives. In the third the 
Lord Chief Justice pointed out that even though the appel¬ 
lant had classified the man as B 3, and he had afterwards been 
re-examined and put in Class A, this was equally consistent 
with innocence and with guilt. One of the two detectives 
was passed for general service, the other was rejected as 
suffering from chronic synovitis and had admittedly suffered 
in the past from that disease. There was also evidence that 
he had complained of pain at the time of his examination. 
This man had paid money to Mitchell, but no part of it had 
passed to the appellant. The evidence in the case was not 
satisfactory, and the conviction upon it of the appellant 
could not stand. The conviction accordingly was ordered to 
be quashed. 

Liability of a Husband for Medical Attendance on Hit Wife . 

A correspondent has called attention to a case decided by 
the Divisional Court in February, to which we did not 
allude at the time, as it did not, on the surface, involve any 
new principle affecting the medical profession. We refer 
to it now as our correspondent describes it as resulting in 
“ a bad position both for women and children who are left 
in England as well as for a doctor.” He also observes 
rightly that “if the decision applies to doctors the law must 
apply to everybody who has given credit. ” The appeal was 
against a judgment of a deputy county-court judge sitting 
in the Brompton county court, in a case (Travers v. Sen) in 
which a medical man sued a married lady for the balance 
of his account for attending her in her confinement. The 
defendant had paid £25 and refused to pay more. At the 
dose of the plaintiff’s case counsel for the defendant sub¬ 
mitted that there must be judgment for her on the 
authority of cases which he cited, as the action should have 
been brought against the defendant’s husband and not 
against her personally. This contention was accepted by the 
deputy judge, and the judgment appealed against was 
entered for the defendant. The hardship involved in this 
for the medical man, of which our correspondent complains, 
lay in the fact that the husband of the defendsnt was in 
Rangoon and not easily to be proceeded against. The 
principle upon which the decision was based, that a wife 
has an implied authority to pledge her husband’s credit for 
necessaries, which would include the services of a medical 
man in her confinement, is no new one, but the point was 
discussed at the hearing and in the Divisional Court as to 
how far the absence of the husband, separated from his wife, 
by the accident of his employment, affected his liability. In 
the Divisional Court, however, the dismissal of the plaintiff's 
appeal was not so much in consequence of the acceptance 
by the judges of the principle of law as upon a point of fact. 
Mr. Justice Atkin, in delivering his judgment, pointed out 
that the plaintiff had attended the defendant on previous 
occasions and had been paid by the husband. Letters 
also bad passed between the plaintiff and the defendant 
and the husband in Rangoon, upon the present occa¬ 
sion, which indicated that the husband did not 
repudiate the charge but merely complained of its 
amount. There was, his lordship observed, plain evidence 
that the husband looked upon himself as liable, and the 
deputy judge was quite entitled to conclude that the defendant 
was contracting only as agent for her husband. Mr. Justice 
Bailhache concurred in this judgment, but he also discussed 
the question of whether the separation of husband and wife 
did away with the wife’s authority to pledge her husband’s 
credit, and expressed the view that a distinction existed 
between an intentional suspension of marital relations and 
the case before him, in which the absence of the husband 
from the wife was due only to the accident of his calling. 
He pointed out that the nature of the contract made must 
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be considered, and added, with regard to the case at issue, 
that there could hardly be a contract in which it could more 
reasonably be inferred that the liability was on the husband 
than an arrangement for medical attendance on the wife at 
the birth of her hnsband’s child. 

In comment on the above, and in view of our corre¬ 
spondent’s complaint that the decision is a hard one for 
wives and children seeking medical aid in the absence of the 
husband abroad, and also for medical practitioners who may 
attend upon such, it may be pointed out, that in a large 
majority of cases the medical man, or any creditor, suing on 
a contract for necessaries supplied to the wife, has a better 
chanoe of obtaining the money from the husband than from 
her. It would be much harder on the medical man, in 
ordinary circumstances, if the law were such that he could 
not make the husband pay for attendance on the wife. 


THE RADIUM INSTITUTE, LONDON. 


The report of Mr. A. E. Hayward Pinch, F.R.C.8., on the 
work carried on at the Radium Institute (Riding House- 
street, Portland-place, London, W. 1) over a period of two 
years, from Jan. 1st, 1915, to Dec. 31st, 1916, is an interesting 
document. A nummary is given of the treatment of a large 
variety of morbid conditions, including carcinoma, rodent 
ulcer, sarcoma, lymphadenoma, mediastinal tumour, fibroid 
disease of the uterus, papilloma of the bladder, lupus 
vulgaris, naevus, cutaneous papilloma, lupus and other skin 
affections, as well as general diseases. The total cases dealt 
with numbered 1400, to whom 12.331 separate treatments 
were administered (more than 8000 of these free of charge 
to necessitous patients). Of these, 87 were examined but not 
treated, 123 were treated too recently to record results, and 33 
received prophylactic irradiation only. Of the remaining 
1157 cases, 172;were “apparently oured,” 52 were “cured,” 
498 “ improved,” 215 “ not improved,” while 144 abandoned 
treatment, and 70 were dead. The Institute has rigidly 
adhered to a policy of declining to treat operable cases of 
malignant disease—rodent ulcer alone excepted—unless the 
patient has refused to submit to operation. Apart from this 
the cases treated were not selected, refusal to treat being 
based only on the grounds (1) that the patient was practic¬ 
ally moribund, or (2) that radium treatment was clearly 
unsuitable. 

We print the conclusions arrived at as to the value of 
radium treatment in two relatively common affections as a 
sample of the way in which the clinical material is dealt 
with by the Institute. 

Rodent ulcer (186 ca*es).—This Is of all forms of malignant disease 
the one which is most amenable to the action of radium. Lesions 
which have not been subjected to any previous treatment with X rays, 
00 2 , snow, ionisation, Ac., which do not affect mucous membrane] 
bone or cartilage, and do not exceed 3 cm. in diameter, cm almost 
lnvariibly be caret by one treatment. A full-strength applicator Is 
used unscreened, and an exposure of between one and a ha'f 
and three hours’ duration given, the length of exposure being 
determined by the amount of induration and infiltration pre¬ 
sent. The reaction wuich follows upon this procedure is 
usually severe, but the resultant scar is smooth, supple, and 
inconspicuous, and the tendency to recurrence ext-emely slight. 
When the extent, position, or character of the ulcer preclude the possi¬ 
bility of strong unscreened exposures, the hest results will probably be 
attained by prolonged exposures with heavily screened apparatus. T *e 
much thickened and indurated edges so often met with in cases of very 
long standing respond very satisfactorily to the action of powerful 
emanation tubes sc'-eened with 0-1 mm. of platinum and buried in the 
thickened border for from 12 to 18 hours. 

Fibroid disease of the uterus (7 cases).—Satisfactory results are often 
observed to follow up *n the radium treatment of this disease, more 
especially when men orhagla and metrorrhagia are the most prominent 
and troublesome symptoms. When all ordinary metho ls of treatment 
have failed and the patient declines to submit *0 operation radium 
thenipy is well worthy of trial, as it will almost certainly lessen or 
abolish the excessive loss of blood, and will, in addition, sometimes 
produce considerable dlminuti >n in the size of the uterus. Tr«at- 
J nent ,/i s best carried out by the introduction of a tube contain¬ 
ing 100 mgr. screened with 2 mm. of lead Into the body of the 
uterus—or if this be impracticable, into the posterior fornix—supple- 
mooted by a plate of from 80 to 100 mgr. scre-ned in similar fashion, 
aw! applied on the abdominal wall above the fundus uteri. The total 
exposure should be not less than 30 hours’ duration, and the series 
should be repeated after two or three months. The period immediately 
succeeding the radium application is often more profuse to*n usual • 
then the metrorrhagia is checked, and this is followed by a progressive 
decrease of the menorrhagia, until the flow becomes normal: or, as i< 
sometimes seen in very suscep ib‘e subjects, amenorrhoea occurs, and 
persists for four, six, or more months. 

Mr. Pinch informs ns that with increasing experience and 
with the use of larger quantities of radium the results 
obtained are now distinctly more encouraging than at first. He 


acknowledges his indebtedness to Dr. J. E. A. Lynh&m, who 
has been for two years solely responsible for the conduct of 
the night clinic. A note on the chemioo-physical laboratory 
of the Institute by the director, Mr. W. L S. Alton, F.I.O., 
is appended. Copies of the report will be given to any 
medical man on application to the secretary of the Institute. 


URBAN VITAL STATISTICS. 

(Week ended April 21st, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate olvil population estimated at nearly 17,000.000 persons, 
the annual rate of mortality was 18*4, against 17*3 and 18*5 per 1000 
in the t wo preceding weeks. In London, with a population exoeeding 
4,000,000 persons, the death-rate was 19*4, or 0*1 per 1000 below that 
recorded in the previous week; among the remainingtowns the rates 
ranged from 7*8 in Hornsey. 8*3 in Aberdare. an* 8*7 in Wallasey, to 28 1 
in South Shields, 28*7 in Wakefield, and 36*6 in Dudley. The principal 
epidemic diseases caused 489 deaths, which corresponded to an annual 
rate of 1*5 per 1000, and Included 310 from measles, 66 from whooping- 
cough, 55 from infantile diarrhoea, 42 from diphtheria, 12 -rom scarlet 
fever, and 6 from enteric fever. The deaths from measles showed 
a slight decrease as compared with the number In the preceding week, 
and caused the highest annual death-rates of 3*4 In Oldham, 3*5 in 
Southend-on Sea 3*7 in Salford. 4*3 In Bolton and Sunderland, 6*2 in 
South Shields, and 8*4 in Dudley. The 730 cases of scarlet fever and 
the 1296 cases of diphtheria under treatment in the Metropolitan 
Asylums Hospital rand the London Fever Hospital were respectively 
8 above and 21 below the numbers at the end of the preceding week. 
Of the 5973 deaths from all causes in the 96 towns, 195 resulted from 
violence. The causes of 54 of the total deaths were uncertified, and 
included 10 in Liverpool, 9 in Birmingham, and 6 in Preston. 

Scotch Towns.— In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual death-rate 
was equal to 181, against 16*9 and 19*1 per 1000 in the two preceding 
weeks. The 411 deaths In Glasgow corresponded to an annual rate 
of 19*2 per 1000, and inoluded 29 from whooping-cough, 28 from 
measles, 6 from diphtheria, and 1 from scarlet fever. Tne 136 deaths 
in Edinburgh were equal to a rate of 21*4 per 1000, aud Inoluded 
14 from measles, 13 from whooping-cough, 3 from diphtheria, and 
1 from scarlet fever. 

Irish Towns. —The 200 deaths in Dublin were equal to a rate of 26*1, 
or 0*7 per 1000 less than that recorded in the previous week, and 
Included 13 from measles, 2 from whooping-cough, and 2 from infantile 
diarrhoea. The 172 deaths in Belfast corresponded to an annual rate 
of 22*8 per 1000, and included 4 from measles, 3 from enteric fever, 2 
from Infantile diarrhoea, and 1 each from scarlet fever and diphtheria. 

(Week ended April 28th, 1917.) 

English and Welsh Towns. —In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000,000, the annual 
rate of m *rtality was 16*7, against 18*5 and 18*4 per 1000 in the two 
preceding weeks. In London, with a popular! m exceeding 4,000,000 
persons, «he dea r h-rate whs 16*8, or 2*6 per 1000 below that recorded in 
the previous week; among the remaining towns the rates ranged from 
6 4 in Ealing. 91 in Southend-on-Sea, and 9*2 in Ilford and Reading 
to 23 5 in Sou hport, 24 6 in Lincoln, and 27*6 in Gateshead. 
The principal epidemic diseases caused 433 deaths, which corre¬ 
sponded to an annual rate of 1*3 per 1000. and included 267 
from measles, 67 from whooping-cough, 59 from infant! e diarrhoea, 
34 from diphtheria, 9 from enteric fever, and 7 from scarlet 
fever. The deaths from measles showed &n Increase of 43 from 
the number in the preceding week, and caused the highest 
annual death-rates of 2*7 in Middlesbrough, 2*8 in oouthend-on-Sea, 
2*9 in Salford, 3*1 in West Bromwich, and 4*3 in Bolton. The 720 
cases of scarlet fever and 1212 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fev**r Hospital 
were respectively 10 below and 81 below the numbers at the eud of 
the preceding week. Of the 5449 deaths from ail causes in the 
96 towns. 178 resulted from violence. The causes of 37 of the deaths 
were uncertified, and included 7 in Liverpool, 5 in Birmingham, 
and 3 in Gateshead. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual 
death-rate was equal to 18*4, against 19 1 and 18*1 in the two pre¬ 
ceding weeks. The 421 deaths in Glasgow corresponded to an 
annual rate of 19*7 per 1000, and Included 38 from whooping-cough, 
37 from measles, and 2 each from enterio fever, diphtheria, and 
infantile dla#hoe*. The 122 deaths in Edinburgh were equal to an 
annual rate of 19*2 per 1000. and inc'uded 18 from measles, 9 from 
whoopinir-cough, and l each from diphtheria and infantile diarrhoea. 

Irish Towns. -The 154 deaths in Dunlin were equal to a rate of 20*4 or 
5*7 p-*r 1000 below that recorded in the previous week, and included 7 
fr *m measles, 4 from infantile diarrhoea. 1 from wh-op'ng-oougb, and 
1 from diphtheria. The 153 deaths in Belfast corresponded to an annual 
rate of 20*3 per 1000, and tnclude-1 6 from infantile diarrhoea, 3 from 
measles, 3 from whooping cough, and 1 from enteric fever. 


VITAL STATISTICS OF LONDON DURING MABOH, 1917. 

In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London and 
in each of the metropolitan boroughs. With regard to the notified 
cases of infectious diseases, it appears that the number of persons 
reported to be suffering from one or other of the ten diseases 
specified in the table was equal to an annual rate of 4*4 per 
1000 of the population, estimated at 4.310,030 persons; in the 
three preceding months the rates were 3*9, 4*0, and 4*2 per 1000 
respectively. The lowest rates in March w«re recorded In 
Kensington, Hammersmith, the City of Westminster, Stoke 
Newington, and Wandsworth; and the highest rates in St. Pancras, 
Bethnal Green. Southwark. Bermondsey, and Deptford. The pre¬ 
valence of scarlet fever showed a slight decline from that recorded 
in the preceding month; this disease was proDortionally most pre¬ 
valent in St. Mtrylebon*, St. Pancras, Finsbury, the City of 
London, Bethnal Green, Stepney, Camberwell, and Lewisham. The 
Metropolitan Asylums Hospitals contained 785 scarlet fever patients 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING MARCH, 1917. 


(Specially compiled for The Lancet.) 


Cities and 
Boroughs. 

Estimated civil 
population, 1915. 

Notified Cases of Infectious Disease. 

Deaths from Principal Infectious Diseases’ 

Deaths from all 
causes. 

Death-rate per 
1000 living. 1 

Small-pox. 

Scarlet fever. 

Diphtheria.* 

Typhus fever. 

Enteric fever. 

Other con¬ 
tinued fevers. 
Puerperal 
fever. 

. 

2 

I 

i? 

W 

ce . 

C oo 

o5 

kz 
£> - 

9 C 

O 

Poliomyelitis. 

Total. 

Annual rate 
per 1000 
persons living. 

X 

5. 

& 

CO 

cc" 

« 

1 

a 

Scarlet fever. 

«e 

■E 

© 

X3 

A 

a 

5 

ae 

U 

9 s 

I 8 

Enteric fever. 

Diarrhoea and 
enteritis (under 
2 years) 

I 

Annual rate 
per 1000 
persons living. 

LONDON. 

Went Th'jtirfrtu • 

4,310,030 

- 

425 

660 


39 1 — 22 

240 

58 

5 

1449 

4*4 

— 

340 

7 

56 

38 

3 

67 

511 

15 

6042 

18*2 

Paddington . 

131,397 

_ 

10 

11 

_ 

- - i 

8 

2 

_ 

32 

32 

1 _ 

11 

_ 

3 

4 


5 

23 

23 

200 

19-8 

Kensington . 

155,795 

— 

10 

17 

_ 

— _ _ 

6 

3 

_ 

36 

30 

_ 

7 

_ 

1 

2 

_ 

2 

12 

10 

197 

16’5 

Hammersmith 

U8,559 

— 

13 

6 

_ 

— 1 _ _ 

6 

1 

1 

27 

3*0 

_ 

2 

_ 



_ 


2 

02 

154 

16’9 

Fulham . 

151,161 

— 

16 

21 

_ 

- - 1 

7 

4 


49 

4-2 


24 

_ 

_ 

2 

— 

6 

32 

28 

212 

18-3 

Chelsea . 

58,421 

— 

4 

6 

_ 

2 - - 

2 

1 

_ 

15 

33 

_ 

1 

_ 

_ 

_ 

_ 

2 

3 

0*7 

104 

23*2 

City of Westminster 

135,104 

_ 

10 

14 

- 

“ - 1 

5 

2 

— 

32 

31 

— 

11 

1 

— 

1 


2 

15 

1*4 

197 

190 

St. Marylebone ... 

100,260 

_ 

15 

16 

_ 

_LL 

9 

1 

_ 

41 

53 

_ 

37 

_ 

_ 

3 

_ 

3 

43 

0-6 

156 

20-3 

Hampstead . 

81,767 

— 

5 

13 

_ 

— I_ _ 

3 

2 

_ 

23 

37 

1 _ 

1 

_ 

_ 

_ 

— 


1 

0’2 

74 

11-8 

St. Pancras . 

20^.322 

— 

24 

44 

_ 

i — i 

14 

1 

_ 

85 

55 

1 _ 

27 

1 

2 

1 

— 

4 

35 

23 

313 

20*4 

Islington. 

316,242 

— 

34 

46 

_ 

2-3 

20 

3 

_ 

108 

4-5 

_ 

18 

_ 

3 

3 

_ 

8 

32 

1*3 

460 

190 

Stoke Newington.., 

50.527 

— 

1 

6 


— J _ _ 

2 


_ 

9 

2*3 


_ 

_ 



— 




70 

18T 

Hackney. 

Central Districts : 

217,883 

— 

15 

3J 

— 

1 1 - 3 

16 

4 

— 

69 

41 


— 

— 

1 

1 



2 

0T 

292 

175 

Holborn . 

40.405 

— 

3 

6 

_ 

1 1 - - 

1 

_ 

_ 

11 

3-5 

j _ 

6 

_ 

_ 

_ 

— 

1 

7 

23 

55 

17*7 

Finsbury . 

76.915 

— 

11 

13 

_ 

- 1 —1 

6 

_ 

_ 

31 

6*3 

_ 

1 

_ 

1 

1 i 

1 

2 

6 

1*0 

110 

18-6 

City of London ... 

19,461 

— 

5 

1 

_ 

_ : 

_ 

_ 

_ 

6 

4-0 

_ 

_ 

_ 

_ 

_ 

— 

_ 

_ 


19 

12’7 

East Districts: 























Shoreditch . 

103,627 

— 

8 

24 

_ 

1 - “ 

5 i 

2 

_ 

40 

50 

_ 

— 

_ 

5 

1 

— 

2 

8 

10 

141 

17*7 

Bethnal Green 

120,207 

— 

20 

24 

_ 

2 1 - - 

7 

1 

_ 

54 

5-9 

_ 

8 

— 

3 

1 

— 

1 

13 

1-4 

151 

164 

Stepney . 

265.731 

— 

31 

48 

— 

7 j - - 

15 


1 

105 

52 

— 

10 

1 

5 

2 

— 

3 

21 

1*0 

345 

16-9 

Poplar . 

156,247 

— 

10 

32 

_ 

7 - 1 

12 

_ 

_ 

62 

52 

_ 

11 

— 

4 

— 

— 

5 

20 

1*7 

250 

209 

South Districts : 























Southwark . 

179,424 

— 1 

19 

41 

_ 

1 - 2 

19 

5 

_ 

87 

6*3 


12 

1 

3 

5 

— 

4 

25 

1*8 

304 

22T 

Bern ondsey . 

117,188 

— 

7 1 

39 



7 ' 

1 

_ 

55 

6*1 


17 

— 

2 

2 

— 

1 

22 

2*4 

212 

23 6 

Lambeth. 

284,188 

— 1 

23 i 

55 

_ 1 

2 ; - 1 1 

8 

5 

_ 

98 

45 


25 

1 

11 

1 

_ 

2 

40 

1-8 

413 

18-9 

Battersea. 

161,945 

— 

14 | 

16 


1 - - - 

10 

4 

_ 

45 

36 

_ 

29 

1 


1 

— 

2 

33 

2*7 

219 

17 6 

Wandsworth . 

312,249 

— 

31 1 

18 



10 

4 i 

1 

j 65 

2*7 

_ 

51 

1 

1 

4 

1 

3 

61 

25 

426 

17*8 

Camberwell . 

864386 

— 

32 

33 

_ 

3 - 1 1 

15 

7 

1 

92 

4-/ 

_ 

16 


3 

3 

— 

4 

26 

1*3 

330 

169 

Deptford . 

110,299 

— 

9 

24 

_ I 

1 - l _ 

14 

3 

_ j 

51 

6-0 

, — 

1 

— 

1 

— 

— 1 

1 

3 

0-4 

149 

17-6 

Greenwich ... ... 

96.385 

— 

7 

19 

_ 

2 — ! — 

2 

1 

_ 

31 

4-2 ; 

_ 

8 

— 

5 

— 

— ! 

— 

13 

1-8 

168 

22-7 

Lewisham . 

164.438 

— 

22 

15 

_ 1 

2 - 1 

7 

1 


48 

3*8 

_ 

1 

— 

2 

— ! 

— 

3 

6 

0-5 

163 i 

12*9 

Woolwich.j 

129,506 

— 

13 

22 

— 1 


! 4 


1 

42 j 

42 

— 

5 

— 

— 

— 

1 

1 

7 

07 

158 i 

158 

Port of London ... 

— 

— 

— 

— 

— 

2 J — 1 — 



— 

1 


— 

— : 

_ 

“ 1 

— 

— 

— 

— 

— 

- ! 

— 


* Including membranous croup. 


at the end of March, against 800 and 811 at the end of the two 
preceding months; the weekly admissions averaged 102, against 95 
and 111 in the two preceding months. Diphtheria was rather more 
prevalent.than It had been in other recent months ; among the various 
metropolitan boroughs the greatest proportional prevalence of this 
disease was recorded in St. Pancras. Shoreditch, Bethnal Green, 
Poplar, Southwark, Bermondsey, Lambeth, and Dep’ford. The 
number of patients under treatment for diphtheria in the 
Metropolitan Asylums Hospitals at the end of March was 1367, 
against 1420 and 1453 at the end of the two preceding months; the 
weekly admissions averaged 161, against 168 and 165 in the two 
preceding months. Bnteric fever also was r»ther more prevalent 
than in the three preceding months; of the 39 cases notified 
during the month, 7 belonged to Stepney, 7 to Poplar, 3 to Can ber- 
well, and 2 each to Chelsea, Islington, Bethnal Green, Lambeth, 
Greenwich, Lewisham, ano Woolwich. There were 29 cases of enteric 
fever in the Metropolitan Asylums Hospitals at the end of 
March, against 35 and 29 at the end ot the two preceding months ; the 
week)? admissions averaged 6. against 6 and 4 in the two preceding 
months. Erysipelas was proportionally most prevalent in ht. 
Marylebono Finsbury, Poplar. Southwark, and Deptford. The 58 
cases of cerebro-spinal meningitis included 7 in Camberwell, 5 in 
Southwark. 5 in Lambeth, and 4 each in Fulham. Hackney, Battersea, 
and Wandsworth; the 5 cases of poliomyelitis belonged respectively 
to Hammersmith. Stepney, Wandsworth, Camberwell, and Woolwich. 
The 22 cases of puerperal fever notified during the month included 5 in 
Lambeth, 3 in Islington. 3 in Hackney, and 2 in Southwark. 

The mortality statistics relate to the deaths of persons actually 
belonging to the several metropolitan boroughs, the deaths occurring 
in Institutions having been distributed among the several boroughs 
in which tho d«>cea>ed persons had prevb.usly res ded. During the 
four wteks ending March 31st the deaths of' 6042 London residents 
were registered, equal lo an annual rate 0 1 18 3 per 1000; in the 
three preceding months the rates were 228. 18 4, and 213 per 1000. 
The death-rates in March ranged from 118 In Hampstead. 12 7 in 
the City of London, 12 9 in Lewisham. 15 8 in Woolwich. 16 4 in 
Bethnal Green, and 16 5 in Kensington, to 20 3 In St. Marylebone, 
20-4 In St. Pancras, 209 in Poplar, 221 in Southwark, 22 7 in 
Greenwich, 23 2 in Chelsea, and 23 6 in Bermondsey. The 
6042 deaths from all causes included 511 which were referred 
to the .principal Infectious diseases; of these. 340 resulted from 
measles, 7 from scarlet fever, 56 from diphtheria, 38 from 
whooplng-cnngh. 3 from enteric fever, and 67 from diarrhoea 
and enteritis among children under 2 years of age. No death 
from any of these diseases was recorded during the month in the City of 
London or in Stoke Newington ; among the other boroughs they 
caused the lowest death-rates In Hammersmith, Hampstead, Hackney, 
and Deptford and the highest, rates in Paddington. Fulham, St-. Pancras, 
Holborn, Bermondsey. Bat'e*sea, and Wandsworth. The 340 deaths 
from measles were 127 in excess of the corrected average number 
in the corresponding period of the five preceding years ; this 
dTaease waa proportionally most fatal in Fulham, St. Marvlebone, 
Holborn. Bermondsey, Battersea, and Wandsworth. The 7 fatal cnsdl 
of acarlet fever were 11 below the corrected average number, 
and belonged respectively to the City of Westminster, St. 
Pancras, Stepney, Southwark, Lambeth, Battersea, and Wands¬ 


worth. The 56 deaths from diphtheria exceeded by 10 the cor¬ 
seted average number ; this disease showed the highest proportional 
mortality in Paddington, Shorenitch, Bethnal Green, Poplar, Lambeth, 
and Greenwich. The 38 deaths from whooping-cough were 85 below the 
corrected average, the highest death-n*tea being recorded in Padding¬ 
ton, St. Marylebone, and Southwark. The 3 fatal cases of enteric fever 
were equal to half the corrected average, and belonged respectively to 
Finsbury, Wandswi-rth, and Woolwich. Toe 67 dea hs from dlarrnoea 
and enteritis among children under 2 years of age were 18 below 
the corrected average; the mortality from this cause waa propor¬ 
tionally greatest in Paddington, Fulham, St. Marylebone, Poplar, and 
Southwark. In conclusion, it may be stated that the aggregate 
mortality in London curing March from these principal iniectious 
diseases was 4T per cent, above the average. 


The death is announced of Mr. Arthur James, 
who, in addition to his other charitable actions, gave the 
income of £20 000 to the Middlesex Hospital for the purpose 
of cancer research. 

Central Midwives Board.—A special meeting 
of the Central Midwives Board was held at Queen Anne’s 
Gate Buildings, Westminster, on April 20th, with Sir 
Francis H. Champneys in the chair. A number of mid¬ 
wives were struck off the Roll, the following charges,amongst 
others, having been brought forward:— 

Being in attendance at a confinement, and the patient suffering from 
excessive bleeding, the midwife did not immediately explain that the 
case was one in which the attendance of a registered medical practi¬ 
tioner was required, as provided by Rule E. 20 (3) Old Rules, and 
E. 20 and 21 (3) New Rules, and the patient being in the condition 
aforesaid the mi’wife did n«*t hand to the husband or the nearest 
relative or triend present the form of sending lor medical help, 
properly tilled up and signed by her. In order that this might be 
imme lately forwarded to the medical practitioner, as required by 
Rule B. 19 Old Rules, and E. 20 New Rules. The midwife did not take 
and record the puke a*d temperature of her patients at each visit 
as required by Rule E. 14, did not enter her records of pulse and 
temperature in a note-book or on a chart careful y preserved as required 
bv Rule E 14, and she did not keep her register of cases as required by 
Rule K. 24. Not. being scrupulously clean in every way, ns required by 
Rule E. 2 and when called to a confinement the midwife did not take 
with her the appliances and antiseptics as required by Hu'e E. 3. In 
contravention of Rule E. 18 a midwife laid out the dead body of a 
pe son not being a patient upon whom she had been in attendance at 
the time of death, and having laid out such dead body for burial she 
failed to notify the local supervising authority thereof aa required by 
Rule E. 22(1) (d), and failed to undergo adequate cleansing and dis¬ 
infection to the satisfaction of the local supervising authority’, as 
required by Rule E 18 and 6. The midwife neglecting to cleanse the 
eyelids of a child at birth, as required by Rule E. 16. When attending a 
patient the midwife did not on each occasion wear a clean dress of 
washable material as required by Rule E. 2, and was not scrupulously 
clean in every way, as required by Rule B. 1 
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TUBERCULOSIS AND THE WAR. 

To the Editor at Thb Lancet. 

Sir,—I agree with Dr. H. A. Ellis in protesting against 
the nse of the term “permanently cured” as applied to 
pulmonary tuberculosis. “ Arrested ’* is, I think, the proper 
term, as there is always the danger of a lowered vitality 
causing the reappearance of all symptoms. One of the big 
curses of pension committees to-day is the question of those 
known treated consumptives who have been taken into the 
Army during the past 30 months under the medical delusion 
that they had either no disease or were “permanently 
cured.” 

I am afraid that the same danger is present to day. In 
the re-examination of exempted men there is the danger of 
these broken-down men being re-netted. The examination 
will not be made by tuberculosis specialists, but by all¬ 
round men. I wish to emphasise that no old consumptive 
case should be enlisted. Looking over a register of nearly 
4000 cases, I find that of the many enlisted, practically all 
have returned with breakdowns, sometimes after Gallipoli 
and years in France, but broken-down and requiring treat¬ 
ment. It is false economy to take these men. They can 
often carry on at their own automatic work, and even if they 
keep up until sent on active service, then T. bacilli reappear 
in their sputum when they cannot carry out preventive 
measures and they become a danger to the others in the 
hut, billet, or sleeping place. 

Army Council Instructions (No. 908 of 1916) state that 
every recruit must be asked : (1) Whether he has been in a 
sanatorium ; and (2) whether he has been notified to any 
health authority as tuberculous. If his answer in the 
affirmative is confirmed he should be rejected. I think 
that every tuberculosis officer should see that this Order is 
carried out in deed in his district. - 

I am, Sir, yours faithfully, 

Swansea, April 17th, 1917. FRANK CLIFFORD. 


To the Editor of Thb Lancbt. 

Sir, —The letter of Dr. Henry A. Ellis appearing in your 
issue of April 14th gives abundant confirmation of my con¬ 
tention that a tuberculosis dispensary may act as a very 
efficient sieve for preventing the treatment of pulmonary 
tuberculosis until it has become chronic. His letter reminds 
me of nothing so much as the directions given to a dispenser 
when making up a mixture containing two incompatibles, he 
is directed to place the incompatibles as far from one 
another as possible. At the beginning of his letter he 
seems to infer that it is impossible to cure pulmonary 
tuberculosis permanently, and at the end he tells us 
that cases suitable for sanatorium treatment are those 
where “the lesion has usually become more definite and 
permanent tissue destruction has occurred, as is demon¬ 
strated by the physical signs of the grosser nature, easily 
# recognised by the ordinary stethoscope.” Herein lies the 
whole crux of the problem. Why are such patients allowed 
to continue their work and visit dispensaries, when they 
should be in bed at home under the care of their own doctor, 
a course which would undoubtedly be the most efficient 
means of preventing destruction of lung, and if they do 
not improve rapidly they should be sent forthwith to a 
properly conducted sanatorium without running the risk of 
attending a dispensary. The necessity of the treatment or 
otherwise of early cases by rest in bed or at a sanatorium 
depends upon the occurrence or not of symptoms indicative 
of active disease, apart altogether from the presence or 
absence of physical signs. 

I do not understand in what way the cases of the two 
soldiers mentioned by Dr. Ellis are relevant in this con¬ 
nexion ; nor do I see any reason, as they appear to be 
permanently cured, why they should receive any treatment 
either at a sanatorium or at a dispensary. I would suggest 
that they return to ordinary civil life. I have had two 
similar cases of men returned from the front, neither of 
whioh has been treated at a sanatorium or dispensary. They 


were cured before being discharged from the Army, having 
had the good luck to be put to bed during an acute attack, 
in which, fortunately for them, tubercle bacilli were found 
in their sputum in France. But for this timely accident 
their illness would no doubt have been called trench fever, 
and they would have run the risk of acquiring that sufficient 
amount of destruction jof lung which appears to make 
patients eligible for treatment in a sanatorium. 

It should be known by all medical men, now, that the 
making of a chronic follows surely from allowing cases with 
low degrees of activity to continue to walk about and work 
when they should be in bed. No one suggests that patients 
with any other serious disease should continue to be wage- 
earners. One can no more tell whether a person is perma¬ 
nently cured of tuberculosis than one can state that an 
apparently healthy person will n>t develop tuberculosis. 
Unfortunately, owing to our present methods, we know that 
a good many cases returned as well and working in sana¬ 
torium reports are not cured, largely owing to delay in 
diagnosis,' with the consequent absence of efficient treat¬ 
ment, which is considered unnecessary until either tubercle 
bacilli are found in the sputum or gross lesions are disoernible 
by means of the stethoscope. 

I am. Sir, yours faithfully, 

Ayrshire Sanatorium, April 15th, 1917, EDWARD £. PRBST. 


THE TECHNIQUE OF LUMBAR PUNCTURE. 

To the Editor of Thb Lancet. 

Sir,—I n reference to the remarks on this subject by Dr. 
T. J. Horder in your issue of April 28th, I would remark 
that when it is supposed that the needle is blocked by a 
constituent of the cauda equina or other tissue, besides 
pushing in and withdrawing the needle a little, the further 
device of revolving it on its own axis is often successful. This 
is only what might be expected, as the aperture at the point 
opens more or less sideways according to the angle at which 
the point is made. When, again, a long needle is used for a 
small patient and it droops by its own weight after entering 
the pia-arachnoid space, a flow may frequently be established 
by supporting the head of the needle and so preventing the 
hole at the point pressing against tissue and being blocked. 

In reference to being in the position of wanting a specimen 
free of blood, and having been unlucky enough to prick a 
vein, 1 have found it often succeed to puncture in another 
space. It should be remembered that it is equally safe to 
puncture in the second and third lumbar spaces as well as 
in the fourth. This manoeuvre is also useful when a dry 
puncture unaccountably occurs and the devices recommended 
have failed. Again, in the cadaver, when there is no flow 
and a specimen is required, it is useful to insert two needles, 
one in the fifth or fourth space, and the other as high up as 
the first space if entry is possible, and then pass normal 
saline through from one to the other. 

The following contretemps has occurred to me three times, 
twice in young patients and once in an adult. The needle 
has progressed forwards much farther than usual through 
soft tissue beyond the spinal cavity, a flow only being 
obtained by withdrawing, say one-third to half an inch. I 
have accounted for it by supposing that the needle has 
punctured an intervertebral disc, or that the back wall has 
been abnormally deficient. Perhaps Dr. Horder or others 
would give us any similar experience they may have 
encountered ? I am, Sir, yours faithfully, 

Ingateatone, April 29th. 1917. SHEFFIELD NbAVE. 


THE LUMLEIAN LECTURES ON HEART 
DISEASE. 

To the Editor of Thb Lanobt. 

Sir,—T he infective aspect of muoh of heart disease is of 
such great importance that it would seem right that the 
State should establish clinics all over the country to deal 
with rheumatism and its congeners. This would enable, by 
giving facilities for early diagnosis by trained physicians, 
much of the mental and physical loss to the country owing 
to such infections to be saved, and would also serve as a 
means of impressing on the general medical practitioner the 
importance of careful and early diagnosis of such nationally 
harmful conditions as would be dealt with in such clinics as 
I have suggested. Dr. F. J. Poynton’s letter in The Lancbt 
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of April 14th should be read and digested and its questions 
carefully discussed by all practitioners whose minds are 
above mere therapeutics and who have not only the indi¬ 
vidual but the communal interests at heart. Such clinics 
would serve also as a source of material for associated 
research, especially if properly organised research hospitals 
were instituted, to be directed by the heads of these clinics. 

I am, Sir, yours faithfully, 

Beeston, Notts, April 22nd, 1917. H. GEORGE P. CaSTKLLAIN. 


THE AGGLUTINATION CURVE AND ITS 
IMPORTANCE. 

To the Editor of The Lancet. 

Sib, —In The Lancet of March 10th Major G. Dreyer 
and Captain A. C. Inman make a contribution to this subject, 
in which they take exception to the “ conclusion ” arrived at 
by Lieutenant-Colonel C. J. Martin and Major W. G. I) 
Upjohn, that after triple inoculation (T., A, B) “the inter¬ 
pretation of observations upon the agglutination of enteric 

organisms will . be too difficult to possess any praetical 

value, and the isolation of the infecting organism must be 
resorted to for diagnosis.” Martin and Upjohn’s statement 
can, however, hardly be regarded as a conclusion in the sense 
that it was their carefully*considered opinion, based on 
ascertained facts, for at the time they made it no facts 
relating to the behaviour of agglutinins in enteric fevers 
occurring in triple-inoculated patients were, available. The 
statement was more in the nature of a prophecy. 

Captain E. W. Ainley Walker, in an article in The Lancet 
of Nov. 25th, 1916, publishes some cases which, in my 
opinion, are good illustrations of the difficulty anticipated by 
Martin and Upjohn. Yet, curiously enough, Captain Walker 
appears to be entirely unconscious of any difficu’ty in inter¬ 
preting his results. On the contrary, he attaches diagnoses 
which, I venture to suggest, no experienced physician would 
accept. And, after quoting Martin and Upjohn, he con¬ 
cludes that the difficulty “lies rather in persuading some 
observers to employ methods which have any practical value 
in inoculated patients.” He refers, of course, to Dreyer's 
method, in the employment of which, he informs us, no 
difficulty at all is likely to be met with in the diagnosis and 
differentiation of the enteric fevers in inoculated patients. 

Although Dreyer and Inman’s article appears also to be 
published with the intention of disproving Martin and 
Upjohn’s “ conclusion,” it does not contain a single relevant 
fact. Of the 11 cases published, not one had been inoculated 
with triple vaccine. Nine of the oases were paratyphoid A 
and B fevers in T. -inoculated patients. It these cases the 
exact methods referred to by Dreyer and Inman are not 
strictly necessary in routine work. In a T -inoculated 
patient suffering from an illness which presents the clinical 
features of “ enterica ” one agglutination test indicating the 
presence of A or B agglutinins (usually in addition to 
T.-inoculation agglutinin) is sufficient for a diagnosis of 
paratyphoid A or B fever respectively. It is true that by 
using a strictly quantitative technique, and repeating the 
estimations of agglutinin at intervals of a few days through¬ 
out the disease, the diagnosis is rendered more certain, and 
it is possible in this way to discriminate in many cases, 
without reference to the clinical facts of the case, between 
a present and a past infection. But in busy routine work, 
such refinements are impossible, and, in fact, quite unneces¬ 
sary. One “positive” result when interpreted by the 
physician in conjunction with the clinical facts of the case, 
leads to a correct diagnosis in the great majority of cases. 

The exact methods are necessary only in the diagnosis of 
an infection against which the patient has been inoculated— 
that is, T. infections in T. inoculated patients (e.g., Cases 10 
and 11 of Dreyer and Inman’s article), and all “ enterica ” 
patients who have had a triple (T., A, B) inoculation (e g., 
Cases 3, 6, 9, 10, 12, and 13 of Captain Walker’s article). 
In T., A, B inoculated cases the agglutinin response does not 
confine itself to the homologous agglutinin, but may effect 
to an equal or even to a more marked extent one or other 
or both of the heterologous agglutinins. And it is not yet 
known to what extent other infections having no relation to 
the enteric group may stimulate T.A.B. inoculation agglu¬ 
tinins. Under these circumstances Martin and Upjohn’s 
prophecy may contain a good deal of truth. 

My own experience, up to date, with triple-inoculated 
patients is that a diagnosis can be made in many oases—but 
in some cases results are obtained which baffle interpreta¬ 


tion. I feel, however, that this difficulty in interpretation of 
results would disappear if Captain Ainley Walker would 
kindly explain why Case 10 of his article of Nov. 25th, 1916, 
is “ clearly a case of paratyphoid B infection.” 

I am, Sir, yours faithfully, 

R. P. Garrow, 

Egypt, March 25th, 1917. Captain, R.A.M.C. 


THE EXAMINATION OF THE BLOOD OF 
TYPHUS FEVER CASES BY DARK 
GROUND ILLUMINATION. 

To the Editor of The Lancet. 

Sir, —The description by Dr. W. J. Wilson and Dr. 
Georgina R. Darling in your issue of April 14th of the 
spirochaste-like bodies which they have found in the blood of 
typhus fever cases very strongly resembles that of the bodies 
with which all dark-ground workers must be familiar in 
specimens which contain much blood. These show all 
gradations from a pale, waving thread to one which is 
broken up by a series of highly refractile dots or minute 
circles, a common form being a filament with a granule at 
each end. The threads are apparently motile, with a 
wriggling motion by which they travel across the field, and 
they vary in length from 4/4 to 20/4, or lopger. Sometimes 
the thread is interrupted in its middle by an oval or circular 
body, which is about one-third the size of a red blood cell. 

I am afraid that I have now damped the hopes of many 
workers who have adopted the dark-ground method in their 
search for undiscovered infective agents and have seen in 
these bodies the possible goal of their researches. For want 
of a better name I have privately called them “ streamers,” 
and they seem to be more abundant in specimens taken from 
atuemic patients. At one time I thought they were derived 
from red blood cells, since it is a common event to see in 
such specimens numbers of red cells with “streamers” 
attached all round them like fringes, as if the cell membrane 
had become very ragged. Captain D. Thomson, however, 
showed me a specimen which he had stained by Leishman’s 
method, and the threads had taken the chromatin stain of 
nuclei. I am, Sir, yours faithfully, 

L. W. Harrison, 

Lieutenant-Colonel. R.A.M.C. 

Military Hospital, Rochester Row, S.W., April 29tb, 1917. 


MODIFIED TETANUS. 

To the Editor of The Lancet. 

Sir, —I read with much interest Captain H. Burrows’s 
article on modified tetanus in The Lancet of Jan. 27th, as 
at the time it reached me I had an example of that 
condition under my care. 

The patient, a naval officer on a g unboa f , was wounded in the right 
buttock on Feb. 26th by a machine gun bullet. Haemorrhage was severe 
at the time, but was controlled by packing with gauze soaked in Friar’s 
balsam. No antitetanic serum was given. Mv attention was called to 
him six days later as twitching had been noticed in the neighbour¬ 
hood of the wound. He then had clonic contractions of the muscles 
around the wound, particularly the gluteus maxlmus; these 
spasms recurred every few minutes and were very painful 
and sudden In onset, causing a fleeting contraction of the 
whMe musculature not unlike a tetanic spasm, but unassociated 
with trismus, dysphagia, or other signs of generalised tetanus. 
An Intramuscular Injection of 1500 unirs of antitetanic serum was 
immediately given, and shortly afterwards the patient was removed to 
the theatre, the wound freely opened and counterdralned, and 
1500 units injected into the theca. Occasional local spasms occurred 
throughout the day with lessening frequency, and the patient com¬ 
plained of a feeling of stiffnoss around the wound. Further intra¬ 
muscular injections of 1500 units were given the same evening and on 
the following day. No further spasms occurred, and at the time of 
writing this. 10 days later, the danger of tetanus is apparently past, but 
a ga?-produelng spore-forming organism has been isoated from the 
wound, which is still septic, while the general condition of the patient 
is satisfactory. 

The chief clinical feature associated with this case was 
the severe pain elicited by the clonic contractions of the 
affected muscles ; no sensory changes of any sort appear to 
have been present-.—I am, Sir, yours faithfully, 

R. J. McNeill Love, 

Captain, R.A.M.C. 

At a British General Hospital. Mesopotamia Expeditionary Force, 
March 14tb, 1917. 


The Hanbury Medal.—T he Hanbury medal* 
bich is awarded biennially for research in the chemistry 
id natural history of drugs, has been adjudicated to 
rofessor H. G. Greenish, Dean of the School of tbo 
harmaceutioal Society of Great Britain. 
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The Casualty List. 

Thh following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Capt. J. E. Black, M.C., R.A.M.C., attached Bedford 
Regiment, qualified at Glasgow in 1911 and was pro¬ 
moted Captain in October, 1914. The award of the 
Military Cross was announced in The Lancet of 
Nov. 18tb, 1916, p. 881. 

Lieut.-Col. D. B. Chiles-Evans, D.S.O., R.A.M.C., was 
edacated at University College, Cardiff, and at Uni¬ 
versity College, London, and qualified in 1903. He held 
the appointment of house surgeon at the Bridgwater 
Infirmary and joined up at the beginniug of the war, at 
which time he was in practice at Swansea and was 
assistant medical officer of the Swansea Union and 
Captain, R.A.M.C., in the 3rd Welsh Field Ambulance, 
T.F. The award of the D.S.O. was announced in 
The Lancet of June 10th, 1916, p. 1195. 

Capt. T. Welsh, M.C., South African Medical Corps, was 
educated at Edinburgh University and qualified in 1910. 
He held appointments at tbe Ramsgate General Hospital 
and at the Koyal Infirmary, Edinburgh, aod later went 
to South Africa as medical officer at the Knight Central 
Mines, Johannesburg. Soon after the outbreak of war 
he joined the South African Medical Corps, and was 
awarded the Military Cross in January this year 
(announced in The Lancet, Jan. 20, p. 125)* 

Capt. H. J. Cotter, R.A.M.C., qualified in Ireland at the close 
of the year 1914, and thereupon joined the R.A.M.C. 

Capt. E. J. Blair, R.A M.C., attached Cyclist Battalion, was 
educated at Edinburgh University, and qualified in 1914. 
After joining up he was attached for a time to the 5th 
Battalion Royal Scots. 

Capt. L. B. Baird, R.A.M.C., was educated at Manchester 
University and at the London University, and qualified in 
1914. He joined the R.A.M.C. on the outbreak of 
hostilities and went through the Gallipoli campaign. 

Capt. G. D. Ferguson, D.S.O., R.A.M.C., attached Royal 
Field Artillery, qualified at Edinburgh in 1913. On the 
outbreak of war he joined the R.A.M.C., and was pro¬ 
moted Captain in August, 1915. He gained the D.S.O. 
for tending the wounded, of whom he brought in over 
50, under very heavy fire (The Lancet, Nov. 18th, 1916, 

p. 880). 

Capt. R. Home, R.A.M.C., received his medical education at 
the University of Toronto, and qualified in 1913. He 
came over with the Canadian Expeditionary Force. 

Died. 

Col. J. H. E. Austin, A.M.S., was a student at St. George’s 
Hospital, London, and qualified in 1887. He saw service 
in tbe Nile Expedition and the South African War, and 
was the recipient of the Egyptian medal and of the 
Queen’s and Ring’s medal with five clasps. He died at 
a military hospital in London. 

Mi it sing, believed Drowned. 

Lieut. I. R. R. Brogden, R.A.M.C., was educated at 
Ipswich School and at Cambridge, and made his pro¬ 
fessional studies at Guy’s Hospital, London. He 
qualified in 1916, whereupon he joined the R.A.M.C., 
and was given six months’ leave to act as house surgeon 
at Guy’s Hospital. Later he was posted to Blackpool, 
and then proceeded to Egypt. 

W'funded. 

Capt. J. Walker, R.A.M.C., attached Hampshire Regiment. 

Major O. L. Appleton, R.A.M.C. 

Capt. J. W. Burton, R.A.M.C., attached Royal Scots. 

Major A. H. Palmer, R.A.M.C., attached Yeomanry. 

Capt. J. P. S. Cathcart, Canadian A.M.C. 

Capt. N. Macleod, R.A.M.C., attached H.A.C. 

Capt. A. Budd, R.A.M.C.,attached Royal Warwickshire Regt. 

Capt. A. G. Troup, R.A.M.C., attached London Regiment. 

Capt. R. H. Wilson, R.A.M.C., attached R.F.A. 

Capt. G. B. Lowe, Australian A.M.C. 

Capt. M. Brennan, R.A.M.C., attached Royal West Kent Regt. 

Capt. G. H. Kearney, R.A.M.C., attached R.F.A. 

Capt. K. P. MacKenzie, R.A.M.C., attached R.E. 


Erratum .—By a confusion, which we regret, arising from 
the identity of initials, the Dr. H. G. Smith who is reported 
as missiug, believed drowned, in the sinking of the hospital 
ship Salta , is Dr. H. G. Smith, of Carnforth, Lancashire, and 
not Dr. H. G. Smith, lately of Croydon and now in Franoe, 
as stated in onr issue of April 21st, p. 629. 


Deaths among the Sons of Mbdioal Men. 

The following sons of medical men must be added to onr 

lists of those who have fallen daring the war :— 

Major R. N. Macpherson, Indian Infantry, youngest son of 
the late Brigade Surgeon Lient.-Col. R. N. Macpherson, 
A.M.S. 

W. R. Erskine, Canadian Contingent, only son of the late 
Dr. W. Erskine, of Svdenham, Kent. 

Second Lieut. H. D. Carless, Gordon Highlanders, yonnger 
and only remaining son of Lieut.-Col. A. Carless, 
R.A.M.C., of Upper vVimpole-street, London. 

Capt. B. J. A. Fawcett, East Lancashire Regiment, younger 
son of Lieut.-Col. E. Fawcett, I.M.S. (retired), of Black- 
heath, London. 

Lieut.-Commander W. W. Hallwright, D.8.O., R.N., 

youngest son of Mr. M. Hallwright, M.R.C.8.* of 
Edgbaston, Birmingham. 

Capt. L. B. Baird, R.A.M.C., elder son of Dr. W. J. Baird, 
of Bury, Lancs. 

Second Lieut. K. I. Mackenzie, Argyll and Sutherland 
Highlanders, attached Royal Flying Corps, youngest 
son of Dr. I. Mackenzie, of Ryde, Isle of Wight. 

Private M. T. Myles, Canadian Infantry, youngest son of 
Major E. H. Myles, R.A.M.C., of Nottingham. 

Lieut. J. G. Will, Royal Flying Corps, second son of Dr. J. K. 
Will, of Bethnall House Asylum, London. 

Capt. H. G. Smith, R.A.M.C., son of the late Dr. J. Smith, 
LL.D., a former President of the Royal College of 
Surgeons of Edinburgh. 

Second Lieut. F. C. Coleman, Norfolk Regiment, only child 
of Dr. P. Coleman, of Clacton-on-Sea, Essex. 


The Honours List. 

The particulars of the gallant deed for which tbe Distin¬ 
guished Service Order was conferred upon Capt. Allan Watson, 
R.A.M.C. (announced in our issue of March 24ih, p. 468), is 
now published:— 

For conspicuous gallantry and devotion to duty. He went forward 
under very hetvy fire, before his own unit was ordered to advance, 
and commenced to dress the wounded of another battalion. He 
worked untiringly under lire both day and night, never resting until 
all the wounded had beea brought in. 

The following further awards to medical offloerB are 
announced:— 

Military Cross. 

Capt. John Hardie, Australian Army Medical Corps. 

For contpleaous gallantry and devotion to duty. He attended a 
large number of wounded at the aid post under heavy fire and con¬ 
tinued at work after being wounded himself in two plaoea. He set a 
fine example throughout. 

Temp. Lieut. Erach Ruttonji Daboo, I.M.S. 

For distinguished service in the field In Mesopotamia. 


The United States and the War. 

The American Doctor and the State of War. —Dr. Mahlon 
Ashford, Captain in the United States Army Medical 
Corps, discusses in a recent issue of the New York 
Medical Journal the rdle which the American civilian 
doctor must play “ in the great drama of national military 
preparedness,” it being clear that an efficient medical depart¬ 
ment is a vital military factor for success. The article 
is of interest to our civil practitioners, so many of whom 
have undergone, or are about to undergo, similar experi¬ 
ences. The civil practitioner in the vast majority of 
instances, when he has to leave his present environment 
for a new one, has to live under conditions totally 
at variance with former experience, . and to treat his 
sick and wounded under new and difficult conditions of 
life. Dr. Ashford points oat to his American colleagues that 
if the military doctor fails to respond adequately in the 
duties imposed upon him, by so much he renders his depart¬ 
ment inefficient, and if the failure is shared by a very large 
number of officers the department will break down. “ Many 
an American doctor exclaims,” says the author, “ ‘ I am 
ready to serve my country. I am a good surgeon, hot I can’t 
bother with red tape.’ ” To this he replies that the regular 
Army, and doubtless the Navy, is more than willing to 
dispense with red tape, but that just as businesses require 
systematised administration so do Government departments, 
adding: “If reserve officers suddenly thrown into military 
life would devote to a study of our business system a moiety 
of the time they spend cursing our red tape, their service 
wonld be happier to themselves and others, and the language 
would be much poorer in expletive.” 
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Medical Mobilisation: an American View of our Efforts .— 
The (American) Auxiliary Medical Committee for National 
Defence has appointed a committee to study the arrange* 
menbs in England and France under which the practices of 
doctors entering the services are taken over by those 
remaining at home to be subsequently returned to their 
owners. An editorial article in the New York Medical 
Journal, after quoting from The Lancet of Oct. 28th last 
an analysis of the causes which prevent the pressure of work 
of medical men at home being as great as might be expected, 
adds : “ Undoubtedly, if the American practitioner is called 
upon to face a similar situation, the well-known Yankee 
ingenuity will come to the fore and suggest many wavs of 
alleviating the pressure. In the meantime, it will be in¬ 
teresting to observe just what will be the ultimate solution 
which our British cousins will find for their present 
quandary.” We, too, shall watch with interest how America 
has profited by our example. 

Universities and Medical Schools: Organisation of Hospitals. 
—Nearly 500 Harvard men have so far taken part in the 
European War: among them being 186 members of the 
American Ambulance, 95 in the Harvard Surgical Unit, and 
15 engaged in other spheres of medical work. The Johns 
Hopkins Medical School is now organising a base hospital 
unit to consist of some 300 of its own graduates and 
students. The Roosevelt Hospital is staffing a Red Cross 
Base Hospital Unit of 500 beds, under the direction of Dr. 
Charles H. Peck, who will be assisted by Dr. James I. 
Russell and Dr. Kolfe Floyd. 

Treatment of Tuberculous Soldiers. —The National Associa¬ 
tion for the Study and Prevention of Tuberculosis has 
appointed a Commission to consider the existing facilities for 
the care of soldiers, prisoners, and others, and to take pre¬ 
cautionary measures for the prevention of the spread of the 
disease to the troops. Dr. Herman H. Biggs, the New York 
State Commissioner of Health, who has been studying the 
question of tuberculosis and its consequences in the French 
Army at the request of the French Government, has been 
appointed chairman of the Commission. 

America, it is announced, will send 1000 surgeons to 
Europe. 

Seventy American voluntary Red Cross workers have 
arrived at Bordeaux from New York. 


The Post Office and the War. 

The Postmaster-General’s Report for the year 1915-16 
indicates that his gigantic department, in addition to its 
previously existing functions, has become an immense bureau 
of the affairs of war. For instance, we find that by Nov. 1st, 
1916, 68.000 of the staff had already joined the colours and 
the military authorities had been informed that 7000 more 
would be liberated when required By the same date the 
additional female staff totalled 35,000. In fact, the number 
who did not enrol under the Derby scheme was quite 
microscopic. The 1st Battalion of the Post Office Rides, 
whose three battalions are recruited from Post Office 
servants, has been at the front since the early spring of 
1915 and has achieved distinction in many engagements. 
While the entire personnel of the Army Post Office has been 
supplied by the Post Office staff in addition large numbers 
have joined the signal companies (R.E.) and the Naval 
Signal Units. By the end of the year 1915 over 300 Post 
Office medical officers had received commissions. A long 
list of honours, including two V.G.’s, has been won. 

In October, 1914, the Post Office undertook the payment 
oPseparation allowances, which duty now involves the dis¬ 
tribution of approximately £2,200,000 weekly to some 
2.700,000 persons, whilst during the year ending March 31st, 
1916, upwards of 100'million payments were made, represent¬ 
ing a total sum disbursed of about £80,000,000; while the 
part which it has played in collecting subscriptions to the 
various forms of War Loan can only be described in figures 
too big to be realisable. The Post Office collects the corre¬ 
spondence for the troops, which equals approximately 
11,000,000 letters and 875.000 parcels weekly, and hands 
them over to the Home Depdt of the Army Post Office 
in London for transmission abroad, whilst it also, of course, 
receives and distributes the whole of the incoming mails 
from the troops. In March, 1916, parcels to the number of 
an average of 82.200 per week were dispatched to British 


prisoners of war abroad, whilst approximately 15,000 per 
week were received, principally from Germany, for prisoners 
of war in this country. The telephonic and telegraphic 
business of the war, proportionately as large as the postal 
work proper, is also directed by the Post Office. 

The last report of the Postmaster-General reveals how 
potent a force in the life to-day of this country the Post 
Office is, and its vast activities may be accepted as evidence 
that the bodily and mental physique of the active personnel 
must be of a high order, and that the efficiency of the 
medical officers of the Post Office bears increasingly good 
fruit. 

Auxiliary R.A.M.C. Funds. 

Lieutenant-Colonel F. W. H. Davie-Harris, secretary of the 
Auxiliary K.A.M C. Funds, 124, Victoria-street, S.W., sends 
us a list of donations, totalling £676 9s. 6d. % received on 


account of the Officers’ Benevolent Branch for the quarter 
ending March 31st. The first list appeared in The Lancet 
of Feb. 10th, p. 243. 



£ 

8. 

d. 


£ 8. 

d. 

Alexander. Ompt. W. A. 

1 

1 

0 

Longley, Capt. W. 

2 

2 

0 

Barclay, Capt. A. B. ... 

5 

5 

0 

Little wood, Lieut.-Col. H 

. 25 

0 

0 

Balkwell, Capt. F. 

10 10 

0 

Lewis, Capt. L A. 

1 

1 

0 

Ballance, Col. C. A., 




Lones, Capt. P. B. 

1 

1 

0 

C.B., M.V.O. 

5 

0 

0 

Lichfield Officers, 




Brownson, Capt. R. O. 

1 

1 

0 

R.A.M C. 

10 10 

0 

Baldwin, Lieut. E. 

1 

1 

0 

Leake, Maj. A. M., V.C. 

5 

5 

0 

Birr Training Centre, 




Leachy, Rev. A. B. B... 

1 

0 

0 

Officers’ Mess . 

50 

0 

0 

Mackay, Lieut. A. C. ... 

1 

0 

0 

Broad bent., Capt. Sir J. 

10 

0 

0 

Minch, Capt. J. B. 

1 

1 

0 

Clark, Col. A. V. 

5 

5 

0 

McArthur Capt.G.A.D. 

1 

1 

0 

Carter, Capt. B. 

1 

0 

0 

Mullan, Capt. ri. F. ... 

1 

1 

0 

C h e y n e, Lieut.-Col. 




Moono, Capt. P. W. ... 

1 

1 

0 

SirW. ... . 

21 

0 

0 

3rd Northern Gen. 




Crawford, Lieut. J. P. 

1 

1 

0 

Hosp. Officers . 

48 

6 

0 

Crawford, Capt. J J.... 

1 

1 

0 

Per Sir W. Osier. 

62 

0 

0 

Cummins, Lieut. M. M. 

1 

1 

0 

O'Regan, Lieut. F. W. 

1 

1 

0 

Douglas, Dr. J., New 




Pigot, Capt. 

1 

0 

0 

York(pt?rSir W. Osier) 

100 

0 

Q 

Polter, Capt. J. 

1 

1 

0 

Duke, Dr O. 

5 

0 

0 

PemJberton, Lieut.-Gol. 




Dowler, Mr. H. M. ... 

1 

0 

0 

R., I.M.S. 

5 

5 

0 

Bills Capt. U. 

5 

5 

0 

Pickering, Maj. H. F. 

5 

0 

0 

Kadle, Lieut. R. B. ... 

1 

1 

0 

Ripon Training Ceutre 




Footner. Mr. G. R. 

25 

0 

0 

Officers' Mess . 

180 

0 

0 

Fawcett, Capt. J. 

4 

4 

0 

P. D. H. S. 

6 

5 

0 

Godlee, Sir K. 

6 

6 

0 

Stewart, Dr. J., Leeds 

5 

0 

0 

Hill, Capt. J. 

1 

1 

0 

Telling, Maj. W. S., 




Hutchinson, Lieut. T. P. 

1 

1 

£ 

Leeus . 

2 

2 

0 

Hendry, Capt. J. 

1 

1 

f 

Walker, Capt. J. H. ... 

21 

0 

0 

Irving, Capt. C. 

1 

1 

0 

Waddington, Capt., 




Johnson, Rev A. H. 




R.A.M.C. 

1 

0 

0 

(per Lieut.-Col. Collier) 

2 12 

6 

Williams n, Capt. H.... 

2 

2 

0 

Knaggs, Maj. R. L. ... 

10 

0 

0 

Wood, Dr. F. H. (per 




Xirton. Capt. J. 

1 

1 

0 

Lieut.-Col. Collier)... 

5 

5 

0 


Administrative Reform in Mesopotamia. 

Mr. Austen Chamberlain has received from Sir Arthur 
Lawley, the Chief Commissioner of the British Red Cross 
and Order of St. John in Mesopotamia, a most comforting 
report of medical and sanitary administration in a zone of 
the war where our arms previously suffered terrible reverses 
and our soldiers untold miseries through defects which are 
now remedied. Nothing, we presume, but the magnitude 
of our imperial endeavours has allowed the official short¬ 
comings, which marked the first stages of the war in 
Mesopotamia, to go unaccounted for; it is obvious that the 
authorities at that time had neither accurate information, 
reasonable judgment, or any imagination. Sir Arthur 
Lawley has now gone closely into the general organisation 
and detailed activities designed to provide adequate 
welfare for the troops in Mesopotamia, especially for the 
sick and wounded, and is able to report that we may 
look forward with perfect confidence to the precautions 
that have been taken. “The days of muddle,” he says, 
" are ended and order has been evolved out of chaos.” 
Sanitation has been taken in hand, the feeding of the troops 
from the firing-line to the base is excellent, and rapid 
evacuation of the wounded from the fighting zone is assured. 
We have ourselves received, under the same date as that of 
Sir Arthur Lawley’s report, an exact confirmation of his 
words, though the position of our correspondent prohibits us 
from publishing his letter. When we remember the diffi¬ 
culties attending a military campaign in such an environment 
—the heat and the rain, the floods and the flies, the dearth 
of roads and the abundance of swamps—we have reason to 
be proud of the determination which has met all these 
obstacles grimly and has overcome them surely. 
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A Dublin Hospital for France— A Dublin 

correspondent writes : Within the past week or two arrange¬ 
ments have been concluded between the War Office and 
the medical staffs of the Dublin hospitals by which the 
latter engage to supply the staff of a base hospital in France 
for at least a year. The selection of the staff has been in the 
hands of the Presidents of the Royal College of Physicians 
and of the Royal College of Surgeons, and the services 
of practically all the hospital physicians and surgeons 
of Dublin have been at their disposal. Each medical man 
who is accepted must engage to serve at least three months 
in France, and he will be given a temporary commission in 
the Royal Army Medical Corps. The senior surgeon and 
senior physician will rank as lieutenant-colonels, the other 
surgeons and physicians as majors, while, doubtless for some 
good reason for the difference, the specialists —pathologists, 
ophthalmologists, anaesthetists, and radiographers—will rank 
as captains. The entire staff will consist at a time of 
three surgeons, two physicians, and four specialists. The 
War Office declines to accept any medical man who is under 
40 years of age, or, on the other hand, anyone who is 
“ much over 50.” The latter exclusion has debarred several 
active surgeons and physicians, and has evoked some comment 
in view of the fact that many medical men well past 50 are 
employed not merely in France but in much more unhealthy 
climates. If, however, the War Office is in such urgent 
straits for medical men as its recent actions would imply, it 
may be ready in a few months to accept competent surgeons 
who are still physically sound, even if they be past 55. It 
is worth recalling that a hospital staff such as is now 
accepted by the War Office was refused on more than one 
previous occasion when offered by Dublin, and also when 
offered by Belfast in 1915, and by Cork more recently. 

Quinine, Phenacetin, and Formaldehyde.— 

The Army Council are about to take stock of all quinine 
salts as well as of phenacetin and formaldehyde, with a view 
of reserving them for army use. All persons holding stocks are 
to furnish particulars on a form provided by the Director of 
Army Contracts if the amount exceeds in the case of quinine 
sulphate 100 oz., of the bi-sulphate 25 oz., of the hydro¬ 
chloride 25 oz , of the bi-hydrochloride 25 oz ,of phenacetin 
7 lb., and of formaldehyde (40 per cent.) 10 gallons. In the 
case of stock exceeding the above quantities a return must 
be made forthwith, and the excess balance held at the 
disposal of the War Office. 

British Universities and the War.— An 

interesting pamphlet has been issued by the Field and Queen 
(Horace Cox, Limited, Bream's-buildings, E.C.), recording 
the part played up to date by the Universities of the United 
Kingdom in the war. The activities of our various Univer¬ 
sities are detailed by their respective vice-chancellors, prin¬ 
cipals, and presidents, or by someone thoroughly repre¬ 
sentative of the governing body, and in this way an accurate 
and succinct statement has been secured. The book was 
compiled at the request of correspondents in the United 
States, and is prefaced by a brief introduction from the pen 
of Mr. H. A L. Fisher, President of the Board of Education, 
and closed by an essay from Sir Theodore Cook on the 
Universities of the United States and of Great Britain, 
dealing largely with athletic exploits. 

Windlesham Military Hospital.—T he second 

report of this hospital. No. 16 Surrey V. A. D. British Red Cross 
Society, states that 739 cases have been admitted and 117 
operations performed since its opening in June, 1915. The 
original arrangement was for 30 beds, but in response to the 
request of the Aldershot authorities the accommodation has 
been increased to 50 beds. The hospital is auxiliary to 
the Cambridge Hospital at Aldershot and to the Connaught. 
Consequent upon the formation of camps for a portion of 
the Canadian forces engaged in the neighbourhood as 
lumbermen in felling and sawing timber, the Canadian 
medical authorities requested permission to utilise the 
hospital, and a considerable number of injuries received in 
this way have been treated 

Medical Men in Ireland and Military 

Service. —An Irish correspondent writes: At the meeting 
of the Council of the Irish Medical Association held on 
April 19th resolutions (see The Lancet, April 28th, 
p. 666) were passed calling attention to inconsistency 


in the attitudes adopted by the Irish Local Govern¬ 
ment Board and by the War Office in regard to the 
employment of medical men of military age. The Local 
Government Board, as is well known, is steadily refusing to 
sanction the employment, permanent or temporary, in the 
Poor-law service of any medical man of military age. In some 
cases, at any rate, this refusal has resulted in dispensary 
districts beiDg left derelict, owing to the difficulty of obtain¬ 
ing medical men past military age, and the poor have suffered. 
While the Local Government Board is thus straining its 
powers to induce medical men to join the Army, the War 
Office is still employing active young medical men in part- 
time service in areas where there is no lack of older medical 
men. Such anomalies are bound to cause comment. It is 
objected, also, that while the Local Government Board 
refuses to sanction the employment of young medical men, 
it has taken no such stand with regard to young men in other 
walks of life. Boards of guardians are still free to eleot 
young men as clerks and as relieving officers, bat not as 
dispensary doctors. 


THE SERVICES. 


INDIAN MEDICAL SERVICE. 

It was recently announced in the press that after the open com¬ 
petitive examination held last July for admission to the Indian Medieal 
Service no similar examination would be held during th-s continuance 
of the war, but that such appointments as might be required to meet 
the absolutely indispensable needs of the Service would be made by 
nomination by the Secretary of State. To assist him in making these 
appointments which, as alrealy announced, will be limited In number 
to the absolutely Indispensable needs of the Service, Mr. Chamberlain 
has appointed a Selection Committee who will summon and interview 
such applicants as mty appear to be primd Jade suitable, and make 
recommendations for appointment. Applications for appointment 
should be addressed to the Secretary of the Military Department, India 
Office, Whitehall. S.W. 1, and should contain conctse particulars of the 
applicant's medical degrees and career. Applicants must be over 21 and 
under 32 years of age »t the time of applic tlon. Particular* regarding 
pay. promotion. Ac.. in the Service can be obtained from the Secretary,. 
Military Department. _ 

ROYAL NAVAL MEDICAL SERVICE. 

The following appointments have been notified:—Staff Surgeon R. R. 
Fassm to Infiexi'tle. Temporary Surgeons: L. H. Woods, C. G. Terrell, 
W. A. Mein, B. H. Pain, H Coyte, and J. B. Brash to Victory; O. F. 
Cobb, T. M. Cunnlngton, H. C.Waldo, and N. Braithwaite to Pembroke; 
A. G. Holman, R. H. Tasker, and J. D. Rutherford to VividL. 

To be Temporary Surgeons: E. B. Llewellyn, B. F. S. Gordon. 
D. W. R. Richardson, F. B. G. Watson, L. L. Fotheringham, A. MaoA. 
Scott, P. G. S. Davis, C. M. Ryley, A. P. Spark, J. T. Wylie, A. D. 
Marston, R. Wilkins, N. F. Smith, K. D. Scott, J. Fairbrother, B. Ooyte. 
L. H. Woods, J. B. Brash, H. R. Prentice, J. D. Rutherford. 


ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. F. F. Carroll, D.S.O., from the seconded list, is plaoed or> 
half pay. 

Lieutenant-Colonels to be Acting Col mels whilst employed as 
Assistant Directors of Medical Services of a Division : G. St. O. Thom. 
C M G., J. W. H. Houghton. 

Captains to be Acting Lieutenant-Colonels whilst commanding a 
Field Ambulance : W. J. Dunn, (Acting Major) W. J. Tobin. 

Temp. Col. C. J. Symonds (Major, R.A.M.C., T.F.) reverts to rank of 
temporary Lieutenant Colonel on reposting. 

To be temporary Lieutenant Colonels: LieuL-Col. N. W. Nasmyth, 
Canadian A.M C., Major W. Butler, R.A M.C., T.F. (whilst in chiuge 
of the Belmont Hospital). 

Majors, Canadian A.M.C., to be temporary Lieutenant-Colonels . 
E. R. Brown, R. Raikes, H. C. S. Elliott, A. J. MacKonzie, D. A. Clark, 
C. L Doherty, R. A. B >wie, F. Guest, E. S. Ryerson, D. P. Kapelle 
(while O.C. Canadian Cavalry Field Ambulance), J. A. Amyot (while 
Consultant in Sanitation), T. A. Starkey (while Sanitation Offioer). 
R. Wilson (whilo Consultant in X Ray and Medical Electricity), L. B. W. 
Irving, D.S.O. (while O.C. Canadian Convalescent Hospital). 

Temporary Majors, Canadian A.M.C., to be acting Lieutenant- 
Colonels: A. T. Bazin, J. J. Fraser, A. L. C. Gllday, P. G Bell. 

Lieutenant-Colonels, Canadian A.M.C.. to be temporary Colonels ; 
K. Cameron, D. W. McPherson, F. G. Finley, W. L. Watt, R. D. 
Rudolf, C. F. Wylde, R. M. Simpson, F. Btherlngton (while (f.C. 
Canadian General Hospital, France), J. D. Courtenay (while O.C. 
Special Eye ant Ear Hospital), E. C. Hart (w'hile O.C. Canadian 
General Hospital). 

Lieut.-Col. A. B. Snell, D.S.O., Canadian A.M.C., to be temporary 
Colonel whilst holding the appointment of Assistant Director of 
Medical Services. 

Temp. Major D. Donald to be temporary Lieutenant-Colonel. 

Temp. Capt. G. Gow, Canadian Army Dental Corps, to be temporary 
Lleutenaut-Colonel. 

To be temporary Majors: L. Bidwell, A. S. G. Bell, Fleet-Surgeon, 

R. N. (ret.), A. G Andrew’s. Fleet-Surgeon, R.N. (ret.), C. H. Miller, 
Lieut.-Col. H. H. Balfour, South African M.Q. (whilst serving with 

S. African General Hospital, Richmond). 

Temporary Captains to be temporary Majors: J. H. Spencer, N. H. 
Oliver, J. Bowes. 

Temporary Captains, Canadian A.M C., to be temporary Majors: 
G. 8. Strathey, J. T. Hill, W. H. Tytler. W. Betbune, J. D. Morgan. 
R. H. Snib©* land, G. H. R. Gibson, H. B. MaoDenuot, S. Bills. 
G. W. O. Dowsley, J. C. Calhoun, F. A. C. Scrfmger, V.C., B. H. 



ThbLancbt,] 


THE SERVICES.— MEDICAL NEWS. 


[May 5,1917 705 


McGlbbon, C. H. Graham, A. K. Haywood, W. A. G. Bauld, J. G. W. 
Johnson. F. H. Mackey, G. H. Robson, D. E. Robertson, A. W. M. 
Bills, B. A. Neff. N. V. Leslie, S. MacV. Fisher. W. M. Hart, W. G. 
Turner, and the following while doing duty at military hospitals—J. J. 
Ower, H. B. Paul, A. Croll, R. H. Smith, H C. Burgess. F. B. Bowman, 
M. H. Allen, M. If. Crawford, A. MacKay, W. L Hutton. J. H. Wood. 

R. H. McDonald, A. H. B. Bennett, O. B. Carr, G. G. Greer. Temp. 
Capt. H. Buck to be acting Major. 

T6 be temporary Captains: H. L. Tidy, B. M. Collard (late temp. 
Capt.), J. T. Smeall (late temp. Capt.), R. 8. Dobbin, H. H. Prentiss, 
». I. Wolfe (Capt. South African M.C., Res. of Off.), R. G. Moffat 
{Canadian A. M.C.). 

Temporary Li< utenants, Canadian Army Dental Corps, to be 
temporary Captains: J. B. Holmes, G. 6. Cameron, O. A. Elliott, 
€. K. Brown, J. F. Blair, F. W. B. Kelly, B. Kelly, G. V. Morton, 
C. E. McLaughlan, H. P. Thompson, J. W. Hagey, E. W. Henslnger, 
H. Ross. H. K. Alford, G. S. Atkinson, H. Clarke, R. Jamieson, A. R. 
Currie. J. L. Kapelle, O. N. Leslie, W. G. MacNiven, H. P. Travers, D. D. 
Wilson. B. C Hutchison, J. F. Morrison, D. P. Stratton, C. H. Moore, 
J. W. MacDonald, R. H. Atkey, A. G. Lough, K. S. Tait.W. A. Sangster, 
B. D. Madden, J. F. Shute. G. H. Bray, B. J. Kelly, V. C. W. Marshall, 
B. C. H. Staples, W. A. Burns, J. F. Morrison, B. McNeill. K F. 
Woodbury, R. E. 8tonc, D. J. Bagshaw, J. T. Adams, C. E. Campbell, 

A. V. Casrman, E. H Crawford. J. H. Duff, R. W. Fell, J. S. Girvin, O. 
Naae, J. W. Reynolds, H. A. Simmons, V. D. Westcott, G. B. H. 
De Witt. D. H. Hammell, J. G. Roberts, W. F Baird, K H. Campbel'. 
H. R. Cleveland, W. P. Desmond, W. R. Fraser, H. G. Gondhand, J. A. 
Leblanc, R. H. Lipeey. L. D. McLaurln, J. F. O'Brien, B. Rommell. 

F. B. Smith, J. A. Stewart, F. W. Williamson. 

B. H. Alton to be temporary Honorary Captain whilst serving with 
No. £2 General Hospital. 

W. R. Carter to be temporary Honorary Captain whilst employed 
with the British Red Cross Society in France. 

To be temporary LieutenantsG. Arnott, R. T. Worthington, J. J. 
Armistead, R. A. MacNelll, R. B. Whitting, R. P. Carraody. T. F. A. 
StoWell, L. Gray, T. Mohan, C. C. Chance, G. F. Hunter, J.‘P. Moran, 
J. W. Fox, W. J. Mldelton, H. G. Bywater, H. B. Corry. W. P. S. 
Johnson, B. McK. Reid, R. Beesley, G. P. Norman, R. H. Adams, G. B. 
Soott, A. R. Berrie, J. L. Rankine, V. C. H. Dearden, J. E. K. Collins, 

F. W. Browne, B. W. Sheaf, T. Hamilton, D. Ross, A. G. W. 
Owen, H. J. Brewer, F. R. Sinton, C. K. Jones-Phillipson, 
H. V. Desk in, F. J. Thornton, A. G. Dunn, A. G. Gamble. 
H. W. Jeans, A. P. Morcom, II. G. Sparrow, J F. MacKay, 

B. Gardner, B. L. Councell, R. W. Johnstone, M. L. Farmer, A. 
MacKintoah, W. H Howat. J. R Stott, G. B. Downs, J. F. Sheppard, 

R. 8. Stevenson, A. H. Sinclair, F. I. Trimmer, V.Colmer, H. S. Johnston, 

G. L. N. Miles, P. B. H. Pat*?. H. S. Vivian, G. F. Woodroffe, C. S. 
Stolterfoth, C. B. Evans, F. W. Stewart, W. M. Brown, M. B. 
Belchwald, 8. J. Kerfoot, M. J. Fogarty. T. J. KilUrd Leavey, H. M. 
M&cL. Mackenzie, A. G. Gilchrist, F. Penny’, C. F. Beevor, W. N. 
Sust&ce, G. H. G. Davie, A. H. Richardson, J. A. Lees, R. H. Crompton, 
O. H. Haddow, G. N. Montgomery, B. Sakaschansky. B. H. Good, 
W. B. Douglas-Drummond, F. W. Harrowoll. W. H. Newton, J. B. 
MacKenzie, E. H. None?, 1. J. Roche. F. W. Hayes, G. Barnes, 

H. B. Barrett, R. H. Dix, H. L. Wilson, J. K. Thompson, 
ft. W. Rix, T. Forde, H. A. Easton. J. B. Jordan. W. O. McKane, 
8. H. Kingston, G. R. Cox. G. E. Lloyd, W. Robertson, J. K. 
Payne, J. K. Milligan, J. B. Hughes, A. J. O’Leary, J. J. Reynolds, 
T. H. Lister, H. L. Pearson, H. S. Ma«on, R. T. Martin, A. N. B. 
Rodgers, W. E. Jones, G. Wacber, C. W. C'unnlngton, F. Bailiie, B. K. 
Butman, A. A. Blsset, R. Cope. N. B. Walker, C. J. Neilan, G. V. 
Flddlan, J. McKelvey, L. R. King. D. H. Croom, C. F. Curtis, 

S. Wlgglesworth, C. G. Pugh, M. T. W. Steed man. 

Officers relinquishing their commissions: Temp. Maj. S. A. Smith, 
Oanadian A.M.C. (on appointment to R.A.M.O.), Temp. Capt. H. D. 
Welply (on account of ill-health). 

SPBCiaX RESERVE OF OFFICERS. 

Captains to be acting Lieutenant-Colonels whilst commanding a 
Field Ambulance: (Acting Major) B. T. Burke. W. Tyrrell. 

T. D. Watt, J. 8. B. Forbes. G. R. McRobert, from Aberdeen 
University Contingent, O.T.C., A. Black, J. W. T. Thomas to be 
Lieutenants. 

Officers relinquishing their commissions: Capt. J. H. Bell (on 
account of til-health) and Lieuts. (on probation) T. C. Owen and 

C. D. Crawford. 

TERRITORIAL FORCE. 

Major E. N. Cunllffe to be acting Lieutenant-Colonel whilst acting 
as Administrator. 

Capt. W. P. Ferguson to be acting Lieutenant Colonel whilst com¬ 
manding a Field Ambulance. 

Capt. (temp. Lieut.-Col.) H. K. Dawson reverts to the temporary 
rank of Major on ceasing to command a Field Ambulance. 

Capt. (temp. Major) J. W. Leitch to be acting Lieutenant Colonel 
whilst commanding a Reid Ambulance. 

A. R. Mulrbead and A. G. Yates to be Lieutenants. 

Capt. T. J. Murray is restored to the establishment. 

Lieut. 8. Henry resigns his commission. 

▼OLUJCTEER FORCE. 

R. R. Jones to be temporary Lieutenant and Medical Officer, 
1st Battalion, Carnarvonshire Volunteer Regiment. 


Norfolk and Norwich Hospital.— The 145fch 
annual report of this institution dealing with the year 1916 
states that the total income, exclusive of legacies and special 
donations for investment, was £30,766, and the total expen¬ 
diture £31,898, the deficit being largely due to the enhanced 
cost of supplies. An analysis of the patients treated during 
the year shows that (on the civilian side) 1162 were “cured,” 
481 4 ‘ relieved,” 185 “ not likely to receive further benefit," 
while 136 died and 125 were still in hospital on the last day of 
the year. On the military side, 1710 were discharged to sick 
furlough or convalescent homes, 18 died, and 97 remained in 
hospital at the end of 1916. 


glriwal Hefofl. 


Royal Colleges of Physicians and Surgeons 
of Edinburgh and Royal Faculty of Physicians and 
Surgeons of Glasgow.— At examinations held recently 
the following candidates were successful:— 

Third Kj-nntnation.—H\oba.n\ Arthur Cooper, Apcar Galustian, 
William Francis Gawne, John Vaughan Griffith, George Henry 
Charlesworth Harding, Henry Jenidngs, Agnes Emilie Keen, 
Clifford Pulian, Len. Philip Samarasinha, and Maurice Julius 
Woodberg. 

Final Esamiiuitio) i.—Mary Gray Jones, Robert Austin, Samuel Saxon 
Barton, Rayner Laming Bellamy. Archibald Buchanan MacDougall, 
Alexander Balfour Black. William Brown, Norman Stewart Bruce, 
Lloyd William Hughes, Edward Glyn Jones, Robert Gloag Battersby, 
John Joseph Mulvey, Don Adrian Jayaslnghe, and Russell Nelham 
Burton. 

Royal Medical Benevolent Fund.— At the last 
meeting of the committee, held on April 17th, 20 cases 
were considered, and £163 granted to 16 of the applicants. The 
following is a summary of some of the cases relieved :— 

L.R C.P. A S. Edin.. aged 81. married, who practised In Cheshire and 
Yorkshire. Applicant became totally deaf a few years ago and 
consequently lost his practice. His wife is an invalid aged 80 years. 
Has three daughters, two married, and the youngest, aged 46. looks 
after her parents. Total Income from all sources £89, and pays £28 In 
rent. High coat of living and illness have made it necessary to apply 
for help. Voted £26 In 12 instalments.—Daughter, aged 79, of M.D. 
Glasg. who practised at Healing and Derby and died in 1867. For 
many years, and until recently, lived with an old friend, a dressmaker, 
and they share! their slender resources. The friend n »w dead. Only 
income 7*. 6d. per week from a distant relative but this may cease any 
time. She has applied for the Old Age Pension. Health very bad. 
Voted £5 and the case to be reconsidered shortly.—Widow, aged 48. of 
M.B. Aberd. who practised at Ahwaz, Persia, and died there In July, 1916. 
Applicant left without means, with three children, ages 10 to 13. 
Friends have helped to furnish a house so that she may take in lodgers, 
but so far has not been very successful. Her husband left Persian 
carpets and curios in Persia valued at £380, but these cannot be moved 
at pre c ent. There sre, however, debts to the extent of £260. Voted 
£10.—Widow, aged 65, of M.R.C 8. Eng. who practised at Streatham 
and died in 1914. Applicant was left with slender means and has a 
delicate daughter. Has £30 from another charity and sbout £20 from 
investments. She has recently had a stroke. Relieved three times, 
£36. Voted £15 in 12 instalments.—Daughter, aged 55, of M.R.0.8. 
Eng. who practised at Newport, Mon., and died in 1892. Applicant left 
unprovided for, and is very delicate. She is blind In the left eye and the 
other is very weak. Has recently had an internal operation. Only income 
a pension of £21 from another charity and help from the Guild. Relieved 
six times, £72. Voted £l5in 12 instalments.—Daughter, aged 69, of M.D. 
Edin. who practised at Hornsey and died in 1888. Applicant is the matron 
of an orphanage, but owing to the decrease in the subscriptions 
receives no salary, only home and food. Believed three times, £17. 
Voted £12 in 12 instalments.—Daughter, aged 64, of M R.C.S. Eng. who 
practised at Regent’s Park. N.W., and died in 1853. Owing to ill-to&lth 
was obliged to live on her capital, now exhausted. Has an annuity of 
£25 from another charity and endeavours to make a little by keeping 
poultry, and a friend lends her a small house. Relieved four times, 
£36. voted £6 in 12 instalments.—Widow, aged 47 of M.B. Edin. who 
practised at Ballindalloch and died In 1910. Applicant was left unpro¬ 
vided for with four young children. The eldest, aged 18, has now joined 
the Array, and the others are still at school. Tries to make a living by 
taking lodgers, but cannot make enough to live on. Relieved five times, 
£50. Voted £10 in two instalments.—Widow, aged 61, of M. R.C.S. Eng. 
who practised at Malda Vale and died in 1904. Left totally unprovided 
for, and only able to earn a few shilings a week as a cook when her 
health will permit. Suffers from rheumatism Relieved 13 times, 
£124. Voted £15 in 12instalments.—Widow, aged 53, of M.B. Aberd. who 
practised in Warwickshire and Australia and died in 1907. Left entirely 
without means with three children. Son now in the Army and unable 
to help her. and two daughters earning their own livings and away from 
home. Only income about £60 a year from a relative, but this is required 
to pay for board and lodging. Relieved nine times. £97. Voted £12 in 
12 instilments.—Widow, aged 47. of M.D. Aberd. who practised at 
Sheffield and died in 1906. Left without means with a young son, who 
is now living with a relative. Applicant’s health for some time has 
been very indifferent, but has improved recently, and she has obtained 
employment at a munition works. Relieved three times, £30. Voted 
£10 in two instalments. 

Subscriptions may be sent to the acting honorary 
treasurer, Dr. Samuel West, at 11, Chandos-street, Cavendish- 
square, W. 1. 

West London Medico-Chirurgical Society.— A 
reception by the President and Council of the Society will 
be held at the West London Hospital on Wednesday, 
May 23rd, at 8.30 p.m., when the West London Medal will be 
presented to Fleet-Surgeon Francis Bolster, B.A., M.D., and 
Major H. E. Priestly, R.A.M.C., for exceptional heroism in 
the discharge of medical duties. 

London Mission Hospital, Siaochang, China.— 
The report of this hospital for the year 1916 shows that in 
spite of difficulties created by the nigh price of food and 
drugs and the inconveniences caused by the repair and im¬ 
provement of old buildings, much good work has been 
accomplished. Under the supervision of Dr. Ernest J. 
Peill and the house surgeon, Dr. Wu San Yuan, indoor 
treatment was given to 287 male patients and 94 female 
patients. The new out-patients numbered 4203 and the old 
patients 1599. 534 operations had been performed. 
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an emergency settlement with doctors for 1916, and 
it is hoped that the necessary information will be in 
the hands of the committees within a few weeks. 
I understand that Insurance Committees have already 
advanced to the doctors as large a sum as can safely be paid 
in anticipation of the settlement, and I doubt whether any 
additional advances, entailing, as they would, a serious risk 
of overpayment and subsequent recovery from the doctor, 
would in these circumstances be welcomed by the profession. 

Friday, April 27th. 

Inoculation Department of St. Mary's Hospital . 

Mr. Wing asked the Financial Secretary to the War Office 
what amount of public money had been expended by his 
department upon the supply of vaccines from tae inoculation 
department at St. Mary’s Hospital.—Mr. Forster replied: 
Gran tain-aid to cover the cost of materials used and the 
oxtra laboratory expenses involved in the preparation of 
waccines for use in military hospitals amounting to £4465 
have been made to the inoculation department of St. Mary’s 
Hospital. 

Monday, April 30th. 

Treatment of Blinded Soldiers in Scotland. 

Answering Mr. Duncan Millar, Mr. Barnes (Pensions 
Minister) said: Arrangements have been completed by 
which the facilities afforded at Newington House, Edin¬ 
burgh, are to be utilised to the full extent necessary for the 
treatment of blinded sailors and soldiers domiciled in Scot¬ 
land. The committee of Newington House have also made 
themselves responsible for the settlement of men trained 
there and have charged themselves with the after care of 
these men. I would add with reference to an answer which 
I gave to a question in the House on March 8th last that a 
conference between the authorities of Newington House in 
Edinburgh and St. Dunstan’s in London, held at my sugges¬ 
tion, has resulted in the complete and cordial agreement for 
coordinating the work of these two establishments. 

Tuesday, May 1st. 

Calling up the Medical Profession. 

Mr. MacVeagh asked the Under Secretary for War, with 
reference to the conscription of doctors, whether he oould 
atafte on what date the War Office discovered that they stood 
in need of further medical assistance.—Mr. Macpherson 
Answered: The need of assistance from the medical pro¬ 
fession has, of .course, been continuous. If my honourable 
friend refers to the recent call, I think be is aware that it is 
consequent on the decision to establish more hospitals 
overseas. 


Jlpflittimenis. 


Successfulapplicants for vacancies , Secretaries oj Public Institutions , 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

8heaueb, A., M.B., Cb.B. Edln., baa been appointed Medical Officer to 
the Newtown Urban District Council for the period of the war. 

St. Thomas's Hospital —Casualty Officers and Resident Anaesthetists : 
Woolrich, W. G., Pearce, A. H., Hartley, L. B., and Davies, 
P. G. S. Resident House Physicians: Bfswick, W. T., Mavro- 
gardato. A., Anwyl-Davies, T\, and Higgins, L. G. Resident 
House Surgeons: Giles, J. L., Jknninos, H. C., Leatham, 
H. W., and Rowland, J. House Surgeon to Block 8: Marriott, W. 
Obstetric House Physician : Pink, 0. V. 

Certifying Surgeons under the Factory and Workshop Acts: Ball, 
E. J., Paignton. Devon; McClure, T., L.R.C.P. A 8. Edin., 

L.F.P.S. Glasg., Glyn-neath, Glamorgan ; and Ollbrhead, T. H., 
LH.O.P. Loud , M.R.C S., Mlnebead, Somerset. 


ftaaiutts. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medioal man would be considered 
the advertisers are requested to communicate with the Editor. 
Applkcross, Ross-shirk.— Medical Officer and Public Vaccinator. 
Salary £320 per annum. 

Bermondsey Medical Mission for Women and Children.— 
Qualified Medical Woman as Locum. Salary £150, with board and 
residence. 

Bodmin. Cornwall County Asylum. —Female Junior Assistant 
Medical Officer. Salary £200 per annum, with board. Ac. 

Boling broke Hospital, Wandsworth Common, 8.W.—House Surgeon. 

Salary £150 per annum, wl- h board, Ac. 

Bolton Infirmary and Dispensary.— Second House Surgeon. Salary 
£200 per annum, with board, Ac. 

Brighton, Royal Sussex County Hospital.— Senior House Surgeon. 

Salary £140 per annum, with war bonus. 

Bristol Soyal Infirmary.—H ouse Physician and House Surgeon. 

Salary at rate of £120 per annum, with board. Ac. 

Burslem, Haywood Hospital.— Female Resident Medical Officer. 
Salary £200 per annum, with board, Ac. 


Bury Infirmary.— Junior House Surgeon. 8alary£150 per annum, 
with board, Ae. 

Cumberland, County of.— Female Assistant Medical Officer. Salary 
£350 per annum. 

Derby. Derbyshire Royal Infirmary.— Two House 8urgeons. Salary 
£200 per annum, with board, Ac. 

Evelina Hospital for Children, Southwark, 8.E.— HousePbysldaiv 
Salary at rate of £160 per annum, with board. Ac. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Hull, Victoria Hospital for Sick Children.—H ouse Surgeon. 

Ipswich, Auxiliary Hospital for Wounded, Lattice Barn.—House 
Physician. Salary as arranged, with board. Ac. 

Ipswich, Bast Suffolk and Ipswich Hospital.—Two Fema'e 
Resident Officers. 

Johannesburg, South Afr’oah School of Mikes and Technology. 
—Professor of Anatomy and Professor of Physiology. Salary £1000 
per annum each. 

Leicester Royal Infirmary.—Two Resident Surgical Officers. Salary 
£250 per annum, with apartments, Ac. 

Liverpool County Asylum, Rain hill.— Temporary Assistant Medical 
Officer. Salary 7 guineas a week, with board, Ac. 

Manchester. City of.— Temporary Assistant Tuberculosis Officer. 
Salary £400 per annum. 

Newcastle upon-Tynf, Royal Victoria Infirmary. — Resident 
Medical Officer. Salary at rate of £300 per annum, with board, Ac. 

Nottingham Children’s Hospital.— Female House Surge* n. Salary 
at rate of £200 per annum, with board, Ac. 

Nottingham City Asylum.— Locum Tenons. Salary £7 7s. per week, 
with board, Ac. 

Nottingham General Hospital.—Two Assistant House Surgeons 
for six months. Salary at rate of £250 per annum each, board. Ac. 

Notts County Council.— 8eoond Assistant Tuberculosis Officer. 
Salary £400 per annum. 

Queen Mary's Hospital for the East End, Stratford.— Casualty 
Officer. 

Rhondda Urban District Council —Temporary Assistant Medical 
Officer of Health and School Medical Officer. Salary £350 per annum. 

Royal Free Hospital. Gray’s Inn-road, W.C.— Senior Resident 
Medical Officer. Salary £200 per annum. Also House Pnysiolan 
(salary £50 per annum, with board, Ac.), to include duties st 
Endsieigh Maternity Hoepltal. Salary given. 

Sheffield Royal Infirmary.— House Ph\sloian. Salary £120 per 
annum, with board, Ac. 

Victoria Hospital for Children. Tite-street, Chelsea, 8.W.-Tem¬ 
porary House Physician. Salary at rate of £200 per annum, with 
board, Ac. 

Warwickshire and Coventry Joint Committee for Tuberculosis. 
—Temporary Tuberculosis Officer. Silary £500 p< r annum. 

Wells Asylum, Somerset.— Temporary Assistant Medical Officer. 
Salary £300 per annum, wl»h board, Ac. 

Western General Dispensary, Marylebone-road, N.W.—Honorary 
Ophthalmic Surgeon. 

Worcestershire, King Edward VII. Memorial Sanatorium. Knight- 
wick.—Medical Superintendent. Salary £450 per annum, with 
board, Ac. 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notloe of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Grosmont, Yorks. 


Jirlfjs, Utarriaps, anb geatjs. 

BIRTHS. 

Barnett.— On April 25th, at Gemrode, Berkhamsted, Herts, the wife 
of Dr. Burgess Barnett, of a daughter. 

Hkpley.— On April 30th, 1917, at 65. Harlev-street. W., the wife of 
John Prescott Hedley, F.R.C.S., Captain, R.A.M.C. (T.), of a son. 

Ryland.— On April 28th, at West Cottaae, Wreoclesham, Farnham, the 
wife of Captain Ryland, R.A.M.C., of a son. 

MARRIAGES. 

Dore—Greatwich.— On April 26th. at Holy Trinity Church. Sloan c- 
street. Captain N. A. Dore, R A.M.O., to I)ulcie, eldest daughter of 
Mr. and Mrs. Greatwich. Llckhlll Manor. Stourport. 

Gray—Cooper.— On April 26th, at 8t.. John’s, Red Lion-sqnare, 
Archibald Montague Henry Gray, M.D., Major, R.A.M.C.. T.P., to 
Blsle, youngest daughter of the late F. B. Cooper, of Newcastle, 
Staffs. 

Reads—Nrwmarch.— On April 28? h, at Christ Church, Streatham hill, 
by the Rev. H. D. L. Viener, M.A., R.N., Senior Chaplain. Royal 
Naval Barracks, Chatham, Surgeon Arthur G. L. Rcade, R.N.V.R., 
younger son of the late Arthur Edward Reade. Esq., and Mrs. 
Meade, of Streatham, to Violet Newmarch, M.R.C.S., L.R.C.P., only 
daughter of Henry Newmarch, Esq., and Mrs. Newm&rch, of 
Vancouver, B.C. 

Rees— Macleod.— On April 28th, at St. Columba’s, Pontstreet. 
London, Captain W. A. Ree«, R.A.M.C., to Christine, daughter of 
Mr. and Mrs. Macleod, Portvoller, Stornoway. 

Wall—Tripp —On April 28th, at St. Luke’s, Chelsea, Reginald Cecil 
Bllgh Wall, M.A., D.M.. F.R.C.P., to Dorothy, younger daughter 
of Mr. and Mrs. Herbert lanes Tripp. 

Wallace— Norrington.— On April 28th, at Plymouth, Captain 
Quentin Vaughan Brooke Wallace, M.C., R.A.M.C., to Freda, 
youngest daughter of Mr. and Mrs A. R. Norrington, of Plymouth. 

DEATHS. 

Brogden.— On April 15th, missing, believed drowned. Lieutenant 
Ingram R.R.. R.A.M.C. 

Stear. —On April 25th, at Saffron Walden, Henry Stear, M.R.C.S., 
aged 87. 

Wood.—O a April 23rd. killed inaction, Lieutenant Paul Bernard Wood, 

M.A., LL.B., L.D.S., Royal Fusiliers, aged 31. 

N.B.—A fee oj 5s. is charged for the insertion of Notices of Births , 
Marriages, and Deaths. 
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Stotts, Sjprt Cmnmtnts, arrir Jnstotrs 
to Cornsyonhtnts. 

RHUBARB. 

Rhubarb is now becoming plentiful and is very largely used 
as an addition to the diet. The root also is greatly in 
demand for medicinal purposes, the best varieties being 
collected in China and Thibet. The following account of 
the history of rhubarb in this country is of some interest. 

The edible rhubarb was introduced into England in 1573, 
but only the leaves apparently were eaten. Mr. William 
Hayward, apothecary, of Banbury, seems to have been the 
original cultivator of rhubarb in that locality. In a letter, 
dated Oct. 29th, 1789, addressed to Mr. More, secretary to 
the Society of Arts, Mr. Hayward states that he had been 
a cultivator of “ the true Turkey rhubarb ” for about 
12 years ; and “ had bo far succeeded, as to have disposed 
of and used, within the last three years, more than two 
hundredweight of that article’’; and he therefore offered 
himself as a candidate for the Society’s premium for 
romoting the culture of this useful drug. The Society, 
owever, only “voted their silver medal to him as a 
bounty.” In 1791 he c'aimed the Society’s gold medal for 
raising the greatest number of rhubarb plants, and this 
wai adjudged to him by the Sooiety. The seed came from 
Russia. Overall, the chronologer, said that “the Society 
of Arts gave a gold medal to Mr. Ball for the cultivation of 
this esculent in 1790, and to Mr. Thomas Jones, of Enfield, 
in 1793, and again in 1797. 

Lindley in his “Flora Medica" (1838) says : “It is stated 
by Stevenson and Churchill that Rheum palmatum is exten¬ 
sively cultivated near Banbury for the supply of the London 
market,” but Mr. William Bigg made the statement in 
1846 that in the neighbourhood of Banbury “only one 
‘ is is in cultivation for medicinal sale: the Rheum 

S nticum. It has no distinctive popular name." He 
: 

The principal, and with a small exception, the only mart for 
English rhubarb root Is London It is there purchased by the whole- 
sa c druggists, who would probably state that a great part of it is 
subsequently exported, dome of it is sold no doubt to the Jews and 
Turks a* Ernjllxh, but I strongly suspect th»fc a much larger portion 
is sold to the Christiana as foreign. The “cuttings ” make I dare say 
a very decent powder, mixed according to conscience with Bast India 
rhubarb. 

Lindley Baid the English sort was sold by itinerant 
vendors who carried the delusion further by arraying 
themselves in Oriental costume. Mr. Bigg continued 

I have heard it stated on computation that not leas than about 
twenty tons are, in the various forms described, annually sent into 
the market. I know of no other place in which rhubarb is grown 
for medicinal purposes in a wholesale way. A field of rhubarb when 
in flower—the stalks from six to ten feet in height—ha* a rery 
striking appearance, and cannot be passed without observation. The 
leaf-stalk grown in private gardens is not uufrequently preserved 
with sugar, and is recommended in that form by Dr. Kerr, of 
Northampton, as a laxative. 

A part of Mr. Bigg’s statement which has particular 
interest at the present time is as follows 

Of the leaves, I believe no use is now made, except the use 
common to all veget&b‘e offal—manuring. The leaf stalks are now 
vary partially sold for the table. In former years, the sale of the 
leaf stalks formed a part of the trade, but it can scarcely be said to 
do so now. Wine has been occasionally made of them, but not to 
any important extent. Curious housekeepers here and there make 
a little to increase the variety of the table at the village " wake ” 

Lindley relates that “ in Queen Elizabeth’s time rhubarb 
leaves were used as a potherb and considered superior to 
spinach or beet. The use of the tender leafstalks is com¬ 
paratively of modern date for tarts, Ac.” A French 
chronicler years ago stated, apparently surprised, that 
“in England, Sweden, and Siberia they eat the leaves 
and young shoots.” One well-known English writer on 
food says: “The leaves were formerly boiled and made 
into a sauce for meat.” If the leaves are indeed “superior 
to spinach,” they could now be boiled and eaten as greens 
instead of being thrown away, and we could thus form a 
link with the Elizabethans. No doubt a good deal depends 
on the species of rhubarb whether its leaves are tasty. 
They certainly oan be eaten either plain or mixed with 
other greens. 

In the Gardeners 1 Chronicle for 1846 Mr. A. Forsvth first 
directed attention to another part of rhubarb as being 
suited for culinary purposes and to which he gave the 
name of rhaflower—this is the large globular pouch of 
unopened flowers. It was perhaps in 1820 that the stalks 
were first used for tarts and jam, but Dr. John Fothergill 
perhaps used in that way some of the gigantio rhubarb he 
raised in 1778. He had a botanical garden at Upton, near 
Stratford, Essex. 


THE COOLIDGE X RAY TUBE. 

IN a catalogue which we have received from the British 
Thomson-Houston Company, Limited, Mazda House,. 
Upper Thames street, E.C., is au interesting and illus¬ 
trated account of the Coolidge focus tube lu its latest 
form. In all focus tubes that preceded the new design, the 
discharge between the cathode and anti-cathode, and 
therefore the production of X rays, was dependent upon 
the presence of residual gas in the tube. During use 
the gas is driven to the walls of the tube and the dis¬ 
charge stops, the operation of the tube on this account 
being uncertain and variable. In the Coolidge tube, how¬ 
ever, exhaustion is carried to a much higher point, the 
pressure of the remaining gases not being greater than & 
few hundredths of a micron (0*001 mm.). Through this 
attenuated atmosphere no discharge will pass even when a 
current at 100,000 volts is applied to the terminals. In 
order to create a conducting path between the electrodes, 
the cathode is furnished with a small flat and closely-coiled 
spiral filament of tungsten wire placed within a conduct¬ 
ing cylinder or ring connected to it, and so placed that the 
cathode rays are focussed upon the target or anti-cathode. 
This filament is heated continuously, while the tube is in 
operation, by current from a portable accumulator or from 
some other source of supply at a suitable voltage. In 
its completed form the length overall of the Coolidge 
tube is 20 inches and its greatest diameter 8 inches. 
The extremely high penetration seoured is much 
greater than was possible with any earlier design. It 
can readily be adjusted to give any required pene¬ 
tration, this being determined by the voltage across the 
terminals, the volume of discharge between the elec¬ 
trodes being dependent upon the value of the current 
passed through the heated filament. In a few seconds the 
tube can be altered to give a hard or soft effect, and it will 
maintain any required degree of hardness for an indefinite 
period. Stability is shown by the fact that it may be used by 
many operators for several hours daily without any adjust¬ 
ment and with no perceptible variation in results, its life 
averaging upwards of 1000 running hours. For therapeutic, 
fluoroscopic, and most radiographic work a tube with 
medium focus is suitable, but fine or broad focus spots can 
be furnished, the former being suitable for the most rapid 
radiographic purposes. 

THE 8 WARREN CRUT0H-8EAT. 

Messrs. Graham and Latham, Limited, military engineers, 
of 104, Victoria-street, S.W., have sent us a simple but 
ingenious device for providing a ready means of rest for 
those who are under the necessity of using crutches. It 
consists of a stout canvas webbing, 3 inches wide, with 
steel attachments at each end for affixing to crutches with 
cross-bar band-pieces. When fixed the band and the 
crutches together take the form of a large capital H 
with the cross-piece in concave shape to form the seat. 
The band can be carried in the pooket, it is made to fit 
any standard crutch, and the steel attachments firmly and 
automatically lock themselves to the crutches. The price, 
carriage paid, is 7 8. Sd. } but a substantial discount is, we 
understand, given to Red Cross and allied societies. 

OPTICAL AIDS. 

To the Editor of Th t Lancet. 

Bib,—I n the “ Personal ” column of the Times a few days 
ago there appeared a notice reminding officers and others 
invalided home who have no further use for glasses issued 
to them by Lady Roberts’s Field Glass Fund that they 
should return them for re-issue to Lady Roberts, 64, Victorin- 
streat, London, 8.W.I. It was stated that “the need now 
for glasses is more urgent than ever.” The following hints 
may be useful in emergencies, failing the supply of proper 
glasses. I have found that two ordinary eyeglasses (monocles) 
make, in a suitable leather pocket-case, probably the 
most compact small-range telescope obtainable. A mode¬ 
rately strong concave eye-glass placed by one band 
quite close to the eye, and a quite weak convex eye- 

f 'lass held by the other hand more or less at arm’s 
engtb, according to focus, will give tfood results if 
the eye-gl&sseB are suitably chosen; and a curious tele¬ 
scope may be made by looking through the clear solid 
bottom of a drinking-glass (tumbler), which generally acts 
as a diminishing lens, in conjunction with a slightly 
magnifying lenB held in the other hand. A short-sighted 
man who has lost his spectacles has been provided by 
Nature with a temporary emergency aid by making the 
letter q with his fingers—that is, the index-finger and thumb 
of the left hand are pressed together like the loop of the q, 
and the right hand index-finger touches the two tips like the 
stroke of the q, By pressing the straight finger more or leas 
on the “ looped ” fingers and looking through the tiny 
triangular aperture or space between the finger-tips, the 
myopic man can see the distant scene distinctly. A short¬ 
sighted man can use a tingle convex lens held more or lees at 
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arm’s length, a telescope (although the image is inverted). 
Again, the combination of lenses forming the top “ draw ” of 
a terrestrial telescope will act as a very strong magnifying 
glass or a weak microscope. This idea has been utilised in 
some small telescopes, so that they can be more conveniently 
used as “ microscopes.” It is unnecessary to mention pin¬ 
hole lenses or double pin-hole lenses for the myopic; they 
sure well known. 

It will be admitted that if the need for proper glasses is 
wxgent they should be provided. The modern prismatic 
glasses have, of course, superseded the old binoculars in 
many ways. I am, Sir, yours faithfully, 

April 26th, 1917. _ MYOPE. 

22.—The address of the National Counoil for Combating 
Venereal Diseases is now Bank Buildings, Kingsway, 
London, W.C. 2. Secretary, Miss H. F. Norry. Telephone: 
Hoi born 562. 

Entente .—The attitude to be adopted is entirely in the dis¬ 
cretion of the practitioner. Where the medical man cannot 
from circumstances give reciprocal service it is usual 
for him to offer a fee, and quite reasonable that it shonld' 
be accepted. Where the medical patient is more well-to- 
do than the adviser we have the same position. Opera¬ 
tions stand in a different category, and when not performed 
for a colleague gratuitously, as they frequently are, they 
are usually made the subject of agreement. The question 
of the family is settled by similar considerations. There is 
no rule, bat a very wide custom. This, however, would 
not invalidate legal proceedings. 


JjJWcsI ghtrjr far % nrsaing 

800IBTIES. 

SOUL foamY OF MEDICINE, l, Wimpole-ftreet. w. 

MEETING* OF SECTIONS . 

Wednesday, May 9th. 

SUKGBRY: SUB-SECTION OP PROCTOLOGY (Hon. Seoretertee— 

P. Lookti art-Mummery, W. Sampson Handley) s at 5.30 p.m. 

Annual General Meeting.—Section of Officers and Oounell for 
1917-1918. 

Qtmm (at 5 p.m.) : 

Mr. P. Lockbart-Hummery: (L) Abdomino-perineal Excision of 
Rectum in a Man aged 28; <2) llao-sigmoidectomy for Oolitla 
Polyp .sa. 

'■IHtfUffirfftfl 

On “ The Methods of Making and Oloslng Colostomy Openings,” 
wiH be opened by Mr. Lockhart-Mummery. 

Membersthe SECTION OP SURGERY are specially invited to 

attend. Any who wish to take peart In the Discussion are asked 

to send in their nasties to the Hon Secretary of the Sub-section. 

Friday, May llth. 

CLINICAL (Hon. Secretaries -David Forsyth, T. P. Legg):at 8 P.M. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Cases : 

Dr. Psrkes Weber: Intermittent Claudication of the Left Lower 
Extremity. 

Dr. Irwin Moore: (I) Lupoid Tuberculosis of tbe Pharynx affecting 
the Uvula and Soft Palate in a Boy aged 8; (?) Two Cases of 
Pharyngeal Pouches. 

Paper: 

Dr. P&rkes Weber; The Pel-Ebstein Recurrent Pyrexial Type of 
Hodgkin’s Disease Chymphogrannlomatoais Maligna). 


LECTURES, ADDRESSES, DEMONSTRATIONS, Sc. 

POST-GRAD DATE COLLEGE. West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medioal and Suririoal Clinies. X Bays. Mr Gray t 
Operations. Mr. B. Harman t Diaeaaea of the Bye. Dr. Simeon» 
Diseases of Women. 

Tuesday. —2 p.m„ Medioal and Snrgioal Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davit; Diseases of the Throat, 
Hose, mid Bar. Dr. Fernet: Diseases of the Skin. 

Wednesday. —10 a. m.. Dr. Saunders; Diseases of Children. Dr. Banks 
Davis: Operations or the Throat, Nose.and Bar. 2 p.m.. Medioal 
and Surgical Clinies. X Rays. Mr. Pardoe: Operations. 

Thursday.— Hospital closed. Annual Meeting. 

FMDAY.— 10 A.M., Dr. Simeon Gyncoologioal Operations. 2 p.m., 
Medioal and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banka Davis : Diseases of the Throat, Nose, and Bar. 
Dr. Pemet: Diaeaaea of the Skin. 

Saturday.— 10 a.m„ Dr. Saunders • Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose,and Bar. Mr. B. Harman: 


Bye Operations. 2 p.m., Medioal and Surgioal OUnies. X Bays. 
Mr. Pardoe; Operations. 


TflB THROAT HOSPITAL. Golden-square, W. 

Monday.— 5.15 p.m., Special Demonstration of Selected Csses. 
Tmuboday.— 5.15 p.m.. Clinical Lecture. 


ROYAL INSTITUTION OF GRHAT BRITAIN, Albemarle-etreet, 
Piccadilly, W. . 

Tuesday.— 3 p.m., Prof. C. S. Sherrington: Rhythmic Action in 
Muscle and in Nerve. (Lecture II ) 

ROYAL INSTITUTE OF PUBLIC HBALTH, Lecture Hall of tbe 
Institute, 37, Russell-equ<re, W.C. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 p m.. Lecture IV.:— Major F. W. Mott, M.D.: The 
Pathology of Venereal Disease. Followed by a discussion. 


BDITORIAL KOTICB8. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor," and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notioe. 

It is especially requested that early intelligence of ioeal 
events having a medical interest, or which it is desirable 
to bring under the notioe of the profession, may be sent 
direot to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied bp 
blocks it t« requested that the name of the author, and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or foT private informa¬ 
tion, must be authenticated by the names and addressee 
of their writers—not neoessarily for publication. 

We cannot prescribe or recommend practitioners. 

We cannot undertake to return MBS. not used. 

Offices: 423, Strand, London, W.C. 2. 


MlNAOH R’g BIOTIOHg. 

ALTERATION IN THE PRICE OF M THE LANCET” 

Increased war expenses and oost of production necessitate 
on increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8d. The rates of 
subscription remain os revised In October. 

Inland. 

One Year... .£1 IB O 

Six Months .0 16 0 

Three Months . .0 8 0 

Colonies and Abroad. 

One Year.£112 6 

Six Months .« .- .0 17 6 

Three Months . .089 

Subscriptions (whioh may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
“ London County and Westminster Bank, Covent Garden 
Branch ”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 2. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
whioh are sent direot to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sen ling their subscriptions direot to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

ADVERTISEMENT RATES. 

Books and Publications . 

Official and General Announcements Five lines and 
Trade and Miscellaneous Advertise- ' under.4#. Od. 

ments and Situations Vacant. 

Every additional line, 6d. 

Situations Wanted : First 30 words, 2f. 6& 

Per additional 8 words, 6d. 

Quarter Page, £1 10b. Half a Page, £2 15*. 

Entire Page, £5 5s. 

Special terms for Position Pages. 

Advertisements (to ensure insertion the same week) 
should be delivered at the Office not later than Wednesday, 
aooompanied by a remittance. 


METEOROLOGICAL READINGS. 
{Taken daily at 8.90 a.m. by Stewards Instruments.) 

Tas Lancet Office, May 2nd, 1917. 
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Other information whioh we hav* been accustomed to give in these 
"Readings ” is withheld fortie period ol the war. 









710 TmLanoit,] BOOKS RECEIVED.— ACKNOWLEDGMENTS OF LETTERS RECEIVED. [Mat 5,1917 


BOOKS, ETC., RECEIVED. 

Bxtlli&bb, Tindall, and Cox. London. 

Manual oF Chemistry. By W. Sim >n, Ph D ., M.D., and Daniel Bose, 
Ph.D. Eleventh edition, revised. 18$. net. 

Bell, G., and Sons, Ltd., London. 

The Passing of the G eat R ice; or. The R ielal Basis of European 
History. By MidUon Grant, Ctiairmm, Now York Z »ological 
Society; Councillor, American Ge>graphi3al Society. 8$. 6d. net. 
Cambridge University Press. 

Growth an i Form. By D Arcy W. Thompson. 2l«. net. 

Churchill, J. and A., London. 

Method of Enzyme Action. By James Beatty, M.A , M.D., D.P.H. 
With Introduction by Professor E. H. Starling, M.D., Sc.D., 
F.R.S. b$. net. 

Masson et Cie., Paris. (Collection Horizon.) 

Les Fractures de la M&chotre Inferieure. Par L. Imbert et Pierre 
Real. Avec Preface du Medecin Inmecteur General Fevrler. 4 fr. 
Blessires du Cr&ne et du Ccrveiu. Formes Cliniques et Traitement 
Medico-Chi rurgical. Par C. Chatelln ot T. De Martel. 4 fr. 
Traitement et Kestauratloi das Lesions* de* Nerfs. Par Mme. 
Athanassio-BenlBty, Interne des Hopiraux de Paris. Avec Preface 
du Pr. Pierre Marie. Membre de l'Acadcrnie da Medecinc. 4 fr. 

Les Fractures de l’Orblte par Projectiles de Guerre. Par Fdllx 
Lagrange. 4 fr. 

Les Paychonevroses de Guerre. Par le Dr. G. Rou*sy, Professeur 
Agrege k la Faculte de Paris, et J. Lhermltte, Ancien Chef de 
Laboratoire k la Faculte de Paris. 4 fr. 

Milford, Humphrey. Oxford University Press. Lond >n, Edinburgh. 
Glasgow, New York, Toronto, Melbourne, and Bombay. 

Who Can be Happy and Free in Russia? By N. N -krassov. Trans¬ 
lated by Juliet M. Soskice. with introduction by Dr. David Soeklce. 
The World’s Classics. Is. 3d. net. 


Communications, Letters, &c. t have been 
received from— 


A. —Prof. F. W. Andrewes, Lond.; 
Messrs. Arnold and Sons, Lond.; 
Anglo-French Drug Oo., Lond.; 
Messrs. Allen and Hanbury*, 
Lond.; Albion Motor Car Co., 
Glasgow; Messrs. R. Anderson 
and Co.. Lond. 

B. —Mr. H. Bentley, Nottingham ; 
Messrs. T. B. Browne, Lond.; 
British Organotherapy Co., Lond ; 
Messrs. C. Blrch&ll, Liverpool; 
Mr. E. Bouganlt, Paris ; Messrs. 
W. H. Bailey and Son, Lond.; 
Capt. H. W. Bailey, R.A.M.O.; 
Mr. 0, W. Bedford, Lond.; 
Messrs. Bale, Sons, and Daniels- 
son, Lond.; Bolton Infirmary 
and Dispensary, Sec. of; Messrs. 
Butterworth and Oo., Lond.; 
Dr. J. E Bullock, Northampton; 
Bolingbroke Hospital, Lond., 
See. of; Dr. G. Briscoe, Lond.; 
Mr. K.S Bh it, Lond. 

C. —Chadwick Trust, Lond; Messrs. 

J. and A. Churchill, Lond.; 
Mr. H. J. Corin, Lond.; Dr. 

H. P. Cholmeley, Forest Row; 
Criminal Law Amendment Com 
mittee, Lond., Sec. of; Cheadle 
Royal, Cheadle, Medic il Supt. of; 
Messrs. Cowie and Co.. Lond.; 
Surg. F L. Cassldl, R.N.; Com¬ 
mittee for the Investigation of 
Atmospheric Pollution, Load., 
Hon. See. of; Cumberland 
County Council, Clerk to the; 
Commonwealth of Australia, 
Lond., Official See. of; O. U G.; 
Sir C. Cameron, Bart., Engle- 
field Green. 

D. “Prof.K. H. Dlgby, Hong-Kong; 
Messrs. S. Davis and Co., Lond.; 
Mr. F. Dodgson, Cockermouth; 
Messrs. W. Dawson and Sons, 
Lmd.; Derbyshire Royal Infir¬ 
mary, Derby, Sec of; Lieut.-Col. 

F. W. Davie-Harris. R.A.M.C. 

£.— East Suffolk and Ipswich Hos- 

e tal, Ipswich, Sec. of; Entente; 
r. H. Elliott, Lond. 

F. -Mr. W. F. Freeman, Lond.; 
Lieut.-Col. Sir Joseph Fayrer, 
Bart.; Pte. W. W. G. Ferguson ; 
Dr. A. H. Fardon : Messrs. J. 
Feeney and Co., Birmingham; 
Dr. W. M. Fletcher, Lond.; 
Post ?r, Brown, and Co., Montreal. 

G.—Mr. H. J. Gauvalo, Alton; 
Dr. R. R. Giddingi, Nottingham ; 
Dr. J. Gay, Lond.; Messrs. 
Goddard and Smith, Lond.; 
Mes rs A. H. Grantham and Co.. 
Reading; Mr. W. F. Gwynne, 
Fort Myers, U.S.A.; Glasgow' 
Corporation. City Chamberlain 
of; Glasgow City Fever Hospital, 
Acting Physician Supt. of; Mr. 

H. Ginn, Worcester. 

H -MihsM. I. Houn&field, Exeter; 
Messrs. Hlrschfeld Bros , Lond.; 
Dr. R. J. M. Horne, Edinburgh ; 


Highlands and Islands (Medical 
Service) Board, Edinburgh, See. 
of; Dr. T. J. Horder, Lond.; 
Dr. A. C. Houston. Lond.; Mr. 
W. Hurst, Glasgow; Messrs. 

0. J. Hewlett and Son, Lond.; 
Messrs. A. Heywood and Bon, 
Manchester; Haywood Hospital, 
Burslem, Clerk to the: Lieut. - 
Col. L. W. Harrison. R.A.M.C.; 
Mr. T. M. Henny, Treherbert; 
Mr. R. Hayes, Load.; Mr. R. 
Hitchlns, Lond.; Dr. Hlvaller; 
Surg. A. M. Horsey, RN. 

I. —Ipswich Guardians, Clerk to 
the; Mrs. Ives, Southampton; 
Inspector of Lunatics for Ireland, 
Dublin. 

J. —Dr. R. B. Jackson, Culkey; 
Mr. J. S. Jobson, Hill Redware; 
Dr. W. Jamison, Abercynon. 

K. —Messrs. H. S. King and Co., 
Lond.; King Edward's Hospital 
Fund for London, Hon. Secs, of; 
Mr. H. A. King. Reading; Asst. 
Surg. W. V. Kane, Jubble^ore; 
Prof. A. Keith. Lond. 

L. —Leicester Royal Infirmary. 
House Governor of; Messrs. 
Lee and Martin, Handsworth; 
Local Government Board, Lond.; 
Dr. R. B. Low, Lond.; Messrs. 
H. K. Lewis and Co., Lond.; 
Mr. J. P. LockhartrMummery, 
Lond.; L. M. W. 

WL- Mr. A. J. MacLeod, Hull; 
Capt. C R. Mclntish. R.A.M.C.; 
Medical Society of London, Regis¬ 
trar of; Miss J. Milne, Lond.; 
Messrs Mawson and Swan, New¬ 
castle-on Tyne ; Messrs. R. Mor¬ 
rison and Co., Lond.; Messrs. 
Mather and Crowther, Lond.; 
Dr. H. L. McKlsack, Belfast; 
Capt. J. M. Mitchell. R.A.M.C.; 
Mrs. Messenger, Sheffield; Messrs. 
C. Mitchell and Co., Lond.; 
Messrs, Macmillan and Co., 
Lond.; Mr. W. Martindale, Lond.; 
Manhu Food Co., Liverpool; 
Medico - Psychological Associa¬ 
tion of Great Britain and Ireland, 
Acting Hon. Gen. Sea. of; 
Mr. J. McClure, Lond. 

N. —Dr. D. Newman, Glasgow; 
Mr. S. Ncave, Ingatestone; Sir 
George Newman. Lond.; National 
Medical Union, Lond., Asst. 8ec. 
of; Nottingham City Asylum, 
Mapperley Hall, Clerk to the; 
Newspaper Society, Lond., Sec. 
of; Major E. H. Nash, R.A.M.C. 

O. —Oxford Medical Pub'ications, 
Lond., Manager of; Capt. R. 
O Connor, R.A.M.C. 

P. —Mr. W. H. Plaister, Lond.; 
Capt. J. H. Peters, R.A.M.C.; 
Mr. Y. G. Plarr, Lond.; Dr. 

M. 8. Pembrey, Lond. 

Q. —Queen Mary's Hospital for the 
Bast End, 8tratford, Sec. of. 


R.—Royal Academy of Medicine 
in Ireland, Dublin; Royal Insti¬ 
tution of Great Britain, Lond.: 
Royal College of Surgeons of 
England; Rochester and Chat¬ 
ham PiinUng Co., Rochester; 
Rotherham Hospital, Sec. of; 
Messrs. Reuters, Lond.; Messrs. 
Richardson and Co., Lond.; 
Royal Society of Arts, Lond.; 
Royal Academy of Arts, Lond., 
Sec. of; Dr. R. Bundle, South- 
sea ; Lance-Oorpl. T. Reed; 
Rhondda Urban District Council, 
Pentre. Clerk to the; Royal 
Society of Medicine, Lond., Sec. 
of; M^iecin-Major H. Roger; 
Mr. S. E. Raraseyer, New York; 
Royal Society, Lond. 

8.—Dr. G. A. Sutherland, Load.; 
Messrs. Sherratt aud Hughes, 
Manchester; Dr. N. Samaia, 
Milan; Capt. J. A. Sin ton. I. M.S. 
Messrs. Singer and Co., Coventry; 
Messrs. G. B. Stechert a id Co., 
Lond.; Messrs. Smith’s Adver¬ 
tising Agency, Lond.; Messrs. 
W. H. Smith and Son, Lond.; 
Dr. A. W. Smith. Glasgow; 
Col. F. M. Sandwith, A.M.S.; 
Messrs. W. B. Saunders Oo, 
Lond.; Mr. G. Sou\ar, Dingwall; 
Messrs. G. Street and Co , bond.; 
Dr. G. E. Shuttle worth, Lond ; 
Dr. A. Smirthwaite, Whitley 
Bay. 

T.— Mr. L. A. Tuke, Liverpool; 
Capt. J. W. Thompson, R.A.M.C.; 
Mrs. R. Trowbridge, East South- 
sea ; Thames Export Packing 


Co., Lond.; Tennessee Univer¬ 
sity College of Medicine, Mem¬ 
phis, Librarian of. 

(J.—University College Hospital, 
Medioal School, Load., Seo. of; 
Under Secretary of State for India. 

V. —Victoria Hospital for Sick 
Children. Hull, 8ec. of; Dr. 
Volrath Vogt, Yi-Yang, Chios; 
Mr. L. Vecchio. Manchester; 
Mr. 8. C. Varley, Lond. 

W. —Dr. O. K. Williamson, Lond.; 
West London Hospital Poet- 
Graduate College, Dean of; 
Mr. R. Wbitelaw, Aberdeen; 
Worcestershire Association for 
the Prevention of Consumption. 
Worcester. See. of: Messes. 
W. Wood and Co., New York; 
Dr. O. R. M. Wood, Woolpit; 
Messrs. A. J. Wright, Load.; 
Miss Wigan, Lnddersdown : Mr. 
M. Wilson, Bdgbaston; Lieut. - 
Col. G. A. Wright. R.A.M0.; 
Mesirs. J. Williams and 8on r 
Brad ord ; Wells Asylum, Somer¬ 
set, Clerk to the; Warwickshire 
and Coven*ry Joint Committee 
for Tuber miosis, Leamington, 
Clerk to the; Mr. J. A. Wells, 
Lond.; Dr. F. J. Waldo, Lond.; 
Col. Sir A. B. Wright, C.B.; 
West London Medico-Chirurgi- 
c&l Society, Sec. ofMr. D. 
Whitbread, Lond.; Messrs. Alex. 
Wood, Campbell, and Co., Lond.; 
Dr. W. M. A. Wright. Dalkey. 

Y.- Y. M.O. A. Lecture Department, 
Shanghai, Sec. of; Dr. R. A. 
Young, Lond. 


Letters, each with enclosure, are also 
acknowledged from— 


A—Aberdeen University, Sec. of; 
Messrs. T. and M. Armstrong, 
Lond.; Mr. B. Arnold, Lond.; 
Ashwood House, Kingswinford, 
Medical Su >t. of; A. V. D.; 

B. -Dr. T. L. Bunting, Sco'swood- 
on-Tyne; Dr. D. Bower, Bedford ; 
British Oxygen Co., Lond., Sec. 
of; Mr. H. Beattie, Banbury; 
Birmingham and Midland Bar 

. and Throat Hospital, Sec. of; 
Messrs. Burt, Boulton, and Har¬ 
wood, Lond.; Messrs. Butter¬ 
field and Son, Northampton; 
Capt. R. L Berwick. R.AM.O.; 
Lieut. Col. 0. R. Bakhle, I.M.S.; 
Bodmin G tardian and Ezprets, 
Manager of. 

C. —Dr. A. Charpantler, Uxbridge; 
Crtvot Gu irdian; C. W. D ; 
Capt. J. G. Cooke, R.A.M.C.; 
Messrs. Carnrlck and Co.. Lond.; 
Cambridge Hospital, Aldershot, 
Librarian of; Mr. V. GharUiog, 
Nawabad ; Dr. J. Crow, Largs ; 
Mr. A G. Chamberlain, Exeter; 
Dr. W. S. Clark, Degema. 

D. —Messrs. Down Bros., Lond.; 
Messrs. Dawkins and Co.. Lond.; 
Capt. 0. A. Dottridge, R.A.M.C.; 
Messrs. Duncan, Flockhart. and 
Co., Edinburgh ; Messrs. Dowle 
and Marshall, Lond.; D. C. P. 

g.—Mr. B. Evans, Felinfach: 
Mr. F. Q. Ernst, Lond.; B. A. W. 

F. -Messrs. J. S. Fry and Sons, 
Bristol; Hon. E. French, Lond.; 
Mr. R. H. Fleming, Glasgow ; Dr. 
H. P. Fairlie, Glasgow; F. M. W. 

G. —Surg. P. C. Gibson, R.N.; 
Mr. H. N Gilbey, Lond.; G. M.; 
Dr. J. N. Goldsmith, Lond.; 
Capt. N. Graham, R.A.M.C.; 
Fleet-Surg. W. H. O. Garden, 
R.N.; Dr. S. Gill, Forraby; 
Mr. J. F. Gibbons, Reading; 
General Life Assurance Co., 
Lond., Sec. of; Capt. P. Goase. 
R.A.M.C.: Dr. Gonella, Buenos 
Ares; Genat^san Co., Lond.; 
Mr. F. Giles, Folkestone. 

H. —Mr. R. Hughes, Liverpool; 
Messrs. Howards and Sons, Ilford; 
Hertford Street Motor Go., Lond.. 
Sec. of; MeBsrs. Hooper and 
Struve and Co., Lond.; Messrs. 
Handfori and Dawson, Harro 
gate ; Miss A. Holloway, Nice ; 
Capt. G. M. Huggins, R.A.M.C.; 
Messrs. Hogg and Son, Lond.; 
Dr. H B. Haynes, Breutwood; 
H A K. 

I. —Dr. P. R. Ingram, Lond.; 
Institute of Massage, Manchester, 
Sec. of; Incorporated Society of 
Trained Masseuses, Lond,, Sec. 
of. 


J. —Dr. W. R Jackson, Port Isaac ; 
J. P. A.; Mr. G. LI. Jones. 
Llangefni. 

K. —Kent Education Committee, 
Maidstone. See. to the; Kensing¬ 
ton and Fulham General Hos¬ 
pital, Lond., Sec. of. 

L. —Liverpool City. Tress to the; 
Liverpool University, Aoct. to 
the; Dr. O. Leyton, Lond.; 
Leedi General Infirmary, Mana¬ 
ger of ; Mr. A. Lawson, Lond. 

M. —Mr. E. R. Morgan. Load.; 

Dr L. J. Mlnter, Brighton; 
Manchester Guardians, Clerk to 
the; Lieut.-Col. McLoughlin ; 
Mansfield Corporation. Clerk to 
the; Dr. C. G. May, Lond.; 
Dr. C. W. P. Moffatt. Bolton; 
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Mb. Pbbsident and Gentlemen, —I beg that you will 
accept these observations as suggestions, based on the some- 
what scanty pathological data at our disposal and an 
experience necessarily incomplete, rather than as ordered 
statements of surgical law resulting from a comprehensive 
stiady. My personal impressions have been gained almost 
entirely from field ambulance and casualty clearing station 
work in France and Belgium, and my remarks are therefore 
subject to correction by those who have a m >re intimate 
knowledge of the later course and treatment of these lesions. 
At the same time one wishes to emphasise the supreme 
importance of an adequate treatment of wounds at the 
earliest favourable opportunity. 

Since the progress of joint wounds has been far from 
satisfactory and radically different lines of procedure have 
been advoeatid, it would seem profitable at this stage of our 
experience to consider ail the pathological data at hand in 
the hope of rationaUsiag treatment in general and controlling 
that of individual cases. Unfortunately, the scientific facts 
available ace insufficiently complete to place any definite 
system beyond the range of debate. It remains to utilise 
them in a critical examination of the various practices in 
vogue, and otherwise to formulate a working basis on the 
ground of clinioal observation, guided by an ever-present 
recognition of military limitations and resources. 

Pathology* 

A joint directly wounded is subject to infection from two 
sources* the projectile itself and the track of the projectile 
from the exterior. When present, the former varies in 
degree of virulence from the comparatively clean undis- 
torted rifle bullet to the irregular shell fragment enwrapped 
in. muddy olothing and loaded with bacteria. Infection 
may also spread to a joint from neighbouring wounds, either 
by way of the soft tissues or along a fissure in a fractured 
bone. Joints are generally agreed to be peculiarly sus¬ 
ceptible to infection ; in civil practice a surgeon tends to 
take more precautions in opening a joint than any other 
cavity, whilst it is significant that joints are early affected 
in most pyswnic conditions. Although the signs of inflam¬ 
mation are leas obvious in wounded joints on account of the 
usual outlet for exoess of fluid and consequent relief of 
tension, the frequency of disaster is at least as great. An 
environment conducive to the well-being of micro-organisms 
obtains ; the synovial cavity presents a sac comparatively 
free from air and a plentiful supply of desirable medium ; on 
the other hand, it is probable that the arrangement of the 
blood-supply* the anatomical formation of the synovial 
caivity with its various complexities, and the viscidity of the 
fluid may hinder the excursions of the polymorphs and the 
free circulation of lymph ou which the inflammatory 
pooeesses depend for snooess. 

What powers has a joint of combating bacterial invasion 7 
That there is a very considerable reactive mechanism has been 
demonstrated byLazarus-Barlow, Del bet, and other observers. 
▲ foreign body in a joint, possibly lodged in bone, may be 
oavered with micro-organisms; the surface of the osseous 
cavity in contact with the projectile and the edges of the 
wound in the synovial membrane also are infected ; but it is 
with the greatest rarity that the synovial fluid and blood 
effused into the joint exhibit bacteria within the first 
24 hours. According to Lasarus-Barlow, a large proportion 
of fluids show no organisms in films or on culture, even at a 
much later period. Blood withdrawn from a wounded joint 
at a very early stage contains excess of leucocytes. This 
question of leucocytosis may be examined more closely, 
as it has a practical bearing on prognosis and treatment. 
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Generally speaking, an aseptic lesion is associated with a 

mononuclear leuoocytosis and a septic lesion with a poly* 
nuclear leuoocytosis ; moreover, the latter varies to a certain 
extent with the potency of the infection. Hence a differential 
count of the leucocytes and red cells in the synovial cavity, 
of & wounded joint, together with an estimate of the total 
number in the off onion, enables one to classify ronghly the 
severity of the infection and forecast a prognosis accordingly 
(Lazarus-Barlow). The. method of “ pyoculture ” is said by 
Delbet to afford a more accurate estimate in the saroedirection, 
as it indicates direetly the presence and relative virulence of 
bacteria with greater delicacy than the usual oilkural methods. 

Various micro-organisms have been, found in wounded 
joints ; their exact nature does not appear to bear any 
definite relationship to the clinical issue, exoept in the case 
of streptococcal infection where the prognosis is bad. 

When the wound is accompanied by fracture, as. occurs 
almost invariably in joints other than the knee and oeca-< 
sionally the shoulder, the outlook is definitely more serious, 
as the phenomena , of osteomyelitis in some degree may be 
imposed on those of joint infection pure and simple* 

Anatomically, the following forms of joint wound may be» 
recognised:— 

1. Wounds h*wWoh the articular lesion m red yreereaen t» 
an element of a wholesale destruction of the Juno in the- 
neighbourhood of the joint. 

2. Artioular fractures proper, including the majority oL 
joint wounds. A projectile may ba present in the synpvial 
cavity or in the adjacent bone; or, having passed through 
the joint, it may be arrested in the ligaments or the 
soft tissues outside. The types of fraothre are numerous / 
one or more bones may be affected, (oj Am impression or 
gutter in the articular or non articular surface of the bone ^ 
is made by the projectile in passing, (b) The projectile is 
embedded in the surface of the bone; fissures may radiate 
from the osseous cavity, (c) The projectile has passed through r 
the bone with or without fissuring. The latter possibility is 
only likely to be realised where the cortex of the bone is 
thin, as in the lower extremity of the femur. Where the 
compact layer is thicker* as in the upper end .of the tibia, 

^penetration is almost invariably accompanied by fissures. 
\d) The projectile is lodged in the substance, of the bone 
forming a cul-de-sac with or without Assuring. The latter 
condition is again dependent on a lack of thickness in the 
shell of compact bone, (e) One or mor4 fragments of 1 bone 
of varying size, from a small splinter to a large block such 
as a femoral condyle, are separated with or without dis¬ 
location. (/) Fissures pass for a considerable distance into 
the shaft of the bone, (g) There is much com^minution of 
one or more of the osseous extremities. 

3. Penetrating wounds of the joint without fracture, in 
which the projectile, may or may not remain in tjje. synovial 
cavity. 

Glasses 2 and 3 include a definite and common type of 
wound, usually due to a rifle bullet, in which the projectile 
has passed through the joint, inflicting tiny- wounds of 
entranoe and exit; with or without fracture. 

In many cases it is difficult to decide on anatomical 
grounds whether the synovial cavity has been penetrated or 
not—e.g., through-and-through wounds of the front of the 
thigh in the neighbourhood of the supra-patellar synovial 
pouch, or wounds in which the foreign body has been, 
arrested in the ligaments before entering the joint. An 
effusion into the joint commonly occurs in these cases. 

A fissure may reach the articular extremity of a bone from 
a fracture originating outside the joint, in which case there 
is an additional danger of infection when the foreign body 
remains lodged in the shaft at the site of fracture. On the 
contrary, a projectile entering the bone outside the joint 
may pass into the articular extremity and lodge there 
without causing a break of the actual articular surface. 

Treatment, 

General Consider aliens, 

Apart from the nature of the joint wound itself/it is : 
essential to take into account certain other factors of 
importance in deciding on a line of treatment. 

The oondition of the patient may be profoundly influenced 
by shock or, at a later stage, by toxsemia. Bitiler of these . 
may.result from the wound in question or ; from wounds in 
other parte of the body. Shook may prohibit an operation ' 
otherwise indicated ; toxsemia of marked degree may pre¬ 
cipitate an amputation. Injury to neighbouring p*rtft^-&g., 
the popliteal artery in the case of the knee, or the cheat in 
the case of the shoulder—may render, the artionlAc-wound of 
secondary importance and modify accordingly the treatment. 

T 
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The age of the t pound is a factor of the greatest importance. 
Given the necessary conditions , the earlier the primary or 
prophylactic form of treatment is applied the better. Daring 
the first 24 hoars there is ample evidence to show that the 
sources of infeotion (end to be limited to their original foci. 
After this period there is less possibility of oomplete eradi¬ 
cation. At the same time, it is an unjustifiable procedure 
to open a joint under unsatisfactory conditions as regards 
asepsis; a further delay, if not too prolonged, affords the 
lesser evil. Professor Tuffier, who has great experience in 
this subject, tells me that he has recently had results almost 
uniformly favourable from operations performed as late as 
the third day after receipt of the injury. To perform any 
considerable operation on a joint requires a surgeon of some 
judgment and ability, not too pressed for time, a well- 
equipped theatre, and a preliminary X ray examination. It 
Is further desirable that there should not be urgent need for 
transport immediately after operation. These conditions are 
usually fulfilled at a casualty clearing station, but not daring 
periods of high p-essure. A strictly conservative line of 
treatment is preferable to halfhearted operative measures . 

In planning treatment, even in the earliest stages, one 
should have in mind a higher ideal than that of merely 
saving life or limb. Consistent with the patient's general 
safety , every effort must be made to anticipate unnecessary 
orthopedic disability. 

Observations on the treatment of joint wounds in general 
apply more particularly to wounds of the knee. Reference 
will be made later to peculiar features in the treatment of 
individual joints. 

Preliminary Treatment. 

Immobilisation is the most important measure in the early 
stages. The sooner the joint is immobilised the better: a 
splint or other improvised fixation apparatus should be 
applied whenever possible at the aid-post, if not before, and 
at the field ambulance invariably. The objects are obvious : 
in the first place, unnecessary shock and haemorrhage are 
obviated by fixation of the limb during the first stages of 
transport; secondly, infection is limited. Not only does 
movement tend to spread infected particles throughout the 
cavity, but it may cause infection of a previously unaffected 
joint from a focus outside the synovial membrane. Beyond 
this immobilisation and the application of ordinary dressings, 
one would suggest that no further treatment should be applied 
to the joint as suoh until the patient reaches a unit equipped 
for any neoessary operation. It is important, however, that 
he should reach this unit at the earliest possible moment. 

Expectant Treatment. 

There is a Urge class of cases in which the evolution of 
the wonnd is so habitually favourable as to render any form 
of primary arthrotomy unjustifiable; although it may be 
neoessary to remove an extra-articular source of infection. 
Even the most radical school of joint surgery admits that the 
in-and-out type of wound with punctiform cutaneous apertures 
~of entrance and exit has a very good prognosis. The projectile, 
•an nndistorted rifle bullet or a very small shell fragment, has 
•presumably introduced into the joint an inconsiderable 
amount of infective material of which it has carried away 
the greater part on leaving. The internal source of infection 
is thus reduced to a minimum ; there is practically no com¬ 
munication with the exterior. The joint can adequately deal 
with the situation apart from operative interference. Even 
if there be an osseous lesion it may be regarded as a simple 
articular fractuVe. The essential steps of treatment are a 
-careful cleansing of the Bkin around the wounds and a rigid 
immobilisation of the joint. There may be a considerable 
effusion into the synovial cavity ; to aspirate this at an early 
stage is potentially dangerous, since infective matter may be 
Sucked into the joint by the procedure. Moreover, the 
accumulation tends to recur, and is possibly beneficial a 9 a 
reactive product. The injection of antiseptics such as ether 
hr formalin glycerine emulsion has been advocated, but it 
would seem more reasonable to avoid any form of inter¬ 
ference with the natural mechanism on which the expectant 
form of treatment essentially relies. 

More debatable is the treatment of those cases in which a 
rifle bullet or tiny fragment of shell has lodged in the substance 
of an articular extremity after passing through the synovial 
cavity, creating an insignificant wound of entrance and no 
obvious fissuring of bone. As before, there is practically no 
danger of infeotion from without, and although there is a 


definite source within, the nature of the projectile renders it 
comparatively innocuous. If the foreign body is so situated 
as to render its removal more than usually difficult without 
considerable derangement of the joint and enlargement of 
the osseous track, the risks of operation are greater than 
those of retention. But if the body be more readily 
accessible the balance turns in favour of a primary operation. 

An essential feature of expec'ant treatment is a constant 
supervision of the clinical course of a case supplemented by 
pathological examinations of the fluid of the joint. In this 
way, adverse signs are detected at the earliest opportunity 
should the necessity for more active measures arise. 

Extra-synovial wounds , whether of the soft parts or of 
bone, are treated as soon as possible by removal of foreign 
bodies, thorough excision, Carrel’s tubes, &c.; arthritis may 
thus be obviated even though a fissure radiate from the focus 
of an osseous lesion to the joint. Frequently an articular 
effusion accompanies these neighbouring wounds ; primary 
arthrotomy is not on that account indicated. Strict 
immobilisation is essential. 

Primary Operative Treatment. 

In all classes of joint wound other than the foregoing 
there is at least one potent source of progressive infection 
which demands removal at the earliest opportunity. This 
may be a foreign body, an infected cavity of bone, a 
synovial wound open to infeotion from without, or all three 
combined. A priori , it wonld seem highly desirable to 
perform the necessary operation at the earliest favourable 
opportunity. In fact, experience has shown that this prophy¬ 
lactic form of treatment is mo *t reliable when applied within 
the first 12 hours , although its value is by no means limited to 
that period. The following measures are included under 
this heading:— 

1. Excision of external wounds and suture of the synovial 
membrane. 

2. Arthrotomy, followed by (a) removal of foreign matter, 
blood clot, infeoted edges of synovial membrane; (6) treat¬ 
ment of osseous oavities and removal of fragments of bone 
(“ esquillectomy ”); (c) suture. 

. 3. Partial or complete resection of the joint. 

4. Amputation. 

Cases in which there is a lesion of the soft parts more 
extensive than the punctiform wounds of a former class, but 
little or no bony defect; and in which the joint contains no 
foreign body. —These are treated by careful excision 1 of the 
wonnd as far as the synovial membrane; the edges of the 
latter are excised also, and blood clot is expressed from the 
joint. Lavage of the cavity and the injection of antiseptics 
is a doubtful proceeding in these cases, where the object of 
treatment is to prevent further infective material from 
entering the joint and otherwise to rely on natural resist¬ 
ance. The gap in the membrane is completely sutured with 
catgut if possible. 

The external wound is treated by simple drainage, 
Carrers method, or salt packs. In excising the track it is 
advisable to make it more or less cone-shaped, thus facili¬ 
tating outward drainage. The application of an antiseptic, 
sdeh as ether or brilliant green, supplements the mechanical 
disinfection. Primary suture of the whole track implies 
unusual success in antisepsis, as it necessarily risks a 
secondary infection of the joint. 

When the gap in the synovial membrane is too large to be 
completely sutured the prognosis is less favourable, as the 
danger of reinfection remains. It is often possible to olose 
the joint by suturing into position a flap of ligament or fascia 
free from infection, and partially separated from the tissues 
in the neighbourhood by an incision which does not 
eliminate its blood-supply. Failing this, excision of the 
wonnd is followed by Carrel’s treatment or merely by the 
application of aseptic dressings (the latter not to be removed 
apart from definite indications). On no account should 
drainage-tubes be introduced into the joint at this stage; 
they increase very definitely the danger of infection from 
without, and serve no useful purpose. 

Cases in which the joint contains a foreign body with or 
without fracture; and cases in which comminution of bone is 
associated with an open wound of the joint. —In these there 
is a focus of infection within the joint; there may be a path 


1 The routine excision of wounds, since accepted as a general 
measure, was advocated and practised with excellent results by 
Captain E. T. 0. Milligan, an Australian surgeon, as early aa 
January, 1915. 
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of infection from the exterior; there may be a potentiality 
of mechanical derangement of the joint. According to the 
varying importance of these factors, there is a range of 
operative treatment from simple extraction of a foreign body 
to complete resection of the joint or even amputation. The 
desirability of operating on the second class of case (com¬ 
minution without remaining projectile) has been debated; 
but as detached fragments of bone in association with an 
open wound essentially represent infected foreign bodies, 
and are more than likely to overtax the natural reactive 
powers of a joint already fully exercised, their early removal 
is definitely indicated. 

A careful X ray examination is a necessary preliminary to 
the treatment of these cases; foreign bodies and fractures 
are recognised and localised. In all articular operations the 
application of a tourniquet is of great advantage. The 
skin of the part is thoroughly cleaned. External wounds are 
excised as before and temporarily sutured or plugged with 
antiseptic gauze. This done, fresh instruments, Ac., are 
used and the joint opened. 

Arthrotomy and “ esquillectomy.”—Arthrotomy is not at 
this stage a procedure of drainage. Various methods have 
been advised, from simple enlargement of the original 
wound to the routine practice of an extensive incision such 
as a semilunar arthrotomy in the knee-joint. Although it 
is essential to make an opening of sufficient size to examine 
the lesion completely and methodically and to avoid un¬ 
necessary bruising of the synovial membrane by manipula¬ 
tion, it is unjustifiable to open up susceptible surfaces to the 
danger of further infection or to cut through important 
ligaments unless the position of the foreign body or fracture 
definitely demands, If preliminary excision has been care¬ 
fully performed, it is immaterial whether the original wound 
be included in the incision or not. 

The joint is subjected to a mechanical cleansing. Foreign 
material and fragments of bone are carefully removed. 
Should the projectile lie in an osseous cavity, extraneous 
organic material, clothing, Ac., are apt to remain in the 
bed after its withdrawal. Hence the potential source of a 
focus of osteitis, which is the more likely to spread as 
fissures so frequently radiate from this centre. The cavity 
is therefore curetted until the superficial infected spongy 
tissue, usually infiltrated with blood and of blackish colour, 
has been completely cleared away and cancellous tissue of 
normal aspect, bleeding uniformly, has been reached. Inci¬ 
dentally, the scrapings yield a growth of micro-organisms on 
culture, whilst the cavity after treatment is sterile. Daring 
these manipulations the rest of the synovial cavity should if 
possible be packed off with gauze as in an abdominal operation, 
to avoid unnecessary infection of the general sac. Synovial 
membrane which has been bruised by the passage of the pro- 
jeotile is also found to harbour micro-organisms, and should 
be removed, the gaps being sutured afterwards. The joint 
is then washed out with saline solution or with an antiseptic 
such as brilliant green, which is comparatively harmless to 
the tissues. 

Cavities in the bone may be packed with iodoform to induce 
haemostasis and as an additional antiseptic measure ; but the 
mechanical cleaning, removal of clothing, blood clot, Ac., is 
of far greater importance than the application of antiseptics. 

The synovial membrane is sewn up completely with absorb¬ 
able material. In certain cases it is possible in sewing up to 
eliminate an osseous lesion from the general sac and so pro¬ 
vide for its drainage outside the joint. If a gap remains in 
the synovial membrane it may be possible to improvise a 
covering as before. When the superficial tissues are sewn, it is 
wise to leave a drain as far as the synovial wound for 48 hours. 

Although the establishment of a path to the exterior is 
dangerous, some surgeons recommend a routine drainage on 
the joint itself for 24 or 48 hours after operation. ThiB is 
unnecessary, except in doubtful cases where it may be 
advisable to establish a temporary arthrostomy as a safety- 
valve. There may be no alternative when the gap in the 
synovial membrane is too wide for suture. Needless to say, 
a joint thus open should be dressed subsequently with a 
scrupulous regard for asepsis. 

detection.— The French have applied the convenient term 
*■ 4 esquillectomy” to the removal of fragments and curetting 
of cavities of bone. To decide in which cases esquillectomy 
should be replaced by a typical resection is one of the most 
difficult questions in the surgery of joint wounds. Many 
French authorities have been in favour of an extensive appli¬ 
cation of treatment by primary resection. Leriche considers 


that esquillectomy is only suitable for small parietal fractures, 
and that any considerable fracture involving a solution in 
continuity of the articular surface demands a typical resec¬ 
tion of the joint. Undoubtedly it is preferable, in any case 
which will definitely require resection sooner or later for 
orthopaedic reasons, to resect at this early stage in order 
that the sources of infection may be removed and orthopaedic 
demands satisfied at the one operation. Indications of this 
nature vary according to the joints affected and will be 
referred to later under their individual headings. But, 
regarded purely as a prophylactic measure to prevent infection, 
primary resection is proved by the excellent results of esquil¬ 
lectomy to be too radical in the large majority of cases 

When it has been decided to resect a joint, however, the 
operation should generally conform to type as far as possible, 
with due regard to the removal of a sufficient portion of 
the extremities of bone and the preservation of capsule, 
periosteum, and important extra-articular structures. For 
instance, in a wound involving serious comminution of the 
femoral condyle without fracture of the tibia it is useless to 
preserve the articular surface of the latter and so delay the 
union of the bones. 

Amputation .—Amputation as a primary measure is indi¬ 
cated by extensive wounds of the limb, or the combination of 
a joint wound with an extra-articular lesion of grave import¬ 
ance, such as rupture of the popliteal artery and Vein. The 
presence of wounds in other parts of the body likely to 
lower the general powers of resistance to articular infection 
may decide in favour of amputation. During a stress of 
work, when the continued application of careful after-treat¬ 
ment is a doubtful possibility, amputation may be practically 
preferable in certain cases. The upper limb should never be 
amputated unless there is absolute necessity. In the lower 
extremity an amputation stump is of more functional value 
than a limb greatly shortened by extension reseotion. 

Primary treatment in doubtful cases .—There are occasions 
on which the exact line of treatment is not definitely 
indicated ; it is perhaps difficult to decide whether a given 
lesion demands resection of the joint or whether a more 
limited procedure will suffice to eliminate infection. In 
these cases the more conservative measure may be combined 
with a temporary arthrostomy —made de novo or adapted. 
Should the course be unfavourable, this latter will afford a 
safety outlet, and secondary suture may be applied at an 
early stage should all go well. The same line may be 
adopted where primary treatment has for some reason or 
another been too long delayed. To effect arthrostomy an 
original wound (preferably an exit wound) may be left 
unsutured after excision of its edges ; a gap may be left in 
an operative incision; or a special opening may be made. 
In the case of the knee, Fieux suggests the following 
technique: a crucial or T incision is made into the upper 
and outer quadrant of the supra-patellar pouch (frequently 
this merely implies the modification of the upper end of an 
arthrotomy wound). The comers of synovial membrane are 
sutured to the skin with the object of shutting off perh 
articular tissues as far as possible. The limb is immobilised 
and raised. On the fourth and fifth day, if infection does 
not develop in the joint, the synovial edges are released and 
sutured together ; the joint is thus completely closed. 

After-treatment. 

Constant clinical supervision and—should doubt arise— 
frequent pathological observations are essential. The onset 
of septic arthritis or osteomyelitis is always possible and 
demands further treatment of early application. All cases 
exhibit a certain degree of pyrexia for the first day or two ; 
this need give no cause for alarm. But a progressive 
pyrexia and rising pulse-rate, together with a continuation 
or increase in the local signs of inflammation, will determine 
a change of attitude, especially when doubt is confirmed by 
pathological investigation. 

For the first few days all cases should be rigidly im¬ 
mobilised. Many French surgeons strongly advocate the use 
of plaster-of-Paris in the form of “ appareils pliitres a anse.” 
In our hands it has not been generally successful in the early 
treatment of wounds, and so great an authority as Colonel 
Robert Jones advises that it should be discarded altogether. 

When the object of treatment is mobility, and the 
asepticity of a case has been provisionally established— 
i.e., after the temperature has been normal for about a 
week—light movements are applied. Further treatment in 
this direction is regulated by absence of reaction and 
T 2 
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comparative freedom from pain. When the object is ankylosis 
immobilisation for a longer period is obviously necessary; 
due'regard should be paid to the position of election. The 
treatment of these cases by arthroplasty or resection may be 
considered at a later period. On the other hand, a flail limb 
may require fixation by securing ankylosis. 

Where the progress of a wound is practically aseptic after 
operation the dressings should not be changed more than is 
strictly necessary. The exposure of a clean wound is always 
a risky proceeding under present conditions unless very 
special precautions are taken. 

Post-operative transport should be delayed as long as the 
military situation allows. 

Secondary Treatment . 

This applies to che treatment of septic arthritis and osteo¬ 
myelitis ; it is essentially a curative measure designed to deal 
with established infection, as opposed to primary treatment 
which is prophylactic in aim. As such, secondary procedures 
are required in those cases which have been ill-advisedly sub¬ 
jected to expectant treatment and in those where primary 
operation has failed to eliminate entirely the sources of 
infection. The available methods are:— 

lr Strictly conservative measures, with the object of 
looalising the inflammation. 

2. Aspiration, which may be combined with irrigation or 
the injection of antiseptics. 

3. Secondary arthrotomy, esquillectomy, synovectomy, and 
suture. 

4. Drainage by tubes. 

5. Arthrostomy, more or less extensive, combined with 
treatment by Carrel’s method, salt packs, Ac. 

6. Secondary resection. 

7 f Secondary amputation. 

The importance of pathological control in selecting the 
form of treatment is again emphasised; the issue at stake 
is now more immediately serious and vital. 

It. is not my intention to discuss the respective merits and 
details of those methods, as my experience of wounds at this 
stage has been limited. Suffice it to say that the functional 
resolts are so unhappy as to accentuate the importance of 
primary treatment. 

Amputation, the ultimate measure of defence, should not 
be jtoo long withheld, especially in the lower limb where 
its consequences are less serious and the results of delay so 
frequently disastrous. Provided the general condition is 
good, however, pyrexia alone does not warrant amputation. 
The pulse affords a far more definite indication of decreasing 
resistance which may be further anticipated by pathological 
observations. Cceteris paribus , the longer the duration of the 
woupd the more radical should be the treatment, as the 
patiept is less able to endure the prolonged convalescence 
demanded by the more conservative methods. 

Individual Joints. 

The Knee-joint . 

Adequate primary treatment is of special importance in 
thte joint, of which the complexity renders secondary 
treatment peculiarly difficult, and thorough drainage, irriga¬ 
tion, or aspiration practically impossible. The diaphragm 
formed by the ligamentum mucosum and the ligamenta 
alaria almost separates the joint into two cavities, each of 
which is again partially subdivided—the one by the cruciate 
ligaments and their synovial covering, the other by the 
upper border of the patella where it lies in contact with the 
femur. Apart from these divisions, there are the various 
ramifications and cul-de-sacs, such as the popliteus bursa 
and the post-condyloid synovial pouches. 

The anatomical arrangement complicates diagnosis in 
oertain cases. The suprapatellar pouch is of varying extent, 
although it usually extends two inches above the patella ; 
on rare occasions it fails to communicate with the main 
joint cavity. Hence it may be difficult to decide whether a 
foreign body or a fracture in the lower part of the thigh 
directly involves the main synovial sac. Other bursae vary 
in the same way as regards their continuity with the joint. 
The bursa between the patellar ligament and the tubercle of 
the tibia is almost invariably separate. A missile may 
traverse the infrapatellar region or even penetrate to a 
considerable distance without perforating the synovial 
membrane. Similarly the joint may escape penetration by 
a fragment which remains lodged in the posterior cruciate 
ligament. 

In these doubtful cases it is wise to assume in the first 
place that the foreign body or lesion is outside the joint lest 


the latter should be unnecessarily opened. Careful pre¬ 
liminary excision of the track of the wound is a safeguard 
against this possible danger. 

Pus may escape from the suprapatellar pouch into the 
fascial planes of the thigh in septic arthritis; it frequently 
tracks along the popliteus bursa into the calf. 

Immobilisation of the knee is effected by a Thomas’s knee 
splint or one of its modifications. Slings made of perforated 
zinc add stability and greatly facilitate dressing without 
disturbance of the limb. Local splints may be applied in 
combination with the Thomas’s to afford additional 
security. A foot-piece obviates rotatory movement and 
foot-drop. The whole limb is suspended when possible. 

As in other joints, exoloratory arthrotomy is conducted by 
an incision which affords a minimum degree of mutilation 
consistent with a free exposure of the intra-articuiar lesion. 
Operation by an insufficient incision can only lead to 
unnecessary traction and bruising of the synovial membrane. 
The position of the lesion may admit of treatment by excision 
and enlargement of the original wound. In many cases a 
simple form of arthrotomy will suffice, e.g., a long vertical 
incision half an inch from the patella on the inner or the 
outer side; suprapatellar, lateral or posterior incisions. 
When a more extensive exposure of the interior of the joint 
is required, it may be necessary to perform a semilunar 
arthrotomy or a median arthrotomy by vertical section of 
the patella. The latter route would seem to afford less 
risk of exposure to fresh infection and a better functional 
prognosis than the semilunar method, in which the patellar 
ligament is transversely divided. Certain surgeons have 
advocated the routine employment of a semilunar incision 
in all cases, to provide for complete examination of the 
joint; but the risk is considerable, and, in the large majority 
of cases, unnecessary. 

Serious comminution of the patella is treated by a primary 
excision of the bone, preferably subperiosteal; the joint is 
cleaned, and the synovial membrane sutured as far as 
possible. Minor fractures are treated by esquillectomy, the 
joint cleaned if penetrated, and the remaining fragments 
united by suture of the periosteum and ligaments, or by 
encircling the bone. In many cases the patellar lesion is 
merely an element of an extensive articular fracture ; the 
whole bone is then removed in the course of a resection of 
the joint. 

Primary reseotion of the knee is indicated in those cases 
in which the separated fragments of bone are so extensive as 
to render the future of the joint functionally hopeless. There 
is no object to be gained by conservative treatment unless 
the general condition of the patient is unfavourable for a 
severe operation. Fractures of this type afford a great 
potentiality of serious osteomyelitis, and it is therefore 
advisable to eliminate widely the sources of infection by 
resection and at the same time to hasten the inevitable 
ankylosis. Reference has already been made to the question 
of amputation of the lower limb. In both these forms of 
operation measures should be taken to combat shook by 
nerve-blocking and by saline infusion, &c. 

Much has been written about the secondary treatment of 
knee wounds. Some surgeons claim good results from simple 
drainage. Ohutro has successfully applied Carrel’s method. 
Others open the joint widely, turn back the patella, remove 
the semilunar cartilages, and divide the lateral and cruciate 
ligaments ; a position of flexion is maintained until infection 
is subdued, and the joint is resected or merely extended at a 
later period. Chaput advocates drainage by patellectomy. 
Fullerton has had good results from resection with wide 
separation of the bones. Ballance advises resection with 
removal of the sharp posterior margin of the sawn condyles, 
in order that drainage of the intercondylar and post- 
condyloid pouches may be established. Yet another school 
resorts to early secondary amputation where more conser¬ 
vative measures, such as aspiration or simple arthrostomy, 
fail to establish drainage. 

Other Joints, 

The Elbow ,—In the elbow it is practically impossible for 
the synovial membrane to be wounded without associated 
injury of bone. Wounds of this joint are less dangerous, 
however, than articular fractures of the knee ; in the event 
of septic arthritis, it is possible effectively to establish 
drainage as a rule, and amputation—a catastrophe in the 
upper limb—is rarely necessary. At the same time, the local 
result is frequently unsatisfactory, and ankylosis or flail limb 
is only too common. Of the two, ankylosis in a good 
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position is the more profitable. It is therefore advisable to 
err on the conservative side in removing bone. When a typical 
resection is definitely indicated, every attempt should be 
made to preserve the periosteum and capsule as far as 
possible. Arthrotomy, whether primary—to be followed by 
suture —or secondary, for purposes of drainage, may be 
effected by excision and enlargement of the original wound ; 
by incisions on either side of the olecranon, preferably the 
outer; by division of the external lateral ligament; or by 
subperiosteal removal of the olecranon process. 

Fixation in a flexed position is generally desirable. Early 
movement should be applied where the evolution is aseptic. 
Inevitable ankylosis is met by securing the joint at an 
angle of 100° or otherwise as the patient’s occupation 
indicates. 

The Shoulder .—Complete resection of the shoulder is also 
followed frequently by very considerable limitation of move¬ 
ment, especially when the function of the deltoid has been 
impaired by inflammation or by loss of tissue. Ankylosis is 
again preferable to a flail limb, and economical removal of 
bone fragments is better on the whole than typical resection 
unless the latter is definitely indicated by serious comminu¬ 
tion in the early stages or urgent need for radical drainage 
later. Drainage operations should take into account the 
subscapular, bicipital, and infraspinate synovial protrusions. 
Posterior, and especially external, incisions endanger the 
circumflex nerve, although the former are frequently 
necessary. Occasionally a foreign body lodged in the head 
of the humerus may be removed through an osseous channel 
without opening the joint. A form of triangular humerus 
splint may be applied to the treatment of shoulder wounds. 
The position of election for ankylosis is abduction (50°), 
with slight flexion and internal rotation of the arm. 

The Wrist. —The tendency of the carpal bones to necrose 
and the complexity of the synovial cavity and tendon sheaths 
in the neighbourhood of the wrist render the treatment of 
established infection difficult as in the knee-joint. Although 
the results are less dangerous, the restoration of function is at 
least as important economically in the former. Primary 
treatment is strongly indicated , in spite of a natural tendency 
to neglect wounds of less vital importance during the early 
stages of evacuation. Unless the wound is comparatively 
innocuous and likely to respond to conservative treatment, a 
long dorsal incision is made between the tendon of the 
extensor longus pollicis and that of the extensor indicia, or 
on the inner side of the joints if more convenient. Osseous 
fragments are removed and fractured carpal bones enucleated. 
Complete resection may be required for satisfactory drainage 
at a later stage. Retention in a position of dorsiflexion is 
indicated in view of the possibility of ankylosis, but in 
favourable cases early movement should be practised. 

The Hip. —Wounds of the hip-joint are frequently accom¬ 
panied by lesions of more immediately vital importance, such 
as abdominal or seriously infected buttock wounds. On 
account of the comparative anatomical simplicity of the 
joint itself the ultimate establishment of satisfactory 
drainage, whether by arthrostomy or resection, is fairly 
certain. It is therefore advisable to withhold resection 
during the early stages of evacuation, as the operation is 
severe and the necessary post-operative fixation cannot be 
adequately applied during transport. Excision of the 
wound, posterior drainage or Carrel’s treatment, represent the 
primary measures. Disarticulation is exceptional. Jones’s 
abduction frame provides a satisfactory form of splint. A 
position of extension with slight abduction and outward 
rotation of the thigh is assumed in case of impending 
ankylosis. 

The Ankle. —Astragalectomy is said to have afforded good 
results in wounds of the ankle that fail to respond to the 
more conservative measures. In severe wounds amputation 
should not be withheld; it guarantees a safe result and 
inflicts a comparatively inconsiderable disability in return. 

In general, wounds of joints are classed with the more 
dreadful injuries of war ; but in no other branch of military 
surgery may so great an individual and national benefit be 
derived from thoughtful treatment. 

I am greatly indebted to Captain * Lazarus-Barlow and 
Captain Adrian Stokes for pathological suggestions, to 
Captain S. Littlewood for notes on late treatment, and to 
Sergeant Shirley, R.A.M.C., for expert advice in radio¬ 
graphy ; also to the authors, chiefly French, of recent 
publications referring to this subject. 
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Treatment by direct transfusion of blood has attracted 
much attention of late during the course of the war, since 
benefit has been obtained by it in many cases of haemorrhage 
and in certain cases of anaemia secondary to sepsis. Lives 
have been saved when all other methods of resuscitation have 
failed. In many cases the effect has been immediate and 
dramatic. We have seen patients who were blanohed and 
shocked and with a pulse hardly perceptible brought back to 
life in a most astonishing way, and we believe that the 
method ought to be used much more widely than is the case 
at present. At the same time, we do not recommend its 
indiscriminate use, and we ourselves have only resorted to it 
in cases which we considered desperate. 

Indications. 

After a rapid and moderately severe haemorrhage, the main 
indication is to administer fluid (to restore the normal blood 
volume), and this can quite readily be accomplished by the 
introduction of saline solution into the circulation. If, 
however, the haemorrhage has been very severe, if it has been 
recurrent, or if it has taken place in a patient already anaemic 
as the result of prolonged sepsis, the haemoglobin content of 
the blood may be reduced to a level below that sufficient to 
maintain life. Under these circumstances saline fails to pro¬ 
duce the desired effect, inasmuch as it cannot supply other 
essential elements of the blood, such as haemoglobin. 

As the result of our present experience, we believe that 
when the haemoglobin fails to 20 per cent, or lower, trans¬ 
fusion is imperatively indioated, as the anaemia due to a 
percentage so low as this is sufficient of itself to cause death. 
If the peroentage remains between 20 and 30 for any length 
of time, the amemia is still dangerous, and transfusion *of 
blood ought to be performed. With a percentage between 
30 and 40 the indications are less clear, but there can he no 
doubt that an anaemia of this intensity lowers the patient’s 
resistance to infection. In a patient, therefore, with this 
degree of anaemia accompanied by severely septic wounds 
we are of opinion that Dlood transfusion may often be 
resorted to with advantage. 

Blood with a percentage of haemoglobin of 40 appears to 
be sufficient to carry on full oxidation in a patient at rest in 
the recumbent position. It must be remembered, however, 
that transfusion accomplishes something more than the 
introduction of red corpuscles into the oirculation. The 
introduction of fresh leucocytes and the ordinary protective 
substances of the blood plasma may be, apart from the 
supply of haemoglobin, of service in certain septic cases. 
Reports from surgeons 1 in the war area show that improve¬ 
ment in the condition of septic wounds has taken place'as 
the result ot transfusion, and our experience in several oases 
bears this out. For this reason we think that even when the 
percentage of haemoglobin is 40 or over improvement in the 
condition of patients who are septic and anaemic may still 
be expected from transfusion. 

When the anaemia is secondary to sepsis,it may be regarded 
as an indication of a process of deterioration taking place in 
the blood. If benefit is derived from transfusion under 
these circumstances it is reasonable to suppose that this is 
due to the protective substances of the transfused blood 
rather than to the haemoglobin. This contention was sup¬ 
ported by a few observations on the bacteriolytic power of 
the blood of several of our patients after transfusion, whioh 
were kindly carried out by the late Captain Tanner. The 
haemoglobin given to the patient can be readily demon¬ 
strated and accurately measured, but the other elements of 
the blood are less easily controlled or investigated, and little 
is known of their persistence under the abnormal physical 
conditions obtaining as a result of the various methods of 
transfusion that have been employed. For this reason we 
consider it important to carry out transfusion under condi¬ 
tions as physiological as can be obtained, so that destruction 
of leucocytes or protective .substances may, so far as! is 
possible, be avoided. 
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Selection of Donors. 

No difficulty has been experienced in finding donors without 
causing wastage to the Array. Men who are unfit to return 
to their units for some weeks on account of some slight 
iniury (such, for instance, as a sprained ankle) are generally 
quite willing to give blood to a wounded comrade. 

The donor should, of course, be carefully examined and 
interrogated so as to exclude the possibility of using men 
suffering from such diseases as tubercle or syphilis. We 
have not considered it necessary to examine the compati¬ 
bility of donor and receiver from the point of view of 
agglutination and htcmolysis, as the conclusions to be drawn 
from these tests are by no means definite. In addition, 
septic cases often show auto-agglutination, thus rendering 
the tests unreliable. The dangers of transfusion (haemolysis, 
agglutination of corpuscles, or symptoms similar to those of 



Fig. 1. 


Illustrating the introduction of the cannula', a of i>, Artery of donor, 
v of R, Vein of receiver. 


anaphylaxis) can to some extent be avoided by carefully 
observing the effect of transfusion in the recipient during 
the operation. American writers 2 with wide experience 
do not consider that the risks of a fatal result from trans¬ 
fusion exceed 1 or 2 per cent., even if donors not related to 
the recipient are used and blood tests are not previously 
employed. Under the conditions obtaining in warfare we 
consider it justifiable to take risks so relatively small. 


Description of Method. 


Transfusion is effected from a small artery to a suitable 
vein. The apparatus used consists of two glass or silver 
cannulae connected by a short length (about 7 inches) of 
indiarubber tubing, the whole being coated within and with¬ 
out by a thin layer of wax made by mixing hard and soft 
paraffin. Paraffin has been widely used for the prevention 
of clotting for a long time, but Saxton Pope 1 has recently 
described a method of using rubber tubing coated with a 
mixture for direct transfusion in man. The technique here 
described is an elaboration of a method based on his, our 
own, and others’ experience. 


We use thin-walled, transparent, indiarubber tubing which 
will stand heat and which will allow pulsations to he easily 
felt during the operation. The paraffin mixture consists of 
about equal parts of the constituents, or these should be 
mixed in such proportions as to set at a temperature 
between 43° and 48 C., the optimum being about 45 . This 
mixture may be used again and again, but should be strained 
occasionally to ensure its freedom from solid particles. The 
rubber tubing can be used several times, if necessary, but it 
is preferable to renew it for each operation. Before coating 
the cannula? and tubes should, of course, be absolutely clean 
and dry. 

Coating is effected by immersing the apparatus in the 
paraffin mixture in a bath, the temperature of the mixture 
being kept at about 130 C. Sterilisation of the cannulae and 
tubes is thus effected. The connected cannula) and tubes 
are allowed to fill with the mixture, care being taken to 
avoid air-bubbles. The apparatus is then held vertically by 
seizing the smaller cannula, and the fluid is allowed to run 
out of the end of the larger. The last drops are removed by 
drawing the end of the dependent cannula lightly across 
sterile gauze. The coating is allowed to set, and the tubes 


are then wrapped in sterile material, ready for use. They 
may, if desired, be placed in a sterile test-tube of the 
requisite length, which is then carefully plugged. If the 
tubes and cannulas are coated in this way no clotting 
need be anticipated, as in experiments on animals no 
clotting has been found after 2£ hours. 4 Should clotting 
take place it will be found to be due to excessive iniury to 
the vessels, especially the artery, or to damage lo the 
coating of the tubes from rough handling. The small 
orifices of the cannulas are then quickly blocked and the 
flow ceases. All that is necessary in this event is to replace 
the apparatus with another which should always be at hand. 

The cannulae we have found most useful are those shown 
in Fig. 1. They are silver 5 with a bulbous end so as to 
ensure their retention in the vessels without the necessity 
of tying or holding them in. Glass cannulae of similar 
size and shape may be used. The ends of these are 
bevelled by grinding on stone or brick to facilitate intro¬ 
duction. They have the advantage of being easily impro¬ 
vised in any ordinary clinical laboratory, but it is difficult 
to make a bulb of suitable size to fit tightly into the vessels, 
and they therefore require to be retained by ligature or by 
holding them in—a most tiresome process. The dimensions 
of the cannula 1 are as follows:—Arterial cannula: Length, 
4 cm.; external diameter at point, 2 mm. Venous cannula : 
Length, 4 cm.; external diameter at point, 3 mm. 

Operation 

A glance at the diagrams (Figs. 1, 2a and 2b) will give 
a good idea of the steps of the operation. 

The patient and the donor are placed side by side on beds 
or tables at a suitable distance apart, so that there may be 
no tension on the tubes. A small table, or a board of 
suitable size, may be placed between the beds or tables so 
as to allow the limbs to be placed in position. The limbs 

Fig. 2 a. 



A of D 


Vof R. 


Illustrating on a large scale the Introduction of the cannulir. 

should be placed parallel and as close together as con¬ 
venient. We have found the radial artery of the donor the 
most suitable to use, and in the recipient one of the veins 
at the bend of the elbow or the internal saphenous of 
the leg. 

Local anaesthesia is used and the radial artery of the donor 
and the selected vein of the recipient are dissected out. 
The instruments for each ought to be kept separate and 
the operators, two of whom are necessary, ought to keep 
each to his own vessel to minimise the risk of infection 
being carried from recipient to donor. The artery must be 
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carefully dissected and all unnecessary trauma avoided. 
Rough handling may cause spasmodic contraction of the 
ressel and difficulty in introducing the cannula. In addition, 
unnecessary damage may produce clotting. When both 
vessels are exposed they are ligated at their distal ends 
and a light bull-dog forceps is placed on the proximal end 
of each. A V-shaped incision is then made with sharp 
scissors into each vessel. The scissors must be sharp right 
up to the points, as otherwise the vessel is liable to be 
crushed instead of cut. If the incision is made close 
to the ligature, tension on the latter tends to make the 
opening gape, and facilitates the introduction of the cannula. 
If the nap made by the incision in the vessel is seized at the 
extremity with a fine forceps, the introduction of the cannula 
is still further facilitated. The arterial cannula (the smaller; 
is then introduced and the bull-dog forceps released for a 
moment to allow the apparatus to fill with blood and expel air. 
The forceps is then replaced and the venous cannula intro¬ 
duced. Both bull-dog forceps are then removed and the 
blood allowed;to flow. 

Care must be taken to avoid kinking of vessels or tube. 
Arterial pulsations can be felt through the thin rubber tube 
and in the receiving vein. Under suitable conditions, the 
rubber tube will vibrate with each pulsation. If for any 
reason it is desired to arrest the flow of blood temporarily, 
this should be done by reapplying the bull-dog forceps to the 
artery and not by compressing the rubber tube, as this is 
liable to damage the paraffin coating. At the end of the 
operation the vessels are tied proximate to the injured part 
and cut between the ligatures. The stitches for closing the 
wounds may with advantage be passed before the effect of 
the local anaesthetic has passed off. They then only require 
to be tied at the end of the operation. 

If a patient is suffering from anaemia as a result of a 
secondary haemorrhage and requires amputation (e.g., 
through the thigh) it is usually better to transfuse him 
before amputation rather than after. If the transfusion is 
performed after the patient has gone back to bed or when 
the operation is completed and the dressings applied vessels 
which were invisible at the time of the operation may begin 
to bleed when the blood pressure rises. On the other hand, 
if the transfusion precedes the amputation, the rise in blood 
pressure will ensure that any vessel likely to bleed will do so 
while the patient is on the operating table. In this way 
every bleeding point can readily be detected and dealt 
with. 

Determination of Amowit of Blood to he Given. 

The amount given should be regulated by the condition of 
the donor and that of the recipient. * 

The onset of anaemic symptoms in the donor indicates 
that he has lost as much blood as he oan conveniently 
afford. In a man of average weight these symptoms will 
arise when he has lost about 1000 c.c. (13 pints), if the loss 
has been at the usual rate. The onset of the symptoms is 
dependent on the loss of from 20 to 25 per cent! of his total 
blood volume.* 

In practice .600 to 1000 c.c. will be found a liberal allow¬ 
ance, and we have only once exceeded this amount. 
Robertson 6 recommends a similar amount. During the 
course of the transfusion the donor complains of nothing 
abnormal until from 10 to 25 minutes have elapsed, accord¬ 
ing to the rate of flow. The onset of symptoms (faintness, 
thirst, and pallor) is rather abrupt, and should be taken as 
an indication for stopping transfusion. These symptoms 
may be intensified immediately after transfusion has 
stopped, but they soon subside and never give rise to 
anxiety. The donor's head should be kept slightly raised 
during the operation in order to observe more easily the 
first sign of faintness. If the loss of blood has been slower 
than usual the symptoms of ana)mia will arise at a corre¬ 
spondingly later period. If the donor shows no sign of 
anaemia the inference is that no blood or an insufficient 
amount has passed. This may be due to thrombosis or 
obliteration in the receiving vein (as happened in one of our 
cases). If there is no block in the apparatus a fresh vein 
should be selected and the operation continued until some 
Siam is visible in the donor. 

The symptoms in the recipient that call for cessation of 
transfusion are rigors, praBCordial pain, increase in the pulse- 
rate, and failure to improve in colour though blood is ascer¬ 
tained to be flowing into his vein. These symptoms have 
only been observed in two of our cases (Cases 9 and 13). We 
have never noticed injurious distension of the heart from 
the increased volume of fluid in any one of our patients. On 
the other hand, we have seen a venous engorgement of com¬ 
mencing heart failure, which was present before the opera¬ 
tion, actually disappear daring the process of transfusion, 
and this we attribute to the beneficial effects of the supply 
of fresh haemoglobin. 

* This hM been ascertained by Investigations, u yet unpublished, 
made on blood volume by one of ns (OD.). r I 


After-history oj donors.—We have kept the donors under 
observation in all cases until we were satisfied that all danger 
, of untoward result was past. Nothing more than the most 
temporary disability has resulted in any case. The donor is 
kept in bed for a day or two and is then allowed to get about 
(if the condition for which he was admitted to hospital 
warrants it). At the end of a week he is fit, so far as the 
effect of the loss of blood is concerned, for light work. At 
the end of three weeks he is fit for full duty. In the cases 
in which we have investigated the blood, we have found that 
the haemoglobin percentage begins to rise rapidly about the 
fourth day. This rapid rise continues for some days and is 
then followed by a more gradual rise until at the end of about 
three or four weeks the percentage is practically normal. 

Benefit of Transfusion. 

The main advantages of the method we have just 
described are its simplicity and the fact that the instru¬ 
ments required for the operation can be packed into small 
bulk so as to be capable of being carried in the pocket. 
The apparatus can, if necessary, be improvised from material 
to be found in any clinical laboratory. In addition, the 
transfusion is conducted under conditions as near the 
physiological ideal as possible. The main disadvantage is 
that the amount of blood given cannot be accurately 
ascertained at the time, as can be accomplished by the use 
of Kimpton’s tubes, syringes, Ac. We have, however, tried 
to show that this disadvantage is not of much importance, 
if attention be paid to the condition of the donor and that 
of the recipient. 

Our main object is to insist on the value of transfusion 
of blood, and we consider it of relatively little importance 
by which method it is carried out. Transfusion of blood 
is a procedure, simple, comparatively safe, and of extreme 
value in certain cases. If the results about to be mentioned 
do not look very striking on paper it will be seen that this is 
due to the fact that only desperate cases have been chosen 
for this form of treatment, and that we have not considered 
statistics in our endeavour to give the method a trial even 
in the most hopeless cases. 

The benefits of blood transfusion will vary with the class 
of case. In a patient suffering from anaamia due to haemor¬ 
rhage alone, sepsis being trifling or absent, the effects are 
likely to be immediate, striking, and permanent. Most 
cases of primary haemorrhage fall into this class. 

In a patient suffering from a combination of sepsis and 
anaemia, if the latter is the chief factor, immediate improve¬ 
ment will be apparent in his mental and general condition. 
Most cases of secondary haemorrhage belong to this class. 
The permanency of the improvement will largely depend on 
whether a further haemorrhage can be prevented and sepsis 
controlled. 

In a patient suffering from sepsis and anaemia, if the 
sepsis is the chief feature, and the anaemia secondary to it, 
little immediate change may be noted. Nevertheless, in a 
few days very obvious improvement may occur, apparently 
as the result of the transfusion. The permanency of the 
improvement here will depend on the ability of the surgeon 
to combat the sepsis. The transfusion has given him, at any 
rate, temporary assistance. 

Short Summary of Cases. 

Cass 1.—Private S M under the care of one of tu (H.G.B.). Wounded 
July 4th, 1916, with high.ex plosive shell. There was a wound of the 
buttock involving the bladder. A large piece of shell was firmly 
embedded in the sacrum. On July 13th an unsuccessful attempt was 
made to remove the foreign body. On July 14th considerable bleeding 
from the deep wound took place. Bleeding points inaccessible. 
July 17th, transfusion of blood. The patient at this time was extremely 
ill and almost died as the result of being moved to the theatre. Trans¬ 
fusion produced considerable and rapta improvement. Con-ciouaness, 
which had been almost lost, returned. Respiration and pulse improved, 
and venous engorgement due to falling heart disappeared. A few hours 
later, however, bleeding recurred and the patient died. 

The haemoglobin percentage was 33*7 before transfusion and 39*4 
Immediately after. The patient had reclved 400 c.c. of bl >od as ascer¬ 
tained by subsequent calculations from the haemoglobin percentages 
of donor's and recipient's blood, taken before and after transfusion. 

Case 2.— Private W., under the care of Captain Wilkins. Wounded 
by high-explosive shell on July 3rd. 1916. Head and shaft of humerus 
on left side shattered. Gas infection. Head of humerus excised on 
July 5th. Secondary haemorrhage on July 16th and again (very severe) 
on July 17th. The axillary artery was found divided and the ends were 
ligatured. Patient remained very anaemic and was depressed, irritable, 
and restless. Transfused for 14 minutes on July Zlst. Immediate 
improvement in his colour and in his mental and physical condition 
took place during transfusion. His wounds rapidly cleaned up and his 
temperature settled. This improvement steadily progressed and the 
patient was evacuated to England, some weeks after, looking the picture 
of health. 

The hemoglobin percentage was 25*3 before the transfusion, 36*2 
immediately after, and 42*2 24 hours later. It was estimated that he 
had received 660 c.c. of blood. 
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Case 3.—Private Y., under the care of Major West. Wounded by 
high-explosive shell ou July 6th, 1916. Be had his right leg ampu¬ 
tated at a casualty clearing Btation on July 7th. On July 17th he had 
secondary haemorrhage from extensive wounds of the left leg. Ampu¬ 
tation of the left leg was performed on July 21st. Patient was sent to 
the base with both legs amputated through the knee-joints. His flaps 
were septic, he was anaemic, his pulse was 150, and his temperature 
ranged from 101° to 102° F. As his condition was becoming worse he 
was transfused on July 29th. There was only slight improvement 
noticed in his colour during the operation. On the 31st, however, the 
improvement m his condition was very obvious. His wounds almost 
immediately began to clean up and were granulating well on his 
discharge to England on August 17th. His spirits had greatly 
improved and he had gained flesh. 

The haemoglobin percentage was 22 before transfusion and 38*2 
immediately after. It was estimated that he had received 750 c.c. of 
blood. 

Case 4.—Private K., under the care of Captain Hardy. Acute 
lymphatic leukaemia. The patient reported sick on July 19th, 1916, 
with toothache and sore gums, following malaise which had lasted six 
weeks. Sent to base on July 23rd. Extensive gingivitis and necrosis 
of upper jaw were found. Leucocytic count of 25.000 (mainly large 
mononuclears). This had risen to 141,000 on August 7th. The ulcerated 
surfaces in bis mouth were scraped, and this was followed by a fair 
amount of haemorrhage. Wassermann reaction negative. The local 
and general condition became rapidly worse. Transfusion was carried 
out on August 8th, 1916. The patient's colour improved and his mental 
condition became brighter. The improvement, however, was only 
transitory, and he became progressively weaker and more anaemic at 
much the same rate as before, merely starting afresh from a higher 
level on his downhill course. He died on August 14th. 

The haemoglobin percentage was 17*3 before transfusion and 28*9 
immediately after. It was estimated that he had received 500 c.c. 
of blood. 

Case 5.—Rifleman M.. under the care of Major May. Wounded by 
high-explosive shell on July 23rd, 1916. His left leg had been amputated 
at a casualty clearing station. His right knee-joint was infected, and 
be had multiple wounds of his right leg, thigh, and buttock, also of his 
right arm and forearm and left arm. The wounds showed no tendency 
to heal. The patient was anaemic, querulous, and in poor condition 
when admitted to a b\se hospital on July 29th. He was transfused on 
August 9th. Immediate improvement in his colour was apparent, 
and later his general condition also improved. Amputation was per¬ 
formed for septic arthritis of the knee-joint. He had a large abscess 
extending from the popliteal space to the buttock on the right side. 
The improvement in his condition was not maintained, as sepsis con¬ 
tinued in spite of all efforts to control it. He died on August 23rd. 

The percentage of haemoglobin before transfusion was 36-3, imme¬ 
diately after 50 9 and 57*2 24 hours later. It was estimated that he had 
received 750 c.c. of blood. 

Case 6.—Corporal B., under the care of Major West. He came down 
to the base wrlth a fragment of high-explosive shell lodged in the body 
of his fifth lumbar vertebra; this was removed on August 21st, 1916. 
Secondary haemorrhage took place from the deep cavity on August 31st. 
Transfusion was carried out on Sept. 3rd. Very little improvement 
took place, and his temperature, which had ranged between 103° and 
104° F., continued high. Death from sepsis took place on Sept. 7th. 

The haemoglobin percentage was 24*2 before transfusion, 30*4 imme¬ 
diately after, and 32 7 24 hours later. It was estimated that he had 
received 530 c.c. of blood. 

Case 7.—Under the care of Lieutenant Matson. Admitted to a base 
hospital on July 23rd, 1916, with shell wounds of head and shoulder. 
Gas infection was present. The shattered head of the humorus was 
removed on August 1st, 1916. On August 12th blood culture showed 
30 colonies of streptococci per c.c. of blood. His evening temperature 
ranged from 103° to 105° F., and his pulse was weak and rapid. On 
August 17th he became semi-conscious and began to go down hill 
steadily. He was transfused on Sept. 3rd. There was slight temporary 
improvement, but this was not maintained, and he died from septicaemia 
24 "hours later. 

The amount of blood whioh this patient had received was not 
determined. 

Case 8.— Private C., under the care of Captain Lock. He waa 
wounded by a bullet In the right shoulder on August 18th, 1916. 
Secondary haemorrhage took place on August 31st. The axillary 
artery was found to be wounded and was ligatured. The patient was 
now very weak and anaemic. The temperature rose to 103° F., and his 

I >ulte-rate ranged from 100 to 128. His shoulder-joint waa found to be 
nfected. Gangrene began to appear in the arm on Sept. 3rd. He was 
transfused the same day, preparatory to proposed amputation at the 
shoulder-joint. Definite improvement took place, and the operation 
was carried out on the 4th. His condition remained fairly good till 
the 5th, when he suddenly began to fail, and death took place on 
Sept. 6th from sepsis. 

The haemoglobin percentage was 52 2 before transfusion, 57 imme¬ 
diately after, and 58*2 24 hours later. It was estimated that he had 
reoeived 300 c.c. of blood. 

Case 9.—Lieutenant S., under the care of Major Webb Johnson. He 
was admitted to a base hospital with a septic wound of his left knee- 
joint. On August 16th amputation through the lower third of the 
thigh was carried out for secondary haemorrhage. On August 18th he 
had double parotitis. His temperature remained high and swinging 
and ‘his pulse-rate was usually 120 or over. On August 21st he was 
much worse and looked thoroughly septic. His temperature had been 
ranging from 100° to 103° F., and bis pulse-rate from 120 to 150. He 
was transfused at 2 p.m. on the 2lst. His pnlse-rate liefore the opera¬ 
tion was 136. During transfusion he had rigors and profuse sweating 
and his pulse-rate increased to 150. The weak, rapid pulse and the 
rigors lasted for an hour or more after transfusion. At 5 p.m. his 
condition was good and he felt comfortable. The parotitis, which 
had been diminishing previous to the transfusion, had completely 
disappeared by the next day. The high swinging temperature con¬ 
tinued, however, and he had much pocketing of pus in the amputation 
stump. Aftera very tedious convalescence the patient was transferred 
to England on Nnv. 3rd, 1916, well on the way to recovery. 

As a result of further experience we consider that this patient had a 
definite “serum reaction," and it would have been wiser to have stopped 


the transfusion on the first onset of symptoms. It is open to doubt 
that his recovery was in any way due to transfusion. The percentage 
of haemoglobin before transfusion was 41*3. and 43*5 Immediately alter. 
The amount of blood which he had reoeived was not determined. 

Case 10.—Lieutenant W., under the care of Major Martin. The 
patient was wounded in the right thigh on August 18th, 1916. 
Secondary haemorrhage took place on August 28th. Transfusion 
was attempted the same day, the vein chosen being the internal 
saphenous in the leg. Though the rubber tube pulsated, the donot 
felt no ill-effects, and the patient did not Improve. It was subsequently 
found that the reoeiving vein was impervious a little higher up. above 
the seat of operation. The patient died a few hours later. 

The patient reoeived no appreciable amount of blood. Such a failure 
should be avoided in future by attention to the condition of the donor, 
as has bten explained in the text. Haemoglobin percentage before 
transfusion was 487 and 49 immediately after. 

Case 11.—Private E., under the care of Lieutenant A. T. Edwards. 
He was wounded on July 20th, 1916. On admission to a base hospital 
he was found to be suffering from a compound fracture of the femur 
and was in a very septic condition. On 8ept. 1st a large amount of pus 
w&s evacuated from an abscess in the gluteal region. His condition 
remained unsatisfactory and amputation was decided on. On Sept. 7th 
transfusion was carried out preparatory to amputation. The flow was 
allowed to continue for 12£ minutes. There was an immediate improve¬ 
ment in the colour and condition of the patient. He had, however, a 
rigor after his return to the ward. On Sept. 8th amputation through 
the upper third of the thigh was carried out under stovaine spinal 
anaesthesia. The shock after the operation was very severe, but improve¬ 
ment soon set in and patient was transferred to England In good general 
condition on Sept. 24th. 

The hemoglobin percentage was 21*3 before transfusion, 36*0 imme¬ 
diately after, and 43*5 24 hours later. It was estimated that he had 
received 1000 c.c. of blood. 

Case 12.—Private B., under the care of Captain Drlberg. Patient 
was wounded by a bomb on August 29tb, 1916. The upper end of the 
left tibia was injured, the knee-joint was opened, and he had gas 
gangreqe of his left thigh. He had also a penetrating wound of nis 
chest. Attempts were made to save the leg, but amputation was 
finally decided upon. Preparatory to this transfusion was carried out 
to fit the patient for the ordeal. The improvement was very obvious, 
and amputation was successfully accomplished next day. Unfortu¬ 
nately, the patient had a severe htem-ptysis from an abscess cavity in 
the left lung on Sept. 19th, and died on Sept. 21st. 

The haemoglobin percentage was 33*0 before transfusion, 43 3 Imme¬ 
diately afrer, and 44 3 24 hours later. It was estimated that he had 
received 400 c.c. of blood. 

Case 13.—Private C., under the care of Mr. John Campbell. The 
patient was wounded on Sept. 1st, 1916. He had a compound fracture 
of the upper end of the humerns, and his wound was very septic. The 
temperature ranged from 101° to 104° F. He had moderate secondary 
haemorrhage on the 15th and a more severe attack on the 19th, after 
which the Umb was amputated through the shoulder-joint. His 
temperature remained high after the amputation, and his anaemia 
showed no sign of improvement. He appeared to be going down hill 
gradually. Transfusion was carried out on Sept. 26th. The patient 
was a Canadian and the donor a healthy Scotchman. For the first two 
minutes of the flow the patient improved. He then oomplained of 
feeling cold and actually shivered. Later, he complained of pnecordlal 
oppression, his pulse began to fail, and he became more pailld than he 
was before transfusion. The operation was abandoned, but the pulse 
continued to fail, until it finally became imperceptible about 
20 minutes from the commencement of transfusion. Respiration, 
continued for a few minutes longer and then ceased. Death occurred 
about 30 minutes after the commencement of the transfusion. 
Artificial respiration and the injection of pitnitrin failed to produce 
any improvement. A post-mortem examination was made a few hours 
later. Eo sign of clotting could be discovered in the recipient vain, 
the pulmonary vessels, or the coronary arteries. There was no indica¬ 
tion anywhere of embolism or thrombosis. It seems possible that this 
patient died as the result of “ serum reaction." 

The amount of blood received was not determined. 

Case 14.— Under the care of Captain Wagstaffe. The patient had 
suffered for some months from sepsis as the result of a head Injury 
(with cerebral abscess), a compound fracture of the right femur, 
wounds of the right leg and foot involving the ankle-joint, and wounds 
of both arms. He had become extremely antrmio, and for several days 
previous to transfusion he had been in a collapsed condition with no 
febrile reaction. Amputation of the right leg was performed under 
local anaesthesia and morphia, and he was then transfused. The 
symptoms of shock continued in spite of transfusion, which failed to 
produce any obvious improvement. The patient waa outside our area 
and further details are not available. He died a few days later. 

The haemoglobin percentage before transfusion was 20*9 and 41*7 
immediately after. It was estimated that he had received 750 c.c. of 
blood. 

Oase 15.—Private H., under the eare of Lieutenant A. T. Edwards. 
He was wounded on Sept. 29tb, 1916 There was a compound com¬ 
minuted fracture of the tibia, the wound being very foul. On Oct. 6th 
he had severe secondary haemorrhage, the loss of blood being estimated 
at about a pint, before control was effected. Amputation was decided 
on. On Oct. 7th preliminary anaesthesia was effected by an intra¬ 
thecal injection of stovaine and glucose. A few seconds later oollapte 
occurred, the -patient becoming unconscious, with shallow breathing, 
dilated pupils, and imperceptible pulse. Artificial respiration was 
carried on for 15 minutes, when the pulse again became perceptible at 
the wrist. Amputation was then performed, the patient being still 
unconscious. He was then transfused. In about six minutes hie 
colour improved and he recovered consciousness. The transfusion was 
continued for 15 minutes, and the patient went back to bed with a good 
radial pulse of 88. He continued for some time to have fever, but his 
condition gradually improved and he was transferred to England, doing 
well, on Oct. 27th. 

The amount of blood received was not determined. 

Case 16.—Rifleman A., under the care of Captain Whittington. He 
was wounded on July 10th, 1916. by high-explosive shell, a fragment 
of which lodged in his knee-joint. Attempts were made to save his 
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joint, but this became septic, and the onset of septicemic symptoms 
necessitated amputation through the middle of the tbigh. This was 
carried out on Sept. 24tb. these was considerable shock from the 
operation. Uis temperature gradually fell until the 29th, when it rose 
again, and pain was complained of in the left hip. His pulse, which 
bid from the first been rapid, did not improve. On Oot. 10th a Urge 
py senate abcees was opened in the region of the left hip. The pus con- 
tuned Staphylococcus aureus and a short-chained streptococcus. Imme¬ 
diately after the opening of tbe abscess, transfusion was carried out, a 
brother (weighing 10 st.) being used as the donor. The flow was con¬ 
tinued for 30 minutes, until the donor suddenly showed very obvious 
anaemic signs. He had felt symptoms coming on earlier, but in his 
-endeavour to help his brother had not complained. The patient’s 
colour and condition were much improved. This Improvement con¬ 
tinued for a week or so, but his temperature and pulse began again 
to rise, and he died from sepsis on Oct. 25th. 

The haemoglobin percentage before transfusion was 45*3, and 67*4 tw o 
hours after. It was estimated that the patient had received 1030 c.c. of 
blood. 

Summary of Result*. 

On analysis of the 16 foregoing cases we find that 1 
{Case 10) received no blood owing to an undetected oblitera¬ 
tion of the receiving vein. In 3 (Cases 4, 7, and 14) the 
patients appeared beyond hope of recovery and transfusion 
was only undertaken as a last resort. Of the other 12 in 
which improvement might have been anticipated, 4 (Cases 2, 
3, 11, and 15) made very rapid and satisfactory progress, 
which we could have no hesitation in attributing to the 
transfusion. These cases have recovered or are well on the 
way to recovery. In Case 9 recovery cannot be attributed 
to transfusion ; he suffered from symptoms during the course 
of the flow suggestive of a “ serum reaction.” 

The remaining 7 cases are dead, though hopes of their 
recovery were entertained. Of these cases 4 (Cases 1, 5, 12, 
And 16) showed decided improvement as the result of trans¬ 
fusion, but this, unfortunately, was not maintained. In 2 
others (Cases 6 and 8) slight improvement took place, and in 
1 (Case 13) death was probably accelerated by the trans¬ 
fusion. The fact that improvement took place even in most 
of the cases that died encourages us in the belief that under 
similar circumstances in future transfusion might just tide 
the patient over a critical period and allow time and 
opportunity for further surgical treatment. 

As has already been mentioned, a “serum reaction” took 
place in 2 cases. No serious ill-effects followed in Case 9, 
but in Case 13 (in which death was probably certain in any 
case) the final event was hastened. 

In addition to the cases mentioned above, there must now 
be a considerable number in which the method used by us 
has been tried by officers in our own and other areas. We 
have given the details only of those for which we are 
responsible. During the time one of us (A. F.) was doing 
temporary duty with one of the armies the opportunity was 
taken of discussing the method with officers of casualty 
clearing stations in that army. We append a letter from 
Captain John Fraser, working at one of these clearing 
stations, and also a communication from Lieutenant A. T. 
Bdwards, working at a base hospital, which we think will 
help to encourage those who are interested in this subject. 

Captain Fraser writes as follows :— 

We have had two interesting and successful cases of blood 
transfusion done with your apparatus. Two officers were 
wounded by the same shell, both of them in the centre of 
the upper part of the thigh. Both of them arrived at the 
casualty clearing station profoundly blanched. One appeared 
to be dying—no pulse could be detected, and he was scarcely 
conscious. This case (Case A) was put under light anaes¬ 
thesia and was found to have complete division of the super- 
floial femoral artery and complete division of the deep 
femoral artery and vein. * The superficial artery was sutured 
and tbe channel re-established. The completely divided 
vessels were ligatured. I transfused blood from the donor— 
a big Irishman—for 15 minutes, using liquid paraffin (B.P.) 
as a lubricant. During the whole procedure we had not the 
slightest hitch, and on removing the tubes at the end of the 
proceeding no olot was apparent. This officer is making an 
uninterrupted recovery. 

The second officer (Case B) had complete division of the 
deep femoral artery and vein. No donor was forthcoming 
and I transfused him with two pints of normal saline. At 
the end of 18 hours his condition was much worse. The 
pulse had risen to 160 and his wounds were badly infected. 
A donor was now obtained and we transfused blood for 
22| minutes. Fifteen minutes after the commencement of 
the operation the stream was obviously becoming slnggisb 
and I accordingly changed the tnbes. Otherwise there was 
no hitch. Again I used liquid paraffin as a lubricant. This 
morning officer B has a pulse-rate of 106 and in every way 
is making an excellent recovery. 


Lieutenant Edwards has forwarded notes of a case of 
secondary haemorrhage from the kidney which he success¬ 
fully treated by transfusion of blood, using the method 
described in this paper. 

The patient was wounded in the left kidney by a pieoe of 
high-explosive shell on Nov. 25th, 1916. He had severe 
secondary haemorrhage on Deo. 24th and was blanched. 
The affected kidney was removed, and transfusion was 
performed immediately after. The improvement in the 
patient’s condition was dramatic, and he is now making a 
satisfactory recovery. 
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FRAGMENT OF SHELL EMBEDDED IN 
THE INTERNAL POPLITEAL NERVE: 

ILLUSTRATING THE VALUE OF ACOURATB LOCALISATION. 

By SIR JAMES MACKENZIE DAVIDSON, 

M.B., C.M. Abbrd., 

CONSULTING MEDICAL OFFICER, ROENTGEN RAT DEPARTMENTS OF THE 
ROYAL LONDON OPHTHALMIC HOSPITAL AND THE 
CHARING CR08S HOSPITAL; 

AND 

P. LOCKHART-MUMMERY, F.R.C.S. Eng., 

HONORARY SURGEON, KING EDWARD VII. HOSPITAL FOB OFFICERS, 
GROSVKNOR-GARDENS, LONDON, B.W. 


The patient was a second lieutenant, aged 22, who had 
been hit by two small pieces of shell in the back of the left 
knee and the back of the left thigh. The wounds healed 
rapidly without trouble, and there was no sepsis. He was 
invalided home to the Cliff Military Hospital at Felixstowe, 
When he began to get about there was acute pain down 
the inner side of the left leg and foot in the distribution 
of the left internal popliteal nerve, especially in walking, 
while any movement of the knee-joint or pressure upon the 
popliteal space brought on acute spasmodic pain in the 
nerve. Examination showed a small scar in the popliteal 
space, and deep pressure at this spot produced acute pain in 
the nerve; X ray photographs showed a minute fragment 
of shell deep in the popliteal spaoe. He was then trans¬ 
ferred to King Edward VII. Hospital for Officers. 

The fragment was localised by Sir James Mackenzie 
Davidson in the following manner. 

The patient was laid prone on the X ray couoh, with his 
toes pointing downwards over the oouch-end (Fig. 1). The 
position was maintained by means of sandbags placed on 
either side of the leg to be examined. A very small scar on 
the skin of the popliteal space denoted the point of entrance 
of the minute fragment of shell which had to be localised, 
and the cross wires being laid on the part in the usual way 
their intersection was made to correspond with this soar. 
Two plates were then exposed, the tube being displaced by 
6 cm. for the second exposure, and the localisation worked 
out with the cross-thread localiser. With the limb in this 
position the particle of shell was found to be situated at a 
depth of 30 mm. below the skin of the popliteal space and a 
mark was placed on the skin by means of nitrate of silver to 
indicate the point, which was vertically above the position 
of the foreign body. While the conditions still remained 
rigid a horizontal line was traced, also with nitrate of silver* 
along the outer side of the leg by means of a small gauge. 
This line was parallel with the surface of the couch at a 
uniform distance of 72 mm. above it and with such an 
indicator it was possible for the limb to be replaced on 
the operating table in exactly the same position as it had 
occupied when the X ray pictures were taken. The 
surgeon could be sure, therefore, that the conditions 
under which the localisation was made were exactly repro¬ 
duced, and that the minute particle of metal was still In a 
vertical line at the given depth below the marked spot on 
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Fig. 1. 



To be viewed in a small stereoscope. The lee in position on the X ray couch. The plumb-bob points to the marked spot on 
the skin, vertically below which, at a depth of 30 mm., the foreign body was knowm to be lying. This view also shows, on 
the sandbag, the special director which was used during the operation in order to keep the position after the original mark 
had been displaced owing to the incision. The surface gauge is also shown at the end of the black line traced by It along the 
outer side of the leg. 


the skin. As a further precaution the special indicator 
(already described and illustrated), 1 the purpose of which is 
to enable the surgeon to refer back to a previously ascer¬ 
tained position after the displacement of the skin mark on 
operation, was brought into use, so that at any moment after 
incision the exact direction and position of the foreign body 
could still be made out. 

The operation was performed on Jan. 1st, 1917, by Mr. 
Lockhart-Mummery, assisted by Captain W. B. Ainger, 
R.A.M.C., Sir Mackenzie Davidson being present. The 
patient was put in the prone position, and an incision was 
made longitudinally over the spot indicated by Sir Mackenzie | 
Davidson. This incision was deepened for about 1$ inches, 
great care being taken after displacing structures to return 
them accurately to the plane in which the fragment had t 
been localised. The fragment, which was very small, was 

reached quite , 
easily, thanks to 
the accurate 
localisation, and 
was found to be 
embedded in the 
popliteal vein, 
one edge of it 
pressing upon the 
nerve. The tele¬ 
phone probe was 
used to verify the ' 
foreign body, 
which was then 
seized with for¬ 
ceps and drawn 
out. This re- 
sulted in a 



X ray photograph, taken antero-posteriorly, and 8udclen gush of 
showing the cross wires and Bm&ll foreign blood from the 
body. popliteal vein 

through the hole made by the removal of the foreign body 
which was forming part of the wall. The bleeding was 
stopped by pressure. In the meantime the wound 
was sewn up and pressure applied with a wad and 
bandages. No attempt was made to close the opening 

in the vein, and no subsequent bleeding occurred. The 
wound healed quite satisfactorily by primary union. The 
foreign body proved to be a fragment of shell about the 
size of the head of a wax vesta. 


1 Surgical Director for Assisting in the Extraction of Localised 
Foreign Bodies, The Lancet, 1916, ii., 608. 


This case demonstrates not only the importance of pre¬ 
cision in the preliminary localisation but also the necessity 
of ensuring that the part to be operated on is placed in 
exactly the same position on the operating table as it 
occupied for the X ray localisation. It would scarcely 
have been possible to find a small and deeply embedded 
foreign body 

such as was FlG. 3. 

concerned i n 
this case had 
not the surgeon 
been able to 
dissect carefully 
down upon the 
spot where it 
was known to be 
lying. A vague 
search for such 
a foreign body 
could hardly 
have ended in 
anything but 
disappointment, 
aDd quite pos¬ 
sibly would have 
been disastrous. 

The two plates 
which furnished 
the data for 
this localisation 
were reduced 
and mounted as 
a stereoscopic 
transparency, 
and when viewed 
in a small len¬ 
ticular stereo¬ 
scope gave the 
surgeon a dis- x ray photograph, taken laterally, and 
tinct picture in showing two small foreign bodies, lead 
Tha tp. wires being placed on the scars at the point 

reiiei. Q f entrance . The one nearer to the knoe- 

lative position OI joint is that which was removed, 
the cross wires 

on the skin and the depth of the foreign body and its 
relation to the femur were clearly shown, and the 
surgeon thus had all the necessary information, both 
the exact measurements and the stereoscopic view, ready 
to his hand. 
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AN OCULO-PALPEBRAL PROTHESIS. 

By A. MAITLAND RAMSAY, M.D. Glasg., 

MAJOR, R.A.M.C. (T.); OPHTHALMIC SURGEON TO THE 3RD SCOTTISH 
GENERAL HOSPITAL, GLASGOW. 


When an eye has been severely burnt by molten metal, by 
a caustic alkali, or by a mineral acid, it occasionally happens 
that the lids and orbit are damaged so seriously that the 
ordinary artificial eye cannot be worn. In such cases I am 
in the habit of adjusting an ecblepharon fitted to a spectacle 
frame. There is nothing original in the procedure, for it was 
known as long ago as the sixteenth century, and Ambroise 
Park’s works contain not only a description but also an 
illustration of that form of prothesis. Few references have 
been made to it in ophthalmic literature, because cases 
suitable for its use are of infrequent occurrence. The 
subject has, however, assumed considerable importance 
at the present time owing to the large number of soldiers 
who have been wounded in the head and face, and in some 


the lids an infinitely more satisfactory result is obtained than 
that got from an ecblepharon, no matter how artistic and 
unrecognisable. 

Each eye must be made to suit the individual case, and 
different materials have been suggested to replace the 
damaged lids. The most perfect imitation is obtained when 
the deformity can be covered by an oculo-palpebral prothesis 
made wholly of glass. Such an ecblepharon mounted on a 
silver plate and soldered to a spectacle frame is made 
by Mfiller, and in suitable cases it is so realistic that 
it is only detected after attention is drawn to it. 
Skilled artists in glass are not, however, always at 
hand, and different makers of the prothesis have mounted 
the artificial eye in porcelain, in celluloid, in metal, 
and in various substances having gelatine as a basis 
The drawbacks as well as the advantages of these 
different preparations are obvious. In the striking case 1 
published by Sir William Collins an extensive deformity was 
hidden by a copper-plate skilfully moulded and painted, and 
to this a glass eye was attached. Coulomb and Ruppe 
advise vulcanite, and this is the substance that I have chiefly 



Photographs of Cases Illustrating the Oculo-palpebral Prothesis. 

1a 1b 2a 2b 



of whom the lids and orbit have been destroyed so com¬ 
pletely that there is no possibility of the socket retaining an 
artificial eye. In such cases a carefully adjusted oculo- 
palpebral prothesis hides the deformity so satisfactorily that 
the wounded man can move about among his fellows without 
attention being drawn to the loss of his eye. He avoids, there¬ 
fore,theannoyanceof unnecessary commiseration, and i* placed 
in a much more favourable position for obtaining employ¬ 
ment. The aesthetic value of the prothesis is, indeed, great, 
and it only requires the spectacles to be lifted to reveal the 
astonishing change in the appearance when the ecblepharon 
is removed. It goes without saying, however, that the aid 
of art ought never to be called in until the resources of 
plastic surgery have been exhausted, because if the socket 
can be repaired.so that an artificial eye can be retained by 


employed because of the ease with which it can be moulded 
and painted to harmonise with the surrounding parts of the 
face. The parts to be reproduced are carefully modelled in 
wax, and from the model a plaster-of-Paris impression is 
taken. The soft rubber is then moulded on the plaster-of- 
Paris and thoroughly vulcanised. The artificial eye is 
cemented to the vulcanite lids, and after these have been 
coloured to match the surrounding parts the prothesis is 
attached to a spectacle frame. The lens in front of the 
sound eye corrects any error of refraction which may be 
present, while that in front of the artificial eye is of the 
curvature which is found to give the best cosmetic result. 


i The Lancet, 1916,1., 1217. 

* Annales d’Oculistique, April, 1916. 
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The four soldiers whose photographs illustrate this paper 
have been provided with the oculo-palpebral prothesis 
through the generosity of some of the ladies visiting the 
hospital* I am much indebted to them and also to Mr. John 
Trotter, of 40, Gordon-street, Glasgow, who has taken great 
pains in the construction of the ecblepharon, and the photo¬ 
graphs show that his mechanical and artistic skill have been 
rewarded by satisfactory results. The immobility of the 
prothesis is its most serious drawback, but that is a dis¬ 
advantage which is also present in many cases where an 
artificial eye is worn in the socket. It is important that all 
cicatricial contraction is as far as possible completed before 
the ecblepharon is adjusted, for if any further shrinking 
occurs a readjustment of the prothesis is necessary. 

Case 1.—Private-, aged 26, was severely wounded on 

the leftside of the face by a bullet on July 10th, 1916. He 
was admitted to the 3rd Scottish General Hospital on 
August 5th. The left eye had been enucleated and a deep 
adherent cicatrix extended from the inner third of the lower 
eyelid downwards and outwards one and a half inches across 
tne malar bone. Both upper and lower eyelids were adherent 
to the tissues of the orbit and pulled backwards by cicatricial 
contraction. The scar from the lower lid on to the face 
being very unsightly, was cut out on Sept. 2nd and the edges 
of the wound were carefully sutured. Captain John Morton, 
R.A.M.C. (T.), assisted me at the operation, which, however, 
was not so successful as it promised to be at the time, 
owing to the occurrence of secondary haemorrhage two days 
afterwards. The pressure of the effused blood caused some 
of the stitches to give way, and the result after healing was 
completed is well shown in the photograph. The right eye 
is healthy and vision equals 6/12, measured by Snellen’s test- 
types. The prothesis was adjusted in October and the man 
was discharged on Nov. 11th, 1916. (Fig. 1.) 

Case 2.—Rifleman-, aged 20, was wounded by shrapnel 

on July 2nd, 1916. The bullet struck the left side of the 
nose, shattering the nasal bones, tearing the right cheek, 
and damaging the right eye so severely that it had to 
be enuole&tea. He was treated for four days at No. 1 
Stationary Hospital, Rouen, and then taken to the 3rd 
Scottish General Hospital, where he was first under 
the care of Lieutenant-Colonel T. Kennedy Dalziel, 
R.A.M.C. (T.), who treated the fracture of the nose. 
He was transferred to the ophthalmic department on 
Sept. 6th. At that time a suppurating wound extended 
across the cheek, and the right lower eyelid was completely 
everted. There was a copious discharge of pus from the 
orbit, and the upper lid was dragged into the socket and 
partially adherent to the underlying tissues. Antiseptic 
dressings were applied, and on Sept. 30th a plastic operation 
was performed to remedy the deformity of the lower lid. By 
the end of October the appearances were as represented in 
the photograph. The left eye is healthy in structure and 
function, ana vision equals 6/9, measured by Snellen’s test- 
types. An oculo-palpebral prothesis was adjusted and the 
man was discharged on Nov. 11th. (Fig. 2.) 

Case 3.—Private-, aged 35, was severely injured on the 

right side of the head by the explosion of a rifle grenade at 
Souchez on August 14th, 1916. He was taken to a base hos¬ 
pital, where the right eye was removed, and was admitted to 
the 3rd Scottish General Hospital on August 20th. The 
right orbit was septic, the lower lid was torn and sloughing, 
and communicating with the socket there was a large sup¬ 
purating wound in front of the right ear. Major J. W. 
Downie, R.A.M.C. (T.), examined the sinuses in connexion 
with the orbit and reported that they were not implicated. 
Antiseptic dressings were applied and the suppuration 
gradually diminished. On August 31st the patient com¬ 
plained of difficulty in opening his mouth, but there was no 
trouble in swallowing. Antitetanic serum was injected on 
three different occasions, but there was never any sign of 
tetanas. The wounds healed slowly, the difficulty in open¬ 
ing the mouth persisted, and considerable swelling of the 
face remained over the right superior maxilla. Massage and 
passive movements were applied to the face and lower jaw, 
and the swelling and stiffness gradually lessened. By the 
end of December the wounds had healed, but the orbit was 
so contracted that an artificial eye could not be worn. An 
oculo-palpebral prothesis was supplied, and the man was 
discharged on Jan. 6th, 1917. (Fig. 3.) 

Case 4.—Lance-Corporal -, aged 25, was severely 

wounded on the left side of the head by the bursting of a 
shell near Ginchey on Oct. 22nd, 1916. He says he was 
taken to the 1st Australian Hospital at Rouen, where the 
left eye was enucleated and an “abscess” of the orbit 
evacuated and drained. On Nov. 3rd he was admitted to 
the 3rd Scottish General Hospital. The orbit was sloughing 
and a deep suppurating wound extended from it outwards to 
the cheek and upwards on the forehead, where a large area 
of the frontal bone was exposed. There was also a deep 
wound of the left parietal region. The wounds and the orbit 


were kept clean and treated with antiseptic dressings, and 
antitetanic serum was injected on three different oc6asions. 
Healing was slow but uninterrupted in its progress, and by 
the beginning of January, 1917, cicatrisation was almost 
complete. The eyelids were drawn backwards and had 
become firmly adherent to the tissues of the orbit, and the 
wounds of the forehead and face were represented by deep 
adherent cicatrices. An oculo-palpebral prothesis was 
adjusted and the man was discharged. The right eye i» 
healthy and vision equals 6/6, measured by Snellen’s test- 
types. (Fig. 4.) 

Glasgow. 

THE SURGICAL CORRECTION, WITHOUT 
CICATRIX, OF UNLOVELY NOSES. 

By Dh. JULIEN BOUBGUET (of Toulouse), 

ASSISTANT SURGEON, LATE PROSECTOR AND CHIEF OF CLINIC, AT 
VAL DB GRACE. 


To rectify, or correct, unlovely noses and to render them 
acceptable to the aesthetic sense by means of a surgical 
operation and without leaving any cicatrix appears at first 
sight paradoxical, in that every surgical operation involves a 
scar. This kind of operation therefore encoonters a certain 
incredulity, not merely among persons unfamiliar with 
surgery, but even amongst a number of colleagues. The 
following letter sent to me last year by the ohief of the 
Medical Clinic at the Faculty of Medicine in Toulouse is 
sufficient evidence of this. 

With the Forces, June. 1916. 

On my speaking with colleagues at the field hospital of your nasal 
corrections without scar they gave expression to a certain doubt. 
Being desirous of convincing them I should be obliged if you would 
send me photographs of the cases that we have had the opportunity of 
operating upon together. D. Pujol. 

This kind of plastic suigery being quite a novelty, snch 
scepticism is scarcely surprising. In France we have to 
reach the point of correcting any and every case of nasal 
deformity by operating in the endonasal passage, and it is 
thus that the cutaneous covering shows not the slightest 
trace of a scar. By nasal deformity we understand any 
exaggerated development of the nose in length or breadth, 
any protuberance or deviation, an exaggerated point, or too 
broad or too long an extremity. If rhinoscopy is practised 
after rectification doubt may often arise whether the 
bistoury has actually been used, for the incision in the 
mucosa leaves no visible trace; nor is this surprising to 
rbinologists, who are well aware that after submucous 
resection of the nasal septum with consecutive suture the 
area of incision is identical afterwards with other parts of 
the mucosa not touched by the bistoury. 

Rhinoplaatic operations belong not only to the aesthetic 
but to the psychic sphere. The majority of those upon 
whom we operated did not desire a well-formed nose for 
elegance, or for purity of line, but rather a nose “like 
everyone else,” one which “does not attract attention.” As 
we expressed it in a communication to the Academy of 
Medicine in Paris on Feb. 23rd, 1917, the mentality of 
Cyrano was not created entirely by the imagination of a 
poet, but was the fruit of keen observation* It would carry 
us too far to quote the various complaints we have received 
from patients thus afflicted. . Some speak of the prejudice 
occasioned by this unlovely feature, others of moral suffer¬ 
ing or of the pleasantries of which they are the victims. “ If 
there is anything to be done,” wrote one of them to us after 
having described the shape of his no'se, “ I shall owe you a 
thousand thanks if you will let me know of it, for it is a 
source of suffering to me.” It is necessary to have seen the 
emotional gesture with which the patient hurries to the glass 
at the termination of the operation, and his look of satis¬ 
faction on grasping the result, to be entitled to state that it 
is with them more than the satisfaction of vanity; it is 
actual moral salvation. 

It is generally at puberty that the nose, which presented 
till then a normal aspect, changes in character, if it may be 
so expressed. The nose may develop largely in height, pro¬ 
ducing an exaggerated curvature (Fig. 1 a), or it may be only 
the medial portion that develops, thus resulting in the hump¬ 
backed nose. (Fig. 2 a.) In other cases the abnormal 
enlargement affects the length instead of the height, giving 
rise to various forms of pointed nose ; in one type the nasal 
point is unable to bend over towards the chin, in another 
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bending abruptly towards it. In convex noses, with or with¬ 
out protuberance, and in unduly long noses, the two lateral 
portions of the nasal projection are symmetrical. In crooked 
noses these lateral parts are unsymmetrical, one developing 
more than the other ; the result is a nose deviating from 
the middle line. Of the crooked nose thug formed, the fault 
may rest with the cartilaginous portion alone (Fig. 3a) or 
with both cartilage and bone. Noses may, of course, deviate 
from the straight line, not only as a result of asymmetrical 
development, but from traumatism. 

Finally, in certain cases, an arrest of development may 
occur at the level of the bony framework, affecting the nasal 
bones as well as the ascending rami of the maxilla. These 
bony parts may fall in as a result of acquired syphilis. 
Traumatism may also result in a similar subsidence. What¬ 
ever the origin may be the result is a saddle-shaped 


diminished either with the bistoury or the scissors ; and if 
occasion requires, so that the nostril may not remain too 
wide as a result of this operation, a portion of cartilage is 
removed from the ala. When, on the other hand, the tip of 
the nose is prolonged downwards the length of the septum 
is diminished by the removal of a triangular segment, and 
the point of the nose raised by means of sutures. When the 
point itself projects above the general nasal profile it is 
brought back into line by an operation on the alar cartilage. 
Deviating noses are also corrected by way of the endonasal 
passage. If the deviation concerns only the cartilaginous 
portion, one or several small prismatic segments of mucosa 
and of cartilage are removed from the convex side of the 
septum. The remaining portions are carefully sutured, thus 
rendering the septum perfectly straight. (Fig. 3 B.) If the 
whole nose deviates the frontal processes of the maxilla are 


Photographs of Cases taken Before and After Operation. 
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nose (Fig. 4 A). Other less common nasal deformities occur, 
but the foregoing will serve as a general outline. All varieties 
of unlovely nose can be corrected by intranasal operation 
without, that is, incising the cutaneous covering. 

• Operation. 

This is always performed under local anaesthesia produced 
by an injection of cocaine-adrenalin. The mucosa is incised 
at the desired points ; through the incision so made the skin 
is separated from the bony and cartilaginous framework, 
and the convexity or protuberance removed with a hand-saw. 
In certain cases an electric burr is employed. Finally, the 
skin is allowed to apply itself again to the underlying 
framework. (Figs. 1 B and 2 b.) 

In pointed noses, when the tip does not descend properly 
towards the chin, the height of the nasal septum is 


separated obliquely on each side with a saw from the body 
of the bone and the nasal bones are disarticulated from the 
frontal. The nose is kept in proper position by a dressing 
until completely consolidated. Saddle noses are corrected 
by a bone gratt obtained from the crest of the tibia, of size 
corresponding to the thickness and length required. (Fig. 4 b.) 
When the depression is slight it is readily remedied by an 
injection of solid paraffin, fusible at 60°C. In certain cases 
a small thing suffices to give to the physiognomy a more 
aesthetic appearance, such as the removal of a slight pro¬ 
tuberance and raising the point of the nose. 

Such are the outlines of the operative technique, and if a 
comparison is made of the photographs of patients before 
and after surgical intervention the results obtained may easily 
be estimated. In conclusion, I repeat that in the operation 
by the endonasal route there is never any visible cicatrix. 
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AN EASILY IMPROVISED AND EFFECTIVE 
METHOD OF OBTAINING PLATE 
CULTURES OF ANAEROBES. 

By W. JAMES WILSON, M.D. R.U.I., D.Sc. Belf., 

CAPTAIN, R.A.M.C. (T.F.) ; SPECIALIST SANITARY OFFICER AND INSPECTOR 
OF TETANUS FOR THE BELFAST MILITARY DISTRICT. 


Attention being now directed to the study of anaerobic 
bacteria occurring in wounds, a means of easily obtaining 
pure cultures without the use of costly appliances seems 
worthy of report. The methods here described are, as far as 
I know, original in that no special plates are required. A 
brief review of previous efforts to simplify anaerobic plate 
cultures is given. The method can be improvised even under 
active service conditions and will be found convenient also 
in well-equipped laboratories. The distinctive features are 
the interposition of a perforated circular disc between plate 
culture and vessel containing alkaline pyrogallate solution. 
The discs I use are made of tinplate 1 mm. in thickness, 
but copper or glass would serve equally well. According 
to whether one or two plates or many are dealt with I use 
Method 1 or Method 2. 

Method 1 is convenient for making a few plates. The 
following are required :— 

1. Ordinary sterile Petri dishes. 2. A roll of plasticine or 
some melted paraffin wax. 3. A round disc slightly larger 
than the cover of the Petri dish. This can be easily impro¬ 
vised out of biscuit tins. To make a single plate culture 
anaerobically the surface of the medium is inoculated in the 
usual way. The medium I have used most frequently is 
blood-agar prepared by the method of Wilson and Darling 1 
or recently boiled glucose agar. 

The cover of the Petri dish is firmly fastened to the disc by 
means of plasticine or melted paraffin. Through the aperture 
of the disc lOc.c. of a 10 per cent, solution of pvrogallic acid 
are introduced into the dish and then 5 c.c. of a 40 per cent, 
sodium hydrate solution or preferably about 2-5 gm. of the 
solid alkali. The inoculated plate is at once inverted over 
the disc and hermetically sealed to it by means of melted 
paraffin or plasticine. The amounts of pvrogallic acid and 
sodium hydrate used will, of course, depend on the volume 
of oxygen to be absorbed, the rule being to allow 1 gm. of 
pyrogallic acid and 2 gm. of sodium hydrate for every 
lOO c.c. of space. 

Method 2 .—If many plates are being inoculated it may be 
found more convenient to enclose them in a round, deep 
specimen jar and to invert it over the disc. 

If a gas-supply or a Kipp’s hydrogen apparatus is avail¬ 
able the air in the jar can easily be expelled through an 
outlet tube by gas introduced through the plasticine by 
means of a glass or metal cannula. Where this procedure 
is adopted the last traces of oxygen in the jar can be absorbed 
by employing the cannula to push over the edge of the 
aperture a tablet of sodium hydrate into the pyrogallic 
solution contained in a large Petri dish under the disc. If 
no gas is available, then a larger volume of pyrogallic solution 
must be used in a larger vessel underneath the disc. 

A neat and cheap appliance is to solder two metal discs 
together over two metal tubes opening at the central aper¬ 
ture. Over such a disc plates can be piled and then be 
covered with an inverted glass jar cemented to the disc by 
means of plasticine. A large Petri dish containing caustic 
soda solution is attached to the under surface of the disc by 
a ring of plasticine. When the apparatus is set up coal-gas 
or hydrogen is passed in through one of the metal tubes and 
carries the air out of the apparatus through the other 
open tube. After ten minutes a short length of rubber 
tube is connected to the exit pipe and a small funnel 
inserted into its distal end. Ten c.c. of a 10 per cent, 
pyrogallic acid solution are put in the funnel and the 
coal gas allowed to bubble through the fluid; the funnel is 
raised and the gas almost turned off so as to reduce the 
pressure inside the apparatus and allow of the passage of 
the pyrogallic solution through the metal pipe into the 
Petri dish at the bottom of the apparatus. Before all the 
solution has entered clips are applied to the rubber tubes 
and air excluded. 

In order to avoid U9e of plasticine and to have an 
apparatus which can be used for anaerobic culture either of 
tubes or plates I have designed and had made to my directions 
the apparatus shown in Figs. 1 and 2. This apparatus has 
proved very useful and has given excellent results in 
practice. The principle of it can be readily seen. 

As in other cases, a perforated metal disc separates the 
oxygen-absorbing fluid from the jar containing the plates 


or tubes. The disc (D) is soldered to the walls of the lower 
vessel which also contains in its sides the gas tubes (g). 
The specimen jar is inverted and its open rim is received 
into tne trench containing liquid paraffin which acts as a 
seal (S). The walls of the trench are made up of (i.) side of 
vessel continued.up one inch above level of disc, (ii.) of an 
inner ring of tin plate erected near circumference of aper¬ 
ture in disc. To allow passage of gas through whole 
apparatus the upper part of this ring is perforated, its 
edge serving to support the plates or tubes. 

That the above appliances give good conditions of 
anaerobiosis I have proved by the following experiments 

1. Complete failure of 12 strains of the Meningc/coccus 
meningitidis to grow whilst the same strains on the same 
medium grew well under aerobic conditions. 

2. Excellent growth on plates of (a) B. enteritidis sporogcne* 
isolated from foeces ; ( b) of 3 strains of B. tetani kindly 
supplied to the writer by Lieutenant W. J. Tulloch at the 
instance of Surgeon-General Sir David Bruce, C.B.. F.R.S.; 
(c) of the following micro-organisms: (i.) strains from the 
Pasteur Institute—e.g., B. sporogenes Metchnikoff, B. tetani. 



1. Apparatus for anaerobic culture. 2. Explanatory diagram, a, arrow 
showing perforation through which the gas passes : d, perforated 
disc; g, gas tube (the corresp nding tube on the right side of the 
diagram should turn downwards and not upwards as shown); j. 
inverted jar containing Petri plates; o, layer of oxygen-absorbing 
solution ; p, pile of Petri plates ; R. inner ring of tinplate erected 
on the disc; s. trench containing seal of liquid paraffin ; v, tin 
vessel with soldered-in gas tubes. \ 

Vibrio septique , (ii.) B. histolgticus , B. /alia. r, B. udem., and 
B. aerofetidus of Weinberg, (iii.) two strains of B. perfringens. 
These cultures were lent to the writer by Professor 
W. St.Clair Symmers, who had obtained them from Captain 
H. G. M. Henry, R.A.M.C. 

3. Decolourisation of the marks of a bine grease pencil 
and of methylene blue solution either alone or when 
incorporated in agar. 


Method 1 in the use of a perforated plate with ordinary 
Petri dishes is quite different in technique from any method 
hitherto described, but some account may be given of methods 
which resemble it in principle. 

Lentz 2 (1910) prepared circular discs of filter paper, soaked 
them in pvrogallic acid and dried them. A Petri dish was 
inoculated and inverted over the filter paper, which rested 
on a flat glass plate and which before usenad been moistened 
with caustic soda. The dish was fastened to the plate by 
means of plasticine. . , # 

McLeod * (1913) designed a special porcelain receptacle for 
the alkaline pyrogallate solution and over it inverted a Petri 
dish which was provided with a special edge to prevent con¬ 
densation fluid coming into contact with the plasticine 
employed to connect the dish to the receptacle. 

Kuester* (1913) employed special covers for Petri dishes. 
The cover over which the inoculated plate was inverted had 
a receptacle to hold the oxygen-absorbing fluid. As an 
absorbing fluid Kuester employed for every 150 c.c. of air 
space 2 gm. of acid sulphite of soda dissolved in 20 c.c. of 
distilled water together with 20 c.c. of a 10 per cent, solution 
of caustic soda. 

Ogata and Takenouchi 5 employed three dishes, one being 
used to contain the pyrogallate solution. The inoculated 
plate was inverted over the pyrogallic solution aud fluid 
paraffin or mercury was used as a seal. 
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Method 1 has the following advantages over those 
mentioned above: 1. No special glass or porcelain dishes 
are required. 2. Moisture from the pyrogallate solution 
condenses on the surface of the metal disc and the surface 
of the medium is in this way protected from it. Condensa¬ 
tion of moisture on the surface of the medium is a serious 
objection to several of the above methods. 3. The ease 
with which it can be improvised. Method 3 will be found to 
give as good results as the well-known apparatus of Botkin, 
Bulloch, and Novy, and I think will be found much more 
convenient and cheaper. 

References.— 1. Wilson and Darling: Brit. Med. Jour., 1916, 11., 900. 
2. Lentz: Centrabl. f. Bakt. Orig., 1910, 1111., 358. 3. McLeod, S. W.: 
Jour. Path, and Bact., 1913, xvii., 454. 4. Kuester, 1913: Centrabl. f. 
Bakt. Ref., lvii., 269. 5. Ogata and Takenouchl, 1914: Centrabl. f. 

Bakt. Orig., lxxUl., 75. 

A NOTE ON 

A NEW BONE CLIP FOR THE TREATMENT 
OF FRACTURES OF LONG BONES. 

By JOSEPH E. ADAMS, M.S. Lond., F.K.C.S. Eng., 

SURGEON TO THE EAST LONDON HOSPITAL FOR CHILDREN, SHADWELL ; 
SURGEON, WITH CHARGE OF OUT-PATIENTS, ST. THOMAS’S 
HOSPITAL; CAPTAIN, R.A.M.C. (T.). 

The operative treatment of fractures has for some time 
occupied a prominent place in modern surgery, and any 
method which simplifies or shortens these tedious operations 
will no doubt be readily welcomed. About a year ago I 
made use of two clips of tempered spring steel, similar to 
those illustrated, for the treatment of an oblique fracture 
of the femur in a small boy, aged 7 years, in whom good 
position could not be obtained by non-operative measures. 
The result was very satisfactory, and firm union was obtained 
in six weeks with a quarter of an inch of shortening. His leg 

A B 
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Fig. A shows a transverse and an oblique fracture of the femur, produced 
bv saw-cuts, held In position by clips, drawn from an actual specimen. 
The upper oblique fracture was easily secured by one clip. The lower 
transverse fracture is held in good position by one flanged clip and 
another embracing both flange and proximal fragment. 

Fig. B shows the Introducer, the prongs of which pass through small 
loops at the ends of the clip. When this is withdrawn the clip will 
close tightly on to the bone. This instrument is made with a screw- 
joint so that it can be taken apart. 




to-day is perfect in function and a skiagram shows satisfactory 
progress in bone growth despite the partial circular constric¬ 
tion to which the bone has been subjected for nearly 
12 months. For various reasons I have not had very many 
suitable cases under my care requiring operation since this 
date, but recently I have improved the clip by the addition 
of a series of teeth turned over from its edge, and these 
will hold it firmly in place and prevent rotation of the frag¬ 
ments. I find that rarely, at any rate in children, will it be 
necessary to use more than one clip for an oblique fracture. 
So well does the new clip work that I have recently applied 
one for treatment of an oblique fracture of the femur, and 
now have considerable difficulty in finding the line of 
fracture in the post-operative skiagram. 

In transverse fractures the case is rather different. 1 
have therefore added a flange, so that the fracture line 
may be splinted by the flange attached to one clip and 
secured to the other fragment by a clip embracing both 
flange and bone. (Figs. A and B.) 

Circular constriction of bones in the treatment of fractures 
is open to the theoretical objection that the vascularity of 
the bone may suffer and lead to arrest of growth or even 
atrophy, but for some time past Parham and Martin 1 have 
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Skiagram of an oblique fracture of the left femur in a boy of 8 years 
treated by means of the bone clip. 1. Before operation, De2. 7th, 1916. 
2. After operation, Jan. 4th, 1917. Lateral view'. 3. The same. 
Antero-posterior view'. 

employed a band of metal which completely encircles the 
shaft in the case of oblique fractures, and they report no 
ill-effects. With regard to my clips I may say that I have 
used them for fractures of the tibia as well as the femur, and 
they are designed to encircle the bone for not more than 
two-thirds of its circumference; the addition of the spikes 
prevents pressure over a large area of bone. In any case 
there is no process of rarefaction initiated affecting the 
medulla, similar to that which may follow the fixation of 
screws through the cortex of the bone, as in the application 
of Lane’s plates. 

With regard to the instruments illustrated it will be seen 
that I show only bone clips and an introducer. As a matter 
of fact, the only other special instruments required are a 
pair of curved bone retractors as designed by Sir Arbuthnot 
Lane. These instruments are of the greatest use in holding 
the fragments of the bone clear of muscle whilst traction is 
applied and they are manipulated into position. It will be 
seen at a glance that the introducer is designed so that the 
principles of aseptic surgery can easily be complied with, 
and there is no necessity to touch the clip with anything 
but the prongs of the introducer, which fit into the loops of 
the clip. This can then be passed round the bone fully 
open until the best position as regards fixation of the frag¬ 
ments is found, and then, and not until then, the prongs 
should be disengaged. This warning is important, as it is 
difficult to remove the clip whpn once it is placed in position 
without disturbing the set of the fracture. 

The subjoined skiagrams are of the second case which I 
have treated in this manner. The patient, a boy, aged 
8 years, is now (Feb. 5th, 1917) up and walking about the 
ward without crutches, with no shortening, and with a 

1 Surgery, Gynecology, and Obstetrics, November, 1916. 
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f>erfeotly sound leg. It has been apparently firmly united 
ever since the third week after operation. 

It maybe that we have yet to learn what is meant by 
‘J primary union ” of a fractured bone, and this case appears 
to exemplify it. 

I am publishing this preliminary note as I trust that 
other surgeons may be attracted by the method sufficiently 
to give it a trial. Personally, I shall be glad to be rid of the 
huge armamentarium of Lane's plating apparatus, at any 
rate for the shafts of long bones, and to be spared the 
tedious task of applying such plates and screws. With my 
dip the fixation of the fragments is the work of a few seconds 
when once perfect apposition has been attained. 

The clips and introducer have been made for me by 
Messrs. Lewis and Co., of Westmoreland-street, W., and I 
am now having suitable ones made for use on bones other 
than the femur, which probably does call for operative fixa¬ 
tion more frequently than any other bone. It is possible 
that this method of fixation of fragments may be permissible 
in the treatment of compound fractures, since it involves no 
interference with the medulla of the bone. Moreover, union 
of the bone in an oblique fracture is favoured by pressing the 
raw surfaces together. If removal of the clip be required at 
a later date the two halves of the introducer can be separately 
passed through the loops of the clip, screwed together, and 
used to withdraw the clip much in the same way as midwifery 
forceps are employed. 

For the accompanying skiagrams of a case before and after 
operation I am indebted to the Children’s Hospital, Shadwell 
where the operation was performed in December of last year. 


JBthical jtotits. 

ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNECOLOGY. 

Post-Operative Tympanites. 

A meeting of this section was held on May 3rd, Dr. G. 
Blacker, the President, being in the chair. 

Mr. J. D. Malcolm read a paper on this subject. He argued 
that the nervous system of the intestine was temporarily put 
out of gear by the stimulations associated with exposure 
and manipulation of the peritoneum during abdominal 
operations, results being a delayed activity of the propelling 
function of the alimentary canal and as a consequence some 
degree of discomfort, nausea, and distension of the abdomen, 
the action of a purgative being frequently necessary to restart 
normal peristaltic activity. Occasionally it was impossible 
to get the bowels to move by any means, and then if there 
was no other complication a tympanites developed and con¬ 
tinued until death took place. In some such cases life could 
be saved by making an intestinal fistula. This treatment if 
it effected a cure was followed by a subsidence of the 
distension and by a movement of the bowels a few 
days later in response to enemata or to purgatives. The 
fistula was closed after a time without any subsequent 
bowel difficulty. Under such circumstances there was 
clearly no paralysis and no obstruction of any part of the 
intestine, only a short rest of the lower bowel was necessary 
to effect a cure. When such cases died unrelieved signs of 
septic peritonitis were always found at an autopsy if the 
patient died slowly, because micro-organisms passed from the 
bowel to the peritoneum when the patient was in extremis. 
But in many such cases there was no spreading peritonitis 
when a second operation was performed, and therefore the 
peritonitis followed and could not be the cause of the 
tympanites. Intestinal adhesions might aggravate the 
difficulties of the propelling force even if a complete 
mechanical obstruction was not produced. Opiates 
also induced symptoms of obstruction. The chief object 
of the paper, the speaker said, was to differentiate 
those cases in which trouble began with an inefficient peri¬ 
stalsis from others in which a septic-spreading peritonitis 
was the first pathogenic condition and was followed by 
paralysis of the bowel and tympanites. Unless these two 
classes of cases were recognised many of the conditions 
following operations upon the abdomen could not be under¬ 
stood, and confusion must arise between the peritonitis which 
was a cause of tympanites and the peritonitis which was a 
consequence of tympanites. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of Obstetrics. 

Ufematemesis and MeUfrna Neonatorum .— Vaginal Plug. 

A meeting of this section was held on April 20th, Dr. 
Gibbon Fitzgibbon, the President, being in the chair. 

Dr. Bethel Solomons read some notes on a case of 
Hsematemesis and Melsena Neonatorum. The bleeding 
started on the day after the delivery, which was uneventful, 
and large amounts of red blood were passed by the mouth 
and rectum. The detailed history of the case was given, and 
the following points were noted :— 

1. That the child was a female; the condition being 
supposedly more common in males. 2. The fact that 
ice-cold water, which is recommended in these cases, causes 
reat pain; while, when the chill is removed, haemorrhage 
oes not recommence, and there is no more pain. 3. That 
starvation can be sustained for so many days (six in this 
case). 4. That the cure in this case was effected by good 
nursing, warmth, quiet, water, a mixture of adrenalin 
chloride and calcium lactate, and the injection of horse 
serum; that the baby disimproved when the serum was 
temporarily stopped, and improved when administered 
again; that large doses of serum give better results than 
small, and that when given hypodermically or by the mouth 
the result seems to be the same; that while no anaphylaxis 
was noticeable in this case, the physician should always be 
ready for this phenomenon, for which the best treatment is 
pituitary extract in small doses. 5. That it was possible that 
the ulceration in the gastro-intestinal tract was caused by 
some toxin carried from the mother to the child while still in 
utero. 

Dr. E. Hastings Tweedy said that these cases were nearly 
always due to duodenal ulcer, and horse serum in massive 
doses appeared to act as a specific. The dose should not be 
smaller than 10 c.c. It was seldom necessary to repeat the 
dose. Once the bleeding ceased the infant’s condition 
rapidly improved, and perforation of the bowel appeared 
never to occur. Starvation was unnecessary for more than 
two days; breast-milk might then be given.—Dr. Spencer 
Sheill said that he had published notes of a similar case 
two years ago, the treatment of which by horse serum was 
the first recorded success. He believed a more rapid and 
successful result would have been obtained by 10 c.c. doses 
of serum, instead of the smaller and repeated doses.—Dr. 
W. M. Crofton thought the serum must act by inducing a 
larger production of thrombin, since, if mixed with fresh 
blood outside the body, it delayed clotting. He described 
two cases of anaphylaxis occurring after the first injection 
of serum intravenously, and discussed the probable cause of 
the change in the serum producing this. These cases had 
led him to introduce pituitrin for the treatment of anaphy¬ 
laxis. He criticised the exhibition of lime salts by the 
mouth, suggesting that they could have been better given in 
the form of the mother's milk. 

Dr. Hastings Tweedy read a paper on the Ability of the 
Vaginal Plug to Cause a Direct Pressure on the Uterine 
Vessels and on the Side Walls of the Pregnant Uterus. He 
said that the plug had a different significance in Dublin from 
that which it enjoyed elsewhere. It was impossible to cause 
compression of the uterine vessels if rolls of cotton-wool 
(each tied round with a string) were passed into the vagina 
with the aid of a speculum and plugging forceps. If, on the 
contrary, the left hand was entirely inserted into the vagina 
and small pledgets of moist cotton-wool were inserted by 
means of the other hand, it was comparatively easy to press 
from 30 to 40 separate pieces into the canal and to force up 
the lateral fornices until a hard tumour could be felt rising 
high above Poupart’s ligament. In the year 1898 he had 
brought forward evidence that a plug so inserted was able 
to stop the circulation of the uterine vessels. Recently, in a 
series of Caesarean sections, he had been able to demonstrate 
in a convincing manner that the plug acted in the way 
explained in his former paper. 


Medical Students in Switzerland.— The total 
number of students studying medicine at the Swiss uni¬ 
versities during the winter 1916-17 was 1801, of whom 291 
were women. Out of this number 726 were foreigners, and 
of these 185 were women. The students were distributed as 
follows: Basle, 215; Berne, 411; Geneva, 512; Lausanne, 
248; Zurich, 515. 
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Science and the Nation. 

“ What people call Applied Science is nothing but 
the application of Pure Science to particular classes 
of problems,” said Professor Huxley, and thus 
corrected a popular misunderstanding of the times 
which still flourishes, if not so freely now as then. 
For certainly the mass of the public believe that 
the man engaged in research—the chemist or 
physicist in the highly organised laboratory attack¬ 
ing specialised problems—is not bringing the 
mystical qualifications, with which they willingly 
credit him, to bear upon the practical issues of life. 
This frame of mind arises from two main causes. 
The first is the ignorance of the public of the 
grammar of science, an ignorance displayed even 
by the men whose daily routine brings them'into 
immediate contact with the results of scientific 
research. It does not enter into the mental 
equipment of the average citizen to understand, 
even in a general way, the terms of science or 
the obvious phenomena of chemistry or physics. 
In the factory, the brewery, the railway shed, he 
knows accurately many things, but his knowledge 
is utilised for the most part empirically and 
specially—he has little idea of the general signifi¬ 
cance of what he is engaged upon. He has never 
had education along the necessary lines. The 
second main cause is no less obvious why the public 
do not perceive that the applied knowledge, which 
activates the best part of the world's activity, is 
just the knowledge which at first emanated from 
research. It is this. The worker in “ pure ” science 
does not and cannot announce beforehand that he 
is going to solve a certain problem, or to make a 
discovery which will have a certain outcome in 
“ applied ” science; hence, when the public come 
into possession of the results of research, no history 
reaches them connecting the practical benefits, 
which the public can appreciate, with anything 
which anyone has previously done in a laboratory. In 
this way the debt owed to research goes unrecognised, 
and the oversight may have a specially dangerous 
sequel to-day. For all can see that after the world- 
war many industries will have to be rebuilt which 
rely wholly upon applied science ; and there will be 
an enormous impetus given to the output of all 
sorts of commodities, the' manufacture of which 
depends upon the use of high technical knowledge. 
Attempts to go forward on the commercial side 
without reference to the proper source of energy— 
namely, research—will be slow, ill-directed, and 
unsuccessful. 

Recognition of this position has inspired a group 
of Cambridge graduates, holding high positions in 
their branches of pure science, to write a series of 
essays demonstrating how research carried on in 
their various departments has led in the past, 


and is leading now, to the conduct of the business 
of life in its most useful, nay, most indispensable, 
forms. No one needs to be convinced on this 
point as far as mathematics and physics are con¬ 
cerned, but in other directions the evidence does 
not lie so clearly in sight, and its production in these 
essays may be very valuable. Mr. Walter Rosenhain, 
superintendent of the Metallurgy Department of the 
National Physical Laboratory, for instance, proves 
that our immense strides in metallurgy, enabling 
metal strains to be definitely calculated and 
“ fatigue ” avoided, and alloy steels and aluminiums 
to be manufactured of infinite hardness, started 
with the invention, in the course of research 
work by Le Chatelier, of the thermo couple 
for the registration of enormous temperatures, 
and with the discovery by Henry Clifton Sorby 
of the crystalline structure of metals ; and it is 
piquant here to recall that the importance of 
Sorby’s work was quite unrecognised at the time 
when it was done, while he himself could not 
have been aware of its great significance. Mr. 
F. W. Keeblb, director of the Royal Horti¬ 
cultural Society’s Gardens at Wisley, Mr. W. 
Dawson, reader in forestry at Cambridge, Mr. 
R. H. Biffen, professor of agricultural botany, 
and Mr. T. B. Wood, Draper's professor of 
agriculture in the same University, show respec¬ 
tively how the methods of intensive cultivation 
have been discovered by research; how the output 
of timber, for some time so perilously short in this 
country, can be largely increased by attention to 
scientific procedures, planned and tested in the 
laboratory; how systematised breeding may improve 
the yielding capacity of wheat, and place the 
nutrition of farm animals upon a rational basis. 
More than one of these writers point to the 
botanical experiments of Gregor Mendel in the 
garden of an abbey as the inspiration of scientific 
labours that are already bearing famous fruit; for 
Mendel, like Sorby, was building better than he 
-jknew, and illustrating the impossibility of pro¬ 
phesying what will be the scope or influence of 
any scientific discovery at the moment that it is 
made. The examples of the association between 
research and manufacture given by Professor W. J. 
Pope, professor of chemistry at Cambridge, in the 
opening essay of the series, are drawn from the 
conditions of war, and he points, as we have done 
already in these columns, to the curious fact that 
certaip great chemical industries, like dyeing an^ 
the preparation of synthetic drugs, sources of 
enormous wealth in times of peace, can be 
transformed in times of war into manufactories 
for high explosives. The moral to be drawn here 
lies on the surface for this country. If we had 
been able as a nation to receive with intelligence 
the information from the laboratories of* our 
scientific chemists, we should not have allowed 
these great industries to be wrested from us by 
the Germans, who grew fat on them in times of 
peace, and have employed them against us, to our 
unspeakable hurt, throughout the war. The nation 
was deaf to the message of its chemists. . 

Lord Moulton, one of our most learned citizens, 
in an introduction to the essays which highly 
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commends their study (as we are now doing), 
believes that the vague and artificial distinction 
between pure and applied science does not 
exist as an influential principle in this country. 
This is excellent hearing for the votaries of 
medicine, who can show good cause why there 
should be full appreciation of medical progress. 
Indeed, medical research, since discovery extended 
the scope of medicine from that of an art to that of 
a science, has bestowed through its practical appli¬ 
cation benefits upon mankind that can no longer 
escape popular recognition. The essays dealing 
with the subject sure written by Professor Gowland 
Hopkins, Professor G. H. F. Nuttall, and Dr. G. S. 
Graham Smith, respectively occupying chairs in 
biochemistry, biology, and hygiene at Cambridge, 
and they form an admirable exposition of the way 
in which the highest forms of academic work have 
rapidly found public applications resulting in the 
saving already of untold lives. We need not traverse 
with medical readers the well-known country where 
the landmarks are the discoveries of Pasteur, 
Lister, Koch, Laveran, Man son, Ross, Metchnikofp, 
Behring, Ehrlich, Gorgas, Wright, Bruce, and 
others, or narrate the wonderful ingenuity and 
bravery by which the Panama Canal zone was freed 
from yellow fever; but we congratulate the authors 
of the papers dealing with medical research upon 
drawing a map of that country which for all who are 
commonly intelligent furnishes lucid information 
upon technical matters of extreme complexity. 
The last essay, by Captain W. H. R. Rivers, on 
the value of anthropological knowledge to an 
empire which has the charge of many subject races, 
differs from the other contributions in omitting 
marked examples of success following the applica¬ 
tion of scientific teachings; but the writer has no 
difficulty in convincing us that official blindness to 
the lessons of ethnology has not seldom had tragic 
consequences for ourselves and our dependents. 

We desire for this excellent little volume 1 the 
widest possible circulation; it is a winning bgief 
for those who have been advocating for years the 
endowment of pure research in this country. A 
start has been made, as far as medicine is con¬ 
cerned, with the Medical Research Bureau, but 
the satisfactory beginning must have far larger 
developments. 

■ ■ — ♦- 

The Ratidning of the People. 

The Royal proclamation issued last week as to 
the necessity of husbanding our food supplies no 
doubt brought home to a good many still sceptical 
and heedless people the seriousness of the situation, 
and now we have Lord Devonport’s statement in the 
House of Lords last Tuesday that preliminary 
steeps are being taken to put into force a 
scheme of rationing the nation. It will necessarily 
be a vast piece of administrative machinery which 
will require the utmost care and consideration in 
regard to detail and its subsequent application 
to the common affairs of our daily life. We 

1 Science and the Nation : Kseays by Cambridge Graduates. With 
an Introduction by the Right Hon. Lord Moulton, K.C.B., F.ft.S. 
Edited by A. C. Seward. Master of Downing College, Cambridge. 
Cambridge University Press. 1917. Pp. 328. 5s. net. 


must profit all we can by the experience of the 
past, and especially from the mistakes of those 
nations which have attempted a practical and 
systematic solution of the problem. There are 
already many lessons before us which should 
not require to be learned again. In any case 
we shall be called upon to exercise patience 
and forbearance, and in this we may be helped by 
the hope that it will not be long before the situa¬ 
tion is relieved in obvious ways. Our physio¬ 
logical authorities have done well to urge not only 
what are the daily requirements of the individual 
in regard to the kind and amount of food necessary 
for maintenance, but also to point out the great 
importance of basing allowances upon the demands 
placed upon the energies of that individual. Dr. M. S. 
Pembrey, in a paper published in our present issue, 
refers to this aspect of the question and rightly 
says that a system of rations which pays no atten¬ 
tion to occupation is absurd, for clearly the man 
who does essential muscular work must have a 
greater amount of food than the sedentary worker. 
Otherwise our national efficiency may weU be 
impaired. The particular food needs of the children 
in the family will call also for special attention; 
and, indeed, the whole system of rationing, while 
in any case it must mean exercising considerable 
economies, must have a logical or physiological 
basis or the results may be disastrous. The 
handing out of rations, in other words, must be 
scientifically fair so far as the situation permits. 
Lord Devonport said that it was his endeavour to 
take no measures which would benefit the rich at 
the expense of the poor. Such preference wiU be 
immensely hard to avoid, and can only be avoided by 
limiting each consumer -to the number of calories 
required to maintain his body heat and perform 
the work required of him. Any consumption of 
food in excess of this limit, irrespective of pur¬ 
chasing power, must be made impossible for rich 
and poor alike, if Lord Devonport’s action is to have 
effect. This can be secured by getting a return 
of the routine of the daily life and domestic situa¬ 
tion of the individual. All these questions, we are 
sure, are being carefully considered by the Food 
Controller, who has, no doubt, received the counsels 
of the strong advisory body of scientific men 
placed at his disposal. They are not likely to 
miss any single point vital to the issue, but if 
this should happen the error will be imme¬ 
diately detected, when readiness to modify any 
instructions will be displayed by those in autho¬ 
rity, who have always shown themselves ready to 
take advantage of popular experience. 


Donations and Bequests. — The late Mr. Joseph 
Taylor, of The Bungalow-, Great Barr, Staffordshire, has 
left by will £20,000 to the Walsall and District Hospital, 
£10,000 to the Walsall Victoria Nursing Institution, £5000 to 
ueen’s Hospital, Birmingham, and £2000 each to the 
irmingham and Midland Eye Hospital, the Society for the 
Prevention of Cruelty to Animals, the Wolverhampton and 
Midland Counties Eye Infirmary, and the Midland Counties 
Home for Incurables, Leamington.—By will the late Mr. 
James Forrest, of St. Leonards-on-Sea, has left £5000 in 
trust, which will ultimately be divided between St. George’s, 
the Middlesex, and the Westminster hospitals and the 
Victoria Hospital for Children. — The late Mrs. Anne 
Chambers, of Prince’s-gate, W., has left £1000 to the 
Staffordshire General Infirmary. 
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LESSONS OF THE WAR IN THE MATTER OF 
WATER-SUPPLY. 

Rivers as sources of water-supply—at least in 
the cases of the Thames and Lee—were very nearly 
ruled out some years ago when it was seriously 
proposed to draw on the watersheds of Wales for 
the supply of water to the metropolis, following 
the schemes adopted by Liverpool and Birmingham. 
Manchester draws its supply from Thirlmere Lake 
in Cumberland and Glasgow from Loch Katrine. 
An important difference between lake and moun¬ 
tain supplies and the generality of river sup¬ 
plies is that the former are invariably free 
from lime salts, while the latter are hard. This 
last quality is a source of considerable trouble 
and expense to water consumers in London, and 
notably to those in the Kent districts where 
no attempt is made to soften the water derived 
directly from the chalk wells. Of course, it is of 
prime importance that attention should be given to 
organic rather than to inorganic quality, and this 
is what has been admirably done in the case of the 
river-drawn supplies to the metropolis. We may, 
perhaps, hope that now it appears to be well 
ostablished that raw river-water can be purified 
to any required standard of safety the future 
may see a softened supply also. It is doubtful 
whether a hard water-supply has any prejudicial 
effect upon the public health, but in many 
directions the advantages of a soft water-supply 
are obvious and would result in considerable 
domestic and technological economies. Dr. A. C. 
Houston, the director of water examinations, 
Metropolitan Water Board, whose arduous labours 
on the subject have brought the metropolitan 
water-supply to its present constancy and purity, 
has shown 1 that there are several reasons leading 
to the belief that rivers are likely to be used to an 
increasing extent as sources of water-supply. First 
of all, our sources of supply are limited, and many 
of the available watersheds are already appro¬ 
priated. Then the danger of using river water for 
potable purposes has in the past been exaggerated; 
although it should be remembered that Dr. Houston 
is speaking in the light of present important 
methods of purification largely the outcome of his 
own investigations. Finally, he says, there are 
cases where there is an economic gain in the 
choice or in the retention of a river water-supply, 
adding “ for many years to come, any legitimate 
means of saving money ought to be regarded as a 
national duty.” It was the need for economy 
which led also to the use of a chlorination method 
of sterilisation which saved a considerable amount 
of money and time expended in storage in the 
great reservoirs. Whether such a course would 
have been adopted by this time had not these great 
national economical considerations arisen is a 
matter of opinion. The end, however, has justified 
the means. Dr. Houston frankly says he is not 
pledged to support sterilisation or any other 
special method of water purification. At the same 
time he feels that the war h ag taught us many 
lessons, including the necessity of subordinating 
sentiment to expediency. Pure water is a prime 

1 Rivers as Sources of Water Supply. By Alex. Cruikshank Houston, 
M.B., D.Sc., F.R.8. Ed. London: John Bale, Sons, and Danielsson. 


necessity of life, and, ideally, to obtain it we should 
draw on a pure source of supply. But we have to 
deal with the situation as we find it, and we are 
faced with an impure supply. The only recourse 
then is to put into execution methods which 
without doubt render the raw material whole¬ 
some. This Dr. Houston has done, and he is 
confident of continuing able to do so. It is a 
responsibility that has been finely undertaken. 


THE IMMEDIATE MOVEMENT OF INJURED 
JOINTS. 

At a meeting of the Academic de Medecine of 
Paris M. Ch. Willelms, director of the Belgian 
Military Hospital of Hoogstaede, described his 
treatment of wounds of joints by immediate 
mobilisation. In 1909 he first advocated the 
treatment of hffimarthrosis of the knee by puncture 
followed by immediate walking. Though opposed 
to current teaching this treatment obtained sup¬ 
porters at once. Those who had the courage to try 
it found it superior to other methods by reason of 
its simplicity, complete innocuity, and rapidity of 
cure. Extending this treatment, M. Willelms 
applied it to grave injuries of joints other than 
haamarthrosis. From industrial accidents he ex¬ 
tended the treatment to military surgery. He 
is now convinced that the current method 
of treatment by immobilisation is defective 
and should be abandoned. It leads to stiff¬ 
ness of joints and atrophy of muscles which 
never occur under the new method. The 
former can be avoided by passive movements, but 
muscular wasting can be completely prevented 
only by active movements. To prevent atrophy of 
the quadriceps it is not sufficient that the patient 
performs movements of flexion and extension of 
the knee while lying in bed. He must walk. 
Numerous objections may be made. It may be 
asked, Is not mobilisation painful ? The perform¬ 
ance of the function of a wounded joint is not 
painful, even when there are osseous lesions, pro¬ 
vided no displacement is produced. Will not an 
articular wound render a joint incapable of per¬ 
forming its function? Incapacity occurs only at 
the beginning when the joint is distended by 
effusion, and later when muscular atrophy has 
developed. Will not the lesions be aggravated by 
the movements ? On the contrary, the cicatrisa¬ 
tion of articular and periarticular lesions is 
accelerated by active movements. So far from 
causing irritation, they favour absorption of effusion 
and infiltration, thanks to a kind of internal 
massage so produced. Can the movements aggra¬ 
vate infection? If the joint is closed or insuffi¬ 
ciently opened movements may contribute to the 
diffusion of germs and the extension of arthritis. 
But if there is a good opening each movement has 
the effect of expelling pus, and the joint is better 
emptied than by drainage. Further, movements are 
the best method of promoting absorption of the 
periarticular exudation which always accompanies 
arthritis. In cases of wound of the knee produced 
by a rifle bullet without fracture there is often 
only a simple perforation. All that M. Willelms 
finds necessary is to cleanse and dress the wound. 
He then allows the patient to walk immediately. 
But for wounds due to shrapnel, shell, bomb, or 
grenade he performs free arthrotomy, excises the 
track, removes the projectile, and sutures the 
wound. A simple dressing is applied, and the 
patient is directed to perform movements as fre¬ 
quently and as extensively as possible, even to the 
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point of fatigue. He begins to walk after a few 
days, sometimes almost immediately. The same 
treatment is followed when the articular wound is 
accompanied by osseous lesions without tendency 
to displacement. If the damage of the bone is 
important immediate walking is out of the question, 
and movements of flexion and extension are 
ordered, their extent depending on the amount of 
sound cartilage left. If the greater part of an 
articular cartilage is destroyed there is no longer 
anything to call a joint, and mobilisation is without 
object. If there are extensive bony lesions the possi¬ 
bility of immediate mobilisation depends on the 
absence of any tendency to displacement of the frag¬ 
ments. If this is to be feared mobilisation must be 
abandoned. If the arthrotomy has not ensured 
complete disinfection of the joint arthritis will 
appear—not in consequence of the movements, but 
in spite of them. The joint must then be re¬ 
opened more extensively than before, and while 
allowed to remain open the movements must be 
continued. The pus or other fluid will be expelled 
on each movement and ideal drainage realised. 


ALOPECIA AREATA AND PARATHYROID 
DEFICIENCY. 

Alopecia areata, or area celsi as it is often 
called, is a not uncommon form of baldness. It 
is rapidly produced and patchy in its distribution; 
the patches often spread and may coalesce to such 
an extent as to render the patient completely 
hairless, though such extreme instances are rare. 
The common form of alopecia areata is that in 
which patches or bands of baldness occur on the 
scalp, characterised by the presence at the edges 
of hair-stumps shaped like marks of exclama¬ 
tion. The pathogenesis of the disease is obscure. 
In a few cases the distribution of the bald patch 
over the area of a cutaneous nerve, and its asso¬ 
ciation with a local neuralgia, has suggested a 
local neuritis. To explain the ordinary cases 
three main hypotheses have been invoked. 
According to one view, the disease is microbic 
in origin, contagion occurring, although rarely, 
but no causative microbe has yet been found. 
According to a second view, it is trophoneurotic in 
origin, but against this hypothesis it may be urged 
that the disease is common in childhood and that 
the bald patches but rarely correspond with the 
distribution of any nerve. According to a third 
hypothesis alopecia areata is toxic in origin, the 
toxin, which is unknown, being either produced 
locally or carried to the affected area by the 
blood stream. A fourth hypothesis of the patho¬ 
genesis of the disease has recently been advanced 
by Dr. G. C. Bolten. 1 He holds that it is a mani¬ 
festation of latent tetany, and that it is due to 
deficiency of the secretion of the parathyroid 
glands. He bases this endocrine hypothesis, as it 
may be called, on two cases of the disease he has 
recently treated. One patient was a boy aged 9, 
the other a greengrocer of 48; both presented a 
single recognised sign of latent tetany—namely, 
the presence of Erb’s sign—and the older patient 
in addition had brittle finger-nails and thick 
skin on the fingers, signs held by Dr. Bolten to 
be suggestive of latent tetany. Erb’s sign con¬ 
sists in an increase of the excitability of the motor 
nerves to galvanic currents; the other well-known 
signs of tetany, known by the names of Trousseau 
and Chvostek, were not present in Dr. Bolten’s 


patients and the Wassermann reaction was absent 
in both. The elder patient was neurotic, but other¬ 
wise in good health, and the boy appeared to be 
perfectly normal apart from his alopecia. Dr. Bolten 
does not specify the treatment he gave these two 
patients and, more particularly, makes no mention 
of medication with parathyroid gland substance or 
extract. 


THE SANITATION OF PUBLIC BUILDINGS IN 
THE UNITED STATES. 

The benefits that accrue to the United States 
from having an organised body of medical health 
officers united into a Public Health Service 
manifest themselves in divers ways. For the 
service has its own inspectors, bacteriologists, 
laboratories, and chemists, and appears to be 
hampered by no limitations of scope. It was this 
service which organised the campaign against 
ground squirrels in California when there was fear 
of plague, and which extinguished the now for¬ 
gotten charlatan Friedmann, who tried to exploit 
a turtle-grown tuberculin. The latest field of 
action reported is the sanitary inspection of 
public buildings in Washington, D.C., the results 
of which are set out by Dr. J. R. Hurley, 
of the United States Public Health Service, 
in a recent issue of the Military Surgeon. 
We learn that in 1912 the officers of the Public 
Health Service were ordered regularly to inspect 
all Government buildings in Washington except 
those of the Navy and Army. Some of these are 
museums and historic buildings visited by large 
numbers of people, some are mere offices ; they are 
very various and their management differs accord¬ 
ingly. From the accounts given it is obvious that 
practices vary, but principles emerge, and to these 
we direct attention. Thus the best ventilation is 
held to be by the double aipply and exhaust system. 
Usually the office windows are opened for five 
minutes in the middle of the morning and afternoon, 
the staff during these periods “stirring around.” 
Desk fans are advocated and steam heating, the re¬ 
sulting dryness of the air preventing inconvenience 
from the high temperature reached, which is no 
less than 78° F. To us it appears no wonder that 
ice-water is freely supplied. The optimum is con¬ 
sidered to be reached at lower temperatures with 
76 per cent, relative humidity. Indirect electric 
lighting is preferred because of freedom from glare 
and distinct shadows. A cream-coloured ceiling and 
light shades of buff or green flat-surfaced paint 
that can be washed are recommended for walls. 
The Public Health Service makes itself responsible 
in a detailed way for the lavatory and similar 
accommodation of employees, and in the Govern¬ 
ment Buildings at Washington these things appear 
from the report to be carefully watched. Every 
Government employee is provided with a clean 
individual towel once a week, while hot water, 
liquid soap, and paper towels are in use in the 
lavatories. Rest rooms for women are fitted up 
in practically all the buildings where women are 
employed, sometimes with a matron in charge, and 
sanitary towels are supplied by automatic machines 
or otherwise. Stress is laid by the Public Health 
Service on orderliness of offices. The disorderly 
office, says the report, cannot be cleaned—papers 
on the floor cannot be disturbed by the cleaners 
for fear of loss. Books and papers for record are 
therefore to be sent to filing rooms promptly, and 
all coats and hats to dressing-rooms. All unnecessary 


1 Nederl. Tijdschr. v. Geneeskunde, Amsterdam, 1917,1., 24. 
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pictures are prohibited and the offioe furniture must 
be made to stand on feet to permit cleaning under¬ 
neath. This careful inspection of Government offices 
at Washington raises the standard of welfare of 
Government employees, and should improve the 
whole standard of working office conditions through¬ 
out the United States. Official life in England is 
now very crowded, and we recommend the idea of 
the general inspection of public offices to3 the Local 
Government Board. _ 


A DISCUSSION ON TOXIC JAUNDICE. 

A pull report of the discussion on toxic 
jaundice in munition workers arising from tri¬ 
nitrotoluene and tetrachlorethane, which took 
place at the Royal Society of Medicine on Jan. 23rd 
last, has been issued as a separate volume of the 
Proceedings at 7s. 6d. Dr. T. M. Legge, H.M. 
Medical Inspector of Factories, indicates in his 
introductory remarks the extent of the problem 
which industrial toxic jaundice now presents, and 
its study will be found to throw a flood of light on 
much that has hitherto been obscure in disease of 
the liver and blood. The etiology, symptoms, 
pathology, and preventive measures are dealt with 
by those who have had the widest experience of 
this new industrial disease. Dr. H. M. Turnbull, 
pathologist to the London Hospital, states it as his 
opinion that the study of the lesions caused by 
trinitro-toluene in the liver should be of great 
assistance in the elucidation of the causes of 
examples of similar atrophy of unknown etiology 
found from time to time in the post-mortem room, 
and a similar study of the effect upon the blood 
and the blood-forming organs should go far to clear 
up the cause of various forms of so-called idiopathic 
anasmia. The liver changes are beautifully illus¬ 
trated by three coloured plates and several micro- 
photographs of specimens prepared by Captain 
Matthew J. Stewart, R.A.M.C., pathologist to the 
Royal Infirmary, Leeds. Both he and Dr. P. N. 
Panton lay stress upon the polymorphonuclear 
leucopenia, often of extreme degree, found in 
several cases. Dr. Benjamin Moore, F.R.S., empha¬ 
sises the probability of absorption directly through 
the skin playing a leading part in causation, and the 
importance of clean working as a corollary. A useful 
summary of the discussion by Surgeon-General 
H. D. Rolleston concludes the issue. 


HEART FAILURE DURING AN OPERATION: HEART 
MASSAGE AND RECOVERY. 

A bemabkable example of saving a patient’s life 
after the circulation had failed, during an operation 
for the removal of tonsils and adenoids, by heart 
massage, is recorded by Mr. W. M. Mollison in the 
British Journal of Children's Diseases for March. 
It is remarkable for three reasons. One is on 
account of the length of time, estimated at 13 
minutes, during which the heart stopped beating. 
In the published records of 13 successful cases of 
heart massage for a similar purpose which the 
author has been able to collect, this time-period was 
usually only two or three minutes, the longest being 
eight minutes, and, as he suggests, it is open to 
question whether the heart would not have re¬ 
covered without the massage in such instances. 
The second unusual circumstance was that the 
region in which the operation was performed did 
not of itself facilitate massage; so that a separate 
and rapid incision into the abdomen was required 
in order that the hand, thrust up over the liver, 


could be applied to the heart, the diaphragm 
alone intervening. And lastly, interest attaches 
to the curious cerebral state which continued 
for some days after the operation. The patient 
was a boy aged 6 years. He was slight, but 
healthy in appearance. The anaesthetic, given on 
an open mask, was a mixture of chloroform, two 
parts, and ether, three parts. The left tonsil was 
removed; it was just after the right had been 
similarly dealt with that respiration ceased, cyanosis 
occurred, the heart stopped beating, and the pupils 
became dilated. The abdomen was opened five 
minutes later, after the ordinary means of resusci¬ 
tation had been used and failed. The right hand, 
thrust between liver and diaphragm, easily felt the 
heart; it was motionless. Pressure was exerted 
upon the heart at a rate of about 90 squeezes a 
minute. For some moments there was no response ; 
then some respiratory movements began and con¬ 
tinued intermittently. Still there was no attempt 
at heart contractions. One c.c. of pituitrin was 
injected directly into the heart and massage 
renewed; after about 20 more squeezes the heart 
suddenly began beating strongly. Recovery followed. 
For the next seven days the boy was more or less 
unconscious. For ten days there was rigidity of 
the limbs or choreic movements. Frequently he 
cried out shrilly (meningitic cry); for 36 hours on 
one occasion screaming was almost continuous. For 
12 days there was incontinence of faeces, and for 
15 of urine too. On the tenth day he became very 
violent and tore his bedclothes. Improvement 
gradually followed and he made a perfect recovery. 
The recommendations, in view of this experience, 
which Mr. Mollison suggests are two: first, that 
heart massage should not be postponed too long, 
and, second, that massage ought always to be 
applied through an abdominal wound. 


ANTHRAX IN MAN. 

In the Journal of Agricultural Research (vol. viii., 
No. 2, Washington) Messrs. A. Eichhorn, W. N. Berg, 
and R. A. Reiser, in a paper on “ Immunity Studies 
on Anthrax Serum,” state that considerable amounts 
of anthrax serum prepared with, serum-globulin 
have been furnished for treatment of the disease 
in man with highly satisfactory results. Of the 
serum the curative dose is 40 c.c., administered 
subcutaneously in four or five places. After an 
interval of 24 hours a further injection of 25 c.c. 
may be given, repeated as often as necessary. 
Larger intravenous injections may be given in 
advanced cases. The dose of the globulin prepara¬ 
tion is based on its proportional concentration, 
and is usually from 10 to 15 c.c., which can be 
safely given intravenously. With other types of 
protein absent the globulin preparation is superior 
to ordinary serum inasmuch as anaphylactic reaction 
is minimised. In a number of cases of anthrax in 
man treated at Bellevue Hospital, New York, it was 
found that a marked lowering of the temperature 
and reduction of the cedematous swelling followed 
the first injection of serum. 


The retirement will be announced shortly of Sir 
Arthur May, the Director-General of the Naval 
Medical Service, and we understand that the 
responsible duties which he has so ably performed 
will devolve upon Surgeon-General W. H. Norman, 
C.B.—an appointment which will be esteemed 
throughout the Service. Since May, 1914, Surgeon- 
General Norman has been in charge of the Plymouth 
Royal Naval Hospital. 
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THE QUESTION OF ECONOMY IN FOOD. 

By M. S. Pembrey, M.A., M.D. Oxon., 

LECTURER IK PHYSIO LOOT, OUY’S HOSPITAL. 

It is the duty of the medical profession to point oat 
clearly the relation between an adequate supply of food and 
health and efficiency. It is a problem which has been before 
them for many years and has been investigated from many 
points of view by scientific men in this and other countries. 
The results give the clearest guidance in this time of crisis, 
but the Government have not formed a proper estimate of 
their value. An attempt will here be made to state 
clearly the results, which are not disputed, and to indicate 
the measures which should be employed to meet the 
restricted supply of food. 

Food Requirements of the Body. 

The combustion of foodstuffs is a characteristic of life, and 
in man only ceases with life itself. It is true that men may 
fast for 30 to 40 days without any fatal or very serious 
results, as the observations upon the professional fasting 
men have proved. Water they must have, and food they 
obtain by living upon their own living substance. This 
material consumed by a fasting man corresponds to food¬ 
stuffs which would yield 1500 to 2000 calories per day. The 
man is losing weight rapidly, soon becomes incapable of 
work, and unless the fast is broken will die. If, on the 
other hand, just sufficient food to maintain life be given, a 
man at rest in bed requires food with a fuel value of about 
1800 calories per day to make good the daily loss, which is 
due to the *‘ physiological work” of living. Even during 
the deepest sleep the body is always at work, the heart must 
continue to pump the blood, the muscles of the chest 
contract in breathing, and the glands elaborate their 
products. The two conditions just described give an 
estimate of the minimum needs of an adult. 

The voluntary ration, 41b. bread, } lb. sugar, and 2] lb. 
meat per head per week, yields about 1200 calories per day, 
and when allowance is made for women and children is 
calculated to supply 2000 calories per man. It may therefore 
be considered a maintenance diet, and with the addition of 
other food will form an adequate diet for a man doing light 
work. 

There are points of resemblance and also of difference 
between a man and a machine. No one expects to 
obtain work from a steam or petrol engine without a pro¬ 
portionate supply of fuel; the more work, the more fuel. 
There is always waste, and in respect of efficiency the 
engine is far behind the living body. The points of differ¬ 
ence are enormous. The body is not only a transformer of 
energy, but effects its own repairs, becomes stronger with 
use, and even reproduces itself. The law of conservation of 
energy applies to man. For national efficiency the man 
who does essential muscular work must have a greater 
amount of food than the sedentary worker, and it matters 
not what may be their respective wages. The dietary which 
would be generous for a man or a horse doing no work would 
be slow starvation if he were forced to work hard each day. 
Aeystem of rations, therefore, which pays no attention to 
occupation is absurd. In the following table of standards 
due to Atwater it will be seen that a man doing very hard 
work requires twice as much food as the man who does 
none. 

Condition as regards Calories required 

muscular work. per day. 

None. 2700 

Light. 3000 

Moderate. 3500 

Hard. 4500 

Very hard . 5500 

These values are found to be necessary, as the following 
examples of daily rations will show. 

As regards these data it is true that allowance has not 
been made in all cases for waste; but against this must be 
set the increase due to the food which is bought to supple¬ 
ment the ration. 

1 Part of a lecture on “The Restricted 8upply of Pood: its Relation 
to Health and Efficiency,” delivered to the Roval Sanitary Institute. 
April 25th, 1917. 


Examples of Daily Rations. 



Protein 

in 

Fat 

in 

Carbo¬ 

hydrate 

i 

Calories, 

total. 


grins. 

grins. 

in grins. 

Food supplied free, seamen, R.N. ... 

91 

48 

406 

2585* 

.. .. „ boys, „ ... 

107 

69 

406 | 

2745* 

,. consumed by seamen, „ ... 

176 

— ! 

— i 

| 4060 

Food supplied free to four British { 
Regiments. s 

133 

115 ! 

424 

3369 

U.S.A. Army (peace ration) . 

157 

140 

603 

4179 

Ordinary prisoners, Scotland, light) 
work, mostly sedentary.f 

133 

35 

536 

3115 

U.S.A. labourers at hard muscular i 

177 1 



6485 

work .f 

— 

— 

U.S.A., very poor working people... 

69 

— 

— 

2275 

Japan, labourers. 

118 

— 

— 

4415 

Duke of York’s Royal MilitarySchool # 
(young men) .f 

157 | 

206 

472 

4514 

Boys 9-14 yean of age at English « 
Public School .1 

123 

97 

430 

3400 

Children over 8 yean of age in 1 
L.C.C. School .f 

88 | 

1 

66 

377 

2515 


* Allowed also 4d. a day to buy extra food. 


A system of rations may be necessary under certain con¬ 
ditions, but it is an uneconomical one, and on physiological 
grounds is unsound. It allows little or no free choice of 
food and is not readily adjusted to the various factors which 
determine the need of different qualities or quantities of 
food. Likes and dislikes are expressions of physiological 
needs. Healthy men are animals, and when they work 
steadily and well do not overfeed, even if they have free 
choice of abundant food. This is well shown by the fact 
that the average weight of the body remains very constant 
over long periods, it may be years, in the healthy and active 
adult, and likewise, as would be expected, the average 
consumption of food and the output of work. 

The limitation of the system of rations is shown by the 
presence of dry canteens in the Services, the numerous eating- 
houses in garrison towns and ports, the parcels from home 
and the “ tuck ’’shops for school-children. Rigid rations, 
if they are adequate for a large number of men, must lead to 
waste, for in no other way can allowance be made for 
various physiological needs. 

Regulation of the Supply of food. 

The supply of food may be inadequate in quality, quantity, 
or in both. The foodstuffs which at the present time must 
be considered are wheat, meat, milk, sugar, and potatoes. A 
deficiency in one form of food may be covered by another 
article which is available. Substitution can by physio¬ 
logical processes be carried further than is possible by 
the chemist. In the living body sugar and fat can be 
formed from starch in the food, and the reverse processes are 
also possible. As a general law it may be stated that as 
sources of energy the foodstuffs can replace each other 
according to their values as producers of heat, thus the 
following are isodynamic quantities : —100 grins, fat, 232 
starch, 234 cane sugar, and 243 dried meat. In practice 
an important factor is the relative cost of the different 
foodstuffs, which will be considered later. 

For a condition of health and efficiency the food should 
be more than enough to cover the outgoings in the form of 
heat and work; a balance upon the right side is useful in 
times of extra or special demand. This is especially the 
case in the young, for if this balance is not available healthy 
growth is impossible. Unsuitable food, inadequate in quality 
or quantity or both, is recognised as one of the chief causes 
of the terrible mortality of children. The resistance to disease 
is lowered by unfeeding and lack of exercise, and there are 
reasons to suspect that the economy of food in schools all 
over the country has had, and is having, a bad effect upon 
the health and vigour of the children. 

Many men, women, and children are doing hard muscular 
work which they never did in times of peace ; they must 
have more food if they are to be efficient, and cheap food if 
they are to save money as they are urged by the Government. 

The ideal is a liberal supply of food with free choice. 
This may be impossible, and the question arises, How is the 
supply to be regulated in the interests of the nation? 
The Government have wisely avoided thus far a compulsory 
ration, and have made attempts at control by fixed prioes 
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and other methods. The laws of nutrition will still be in 
force whatever this or any other Government may do, and 
wisdom would lie in the recognition of the supreme power 
of natural law. If one foodstuff is deficient a substitute 
can be found in others, owing to the powers of adaptation 
of the body and its capacity of converting some forms of 
food into others. Moreover, the body as an engine can use 
different kinds of fuel. If coal fails steam may be generated 
in the engines of a ship by oil, wood, or in emergencies even 
by burning parts of the ship itself. From this point of view 
the scarcity of wheat must be considered. 

Cereal *.—Other corn can take the place of wheat and 
should be used for this purpose. There is barley and malt 
used for the production of alcohol, an inefficient form of food 
at the best and a deadly poison in excess. According to the 
Food Controller there are 1,000,000 quarters of brewers’ malt 
in this country at the present time ; it is not to be used for food, 
but for the production of beer. The convictions for drunken¬ 
ness in the Metropolitan Police district and the City for the 
first quarter of this year were 6176. The Food Controller says 
that the food value of beer is not disputed, and the Government 
does not consider it is necessary to save the millions of quarters 
of barley, malt, and other foodstuffs which are used in the 
manufacture of alcohol. There may be reasons of policy 
for allowing alcohol to men in the Services or employed in 
some essential occupations, but there is none for its wide¬ 
spread consumption. An underfed nation is more dangerous 
and inefficient than well-fed men, some of whom are aggrieved 
because they cannot obtain their beer. 

Oats can be used as a substitute for wheat, but there is 
difficulty in obtaining a ready supply ; the oats are being 
kept for the horses. A horse may consume 40 to 80 lb. of 
oats per week, and hunters aod racehorses receive the best. 
Hunting and racing have been and are allowed ; only now is 
the Government taking steps to consider whether savings in 
this respect should be effected in the interests of the food- 
supply of the people. There are thousands of hunters, race¬ 
horses, riding horses, and carriage horses used only for 
pleasure in this country ; the consumption of oats, maize, 
beans, hay, straw, and carrots by these animals must be 
enormous. With the exception of the hay and straw, which 
would be useful for cows, all these tons of food could be 
used by man himself ; the objection that the horses are 
needed as a reserve for breeding and for the Army has no 
force, for all of these animals could be kept at grass, and 
under these conditions would liberate many men for essential 
work. 

The percentage composition of these cereals is as follows : 



Protein. 

Fat. 

Carbohydrate. 

Fuel value 
per lb. 

Wheat flour . 

8-3 . 

. 10 

. 73-5 .... 

Calories. 

.. 1615 

Barley, pearled.. 

6-6 . 

. 10 

. 76*1 .... 

.. 1630 

Maize flour . 

5*8 . 

. 1-2 

. 76*3 .... 

.. 1625 

Oatmeal . 

. 13-4 . 

. 6-6 

. 652 .... 

. 1795 


All of these substances have been used, even in times of 
peace, as substitutes for wheat. In some respects oats are 
a better food than wheat, and the fuel value of one pound 
is greater than the total for one day of the voluntary ration 
suggested by the Food Controller. A horse eating daily 
10 lb. of oats consumes an amount of cereal food which 
would be sufficient for 10 to 20 men. 

Sugar and Potatoes .—Sugar and potatoes are foods which 
were introduced into this country in times relatively recent, 
and it is obvions that they are not so essential as some people 
imagine. The children should have first claim on sugar, and 
they could also obtain milk-sugar in milk and malt-sugar 
in malt, besides those essential substances known as 
“vitamines.” Substitutes for potatoes can be found in 
other vegetables and the carbohydrates of cereals. 

Milk .—The supply of milk is another difficulty, and it has 
received the attention of the Government. A maximum price 
has been fixed for the retailer and the producer ; the farmers 
have been selling their cows and giving up the production of 
milk, notwithstanding the fact that it was a very lucrative 
business, according to many writers to the daily press. For 
young children, invalids, and our sick and wounded soldiers 
milk is a food for which no efficient substitute can be 
found. During the spring and summer months there may 
be no serious shortage, for those are the best months, when 
the cows are at grass, the supply is large and feeding is 
cheap. There is a shortage at the present time and the 


coming autumn and winter will show the effects of the 
reduction of the milking herds. Action, however, must be 
taken now. Heifers cannot be made into milch cows under 
ten months. The Government have revised their “milk 
orders” ; the farmers ask for the recall of these orders. In 
any case a reserve of cows could be provided by the end of 
next winter if the Government purchased at once numerous 
heifers and turned them out to graze with young bulls on 
land owned or taken over by the Government. Even if 
money were an object the transaction would be probably a 
very profitable one. A supply of milk should be safeguarded 
and its cost should be low for the sake of the children, 
even if it be necessary for the State to give a subsidy. 

Other Measures. 

If the scarcity of food is general, the true remedy lies in 
an extension of the supply. Action has been taken at last, 
pasture has been ploughed up, but the highly fertile ground 
of the hop-gardens will apparently in many cases still grow 
hops for beer, instead of corn or potatoes for bread. The 
hop-growers should have compensation if necessary, but food 
they should grow, for it is food which is needed. 

Another source of food which is undeveloped is the salt 
and fresh water fish, but this, owing to the supply of cattle, 
is not so urgent as the question of cereals. 

If the cost of food continues to rise difficulties of a serious 
kind must occur, for a strong man is liable to become 
dangerous when he is hungry. A corresponding rise in 
wages does not meet every difficulty. The wage is not 
adjusted to the size of the breadwinner’s family. A 
great relief and a true safeguard for the present and 
the future would be the free supply of dinner and tea to 
school-children ; the necessary machinery is simple, if the 
expense is a general one borne by the State. The health of 
the future generation could be secured, a great burden would 
be taken from many hard-working and deserving parents. 
Foodstuffs which the labouring classes cannot obtain readily 
or cook could be used in these free meals, and bread would 
be saved. There would be no danger that the children would 
be overfed ; healthy children are active and growing, and the 
law of averages as regards food would hold good. 

Petty orders, such as the prohibition of Sunday-school 
treats and cakes, show no appreciation of the laws of nutri¬ 
tion and cause an amount of irritation out of all proportion 
to the result obtained. The owner of poultry is not allowed 
corn ; the hen does not return in eggs the food value of the 
food consumed ; no animal ever did or ever will, for it must 
have some for its life, but when allowance is made for the 
consumption of refuse the hen is economical. The owner of 
race-horses, hunters, and other horses used for pleasure is 
allowed in unlimited quantities the very best corn he can 
buy ; he takes the food from the mouths of the poor by out¬ 
bidding them in the purchase of some of the best articles of 
food and at a time when there is a great scarcity. 


IRELAND. 

(From our own Correspondents.) 


Maintenance of Irish Asylum*. 

A serious financial position has arisen with regard to the 
Government grant for the maintenance of Irish asylums. 
The grant has come from an account known as the Local 
Taxation Account, and the amount payable has been practi¬ 
cally stereotyped, regardless of the increasing expenditure 
of the asylums. At the time the grant was fixed it was 
sufficient to bear about half the cost of maintenance of 
asylum patients, but for several years prior to the war this 
cost was gradually increasing. With the present rate of prices 
the cost of maintenance has more than doubled since 1914, 
while the Local Taxation Account, owing to the falling-off 
in the revenue from licences and other local duties, is no 
longer able to bear even the stereotyped charge. Up to 
1899 the State grant and local rates each contributed about 
4*. per lunatic per week, whereas it is calculated that in the 
present year the State will only pay 3s 6d. per head, and 
the balance, at least 13*., must be borne by local rates. 
The asylums are not alone in misfortune owing to the failure 
of the Local Taxation Account. Grants are also paid toward 
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the salaries of Poor-law medical officers and workhouse 
nurses and of workhouse school teachers, toward the cost of 
medicines for Poor-law patients, and for some other purposes. 
All these will suffer, but not to the same extent as the 
asylums. 

The Public Health of Belfast. 

That the condition of Belfast from a public health point 
of view is anything but satisfactory at present is clear to 
anyone reading the articles appearing in the local papers 
and also from a perusal of the discussion which occurred at 
the monthly meeting of the city council on May 1st. 
Between March 18th and April 21st of this year the average 
annual death-rate from all causes was 21*8, while in the 
corresponding period of 1916 it was 20 7 ; and 188 cases of 
infectious disease were notified, compared with 115 in the 
previous five weeks and 169 in the corresponding period of 
1916. Altogether 37 cases of typhus had occurred in the 
reoent epidemic, while upwards of 100 new cases of typhoid 
have been notified during the eight weeks up to the middle 
of April. The chairman of the Public Health Committee 
was unable to assign any cause for the origin of the 
typhus outbreak beyond the fact that ships came to 
Belfast from foreign ports, which might have brought 
the disease to the city—an explanation sufficient to 
cover the occurrence of any form of infectious disease in 
any maritime town at all times and seasons. As to the 
typhoid, in the district principally affected—Ballymacarrett 
—the health committee put forward as an explanation the 
eating of shell-fish, a view medical expert opinion in Belfast 
would certainly not endorse. Nothing was said as to 
insanitary domestic conditions. Then one of the aldermen 
of the city council made a very severe attack on the corpora¬ 
tion scheme for dealing with tuberculosis, which began in 
May, 1913. The scheme was, he said, costing £31,600 a 
year now, instead of £15,000 as formerly, without obtaining 
any results, and he mentioned that in the first quarter of 
1917 the death-rate from tuberculosis had exceeded any¬ 
thing experienced for the past 15 years. In 1911 the deaths 
from phthisis in Belfast were 802, while in 1916 they were 
828, and during the three months from Dec. 16th, 1916, to 
March 16th, 1917, 290 deaths occurred from pulmonary tuber¬ 
culosis, a figure much above the average. The monthly 
figures were respectively 93, 85, and 112. In 1914, from 
the middle of January to the middle of March, 139 deaths 
took place from phthisis, while during the same period in 
1917 there were 197. The corporation scheme for dealing 
with infantile mortality has not yet been launched, and 
although £32,000 a year are being paid for street cleansing, 
not a municipal water-cart was used until last week, and 
dust, full of microbes, was being blown into the houses. 
In a word, notwithstanding that more money is being spent, 
the public health of Belfast is not improving, and no real 
scientific attempt is being made to grapple with the great 
questions of public health that are now being considered in 
England and Scotland. 

Belfast and the War Office. 

The action of the War Office in dealing with Irish medical 
schools and with Irish doctors requires some explanation, as 
is apparent from what appears in Thb Lancet of May 5th, 
p. 704, where, in reference to a Dublin hospital for 
France, it is said a similar offer on more than one previous 
occasion was refused when made by Dublin, and also when 
offered by Belfast in 1915, and by Cork more recently. Not 
only are these facts accurate, but it may be added that again 
last week Sir Alfred Keogh, Director-General A.M.8., 
refused a second offer from the medical profession in Belfast. 
As a result, the president of the Ulster Medical Society has 
written Lord Derby, asking him to explain his letter urgently 
calling for doctors, with this refusal on the part of the heads 
of the Royal Army Medical Corps, at the War Office to accept 
the second offer from the members of the Belfast Medical 
School. Another matter causing great annoyance is the fact 
that experienced hospital surgeons, who on high patriotic 
grounds have offered their services, are told that they can 
join with the rank of their pupils a few days qualified, 
and go to a camp to be trained, when some of them 
thus treated have actually been doing all the operative 
work at the B-lfast Military Hospital. At the same time 
the ranks of lieutenant-colonel and captain are given to 
others on their first appointment as temporary medical 
officers of the Royal Army Medical Corps. 
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THE NEGLECT OP VACCINATION. 

To the Editor of Thb Lanobt. 

Sir,—T he Local Government Board has recently inquired 
from the local authorities as to the isolation accommodation 
for small-pox cases, and the replies generally in the West of 
England cannot, it seems, be described as satisfactory. 
This is to be much regretted, as owing to the decrease in 
vaccinatioh it is essential that adequate isolation should be 
provided. The neglect of vaccination has probably not had 
the attention it demands, and this is the feeling of public 
vaccinators in most districts. In several towns in the West 
the number of conscientious exemptions exceed largely the 
number of successful vaccinations. It would be as well to 
have the term conscientious objection more clearly defined, 
often it is only ignorance that is implied when the expression 
is used. A man told me that he never had his children vacci¬ 
nated; he had a “ conscientious objection ” to the operation, 
as he did “ not want matter put into his children’s arms." 
This parent was a member of a board of guardians, and had 
voted against vaccination whenever that subject was discussed 
at the meetings. Legal proceedings are practically never 
taken against parents for neglecting to have their children 
vaccinated, and perhaps this is wise, for the delinquents 
have often been fined a few coppers, and these fines are paid 
by the antivaccination societies. 

The operation jot vaccination is performed differently by 
many medical men ; the public vaccinator has to make 
four marks, the private practitioner has liberty to make the 
number he prefers. In some centres there are one or two 
medical men who vaccinate in one place, and they vaocinate 
hundreds of children annually. I have seen the resultant scars 
of some of these cases, and they are almost microscopical in 
size. These vaocinations might be described as evasions of 
the law, and the protection conferred by them against 
small-pox must be extremely limited. After the war the 
whole subject of the performance of vaocination will have 
to be gone into, for the tknnual returns show a large decrease 
every year in the number of successful cases. The question 
would then be discussed as to whether any certificate of 
successful vaccination should be accepted unless it states 
the number of marks obtained, this number to be fixed by the 
authorities. 

Another point open for debate is whether the public 
vaccinator should not be abolished, and the parents allowed 
to have their own medical attendant to perform the opera¬ 
tion, the fees being paid by the State. This would make 
vaccination more popular with the parents, as the family 
practitioner would be preferred to the public official. 

Doubtless several changes will occur in the administration 
of the Vaccination Acts, and if vaccination could be carried 
out more efficiently and revaccination enforced, the isolation 
accommodation at present available would be probably more 
than sufficient. I am. Sir, yours faithfully, 

Lyme Regis, May 4th, 1917. JAMBS D. STAPLE. 


THE TECHNIQUE OF LUMBAR PUNCTURE. 

To the Editor of Thb Lanobt. 

Sir,—T he contretemps which Mr. Sheffield Neave has 
experienced (The Lancet, May 5th) must be, I think, very 
unusual, and it is remarkable that it has occurred in his 
practice three times. It is unlikely that he has met with 
three cases of congenital abnormality of the vertebral 
column, which have required lumbar puncture. It is also 
unlikely that he has struck an intervertebral disc without 
blunting his needle considerably. It is more likely 
that be underestimated the distance across the bony 
canal. I entirely agree with him in his remark about 
the value of revolving the needle in order to establish 
or increase the flow of fluid. Another device for 
the same purpose is to make the patient cough, 
or, if he is sitting up, to get him to raise his head slightly. 
It is useful to make a practice of operating below the fourth 
lumbar spine. Frequently when blood is met with here the 
fluid will be clear at the higher levels. This, no doubt, is 
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more often the case when the patient is sitting up on a stool. 
I always use a syringe as a handle for the needle. It serves 
also to wash the needle through when a fresh puncture is 
necessary and at the completion of the operation. Several 
sterilised test-tubes should always be at hand. It must be 
remembered that a little blood does not interfere at all with 
the cytological examination of the fluid or of the Wasser- 
mann reaction. In the former case the necessary adjust¬ 
ment can be made readily by simple arithmetic ; for the 
Wassermann reaction the pathologist requires to have the 
fact that the fluid contained blood in his mind when he 
reads off the result of the test. To my mind the “ Barker ” 
needles are needlessly large. Fine needles of platinum- 
iiidium, which I first saw used by Colonel Purves Stewart 
five years ago, make lumbar puncture practically a painless 
operation. The skin is sprayed with ethyl chloride. Over 
and over again patients have told me that they felt no 
pain whatever, and a medical man, whom 1 punctured 
recently, told me at the end of the operation that 
he did not know that I had commenced. The fineness 
of the needles has, in my hands, offered no difficulty 
in the case of intrathecal injections. My two needles, 
which are in use almost daily, are those which I bought five 
years ago. About once a year they require straightening 
out. Personal attention to one’s needles is essential. 

The high incidence of neurological syphilis in the Navy 
brings with it a large experience of lumbar puncture work. 
In the last ten months at Haslar, for instance, we have done 
some 250 lumbar punctures in the neurological department. 
In only one case was the resulting discomfort sufficient to 
cause the patient to ask that the operation might not be 
repeated. I agree with Dr. T. J. Horder (The Lancet, 
April 28th) that a “ dry puncture ” is another word for an 
unsuccessful operation. With reference to Surgeon F. A. 
Williamson’s dilemma (The Lancet, April 21st), surely a 
“ mistake in diagnosis ” should not occur if the cytology of 
the fluid is examined. This is of far greater importance 
than the estimation of the pressure of the fluid. The deter¬ 
mination and the enumeration of cells requires only a bottle 
of stain, a graduated pipette, an ordinary hsemocytometer, 
and a microscope with a l/6th inch objective. 

I am, Sir, yours faithfully, 

Hildred Carlill, M.A., M.D. Cantab., M.R.C.P. Lond., 
Neurologist to the Royal Naval Hospital, Haslar. 

R.X. Hospital, Haslar, May 6th, 1917. 


THE USE OF STATISTICS IN MEDICINE. 

To the Editor of The Lancet. 

Sir, —This is not the time, nor can you provide the space, 
for a discussion of the proper use of statistical methods. 
The “wise sayings” of Sir Almroth Wright which you 
endorse have already been commented upon at length by me 
in your columns (January, 1913). But I do venture to ask, 
in all seriousness, whether this is the time once more to trot 
out that pantomime elephant, the imaginary “statistician,” 
who insists on masses of heterogeneous data and refuses to 
pay attention to small groups of homogeneous observations 
and to contrast that comic animal with the expert (also 
imaginary) who can deduce absolute truth from half a dozen 
intensively studied cases. 

1 do not blame your contributor for not knowing that for 
several years English statisticians have been at work on 
the problem of the small sample, any more than I blame the 
publicity department of the Food Ministry for issuing guesses 
as to the quantity of food wasted in private families without 
studying the exact investigations of this point published 
17 years ago by Atwater’s collaborators; nobody can 
be expected to read the literature of a subject upon 
which he means to advise the public—it would bias him. 
But if I go to the expense of having six absolutely true dice 
cut, and if on the first trial they all throw a 5, and I at once 
recommend the gambling public to put their money on 5 in 
future dicing, I wonder whether your contributor will con¬ 
trast me advantageously with Weldon and other statisticians 
who went to the trouble of making thousands of tosses with 
the ordinary dice of commerce, and whether he will draw 
that moral of his—viz., when a shorter and a longer way are 
open, it is not well to choose the longer. On the whole, I 
do not think he will. But if I were to say that a profound 
knowledge of the peculiarities of dice, my dice, had satisfied 
me that it really was a certainty that the 5 would turn up 


and that other observations inconsistent with this view were 
due to want of technical knowledge on the part of the 
observer, he would no doubt take my word. Perhaps the 
gambler would, too, and perhaps he would not be quite 
satisfied in the long run. 

I am, Sir, yours faithfully, 

Lister Institute, S.W., May 5th, 1917. M. GREENWOOD, Jr. 


BRIDGED PLASTER SPLINTING. 

To the Editor of The Lancet. 

Sir, —Referring to the method of plaster splinting 
described by Captain George Davis in The Lancet of 
Feb. 24th I may say that this method of applying plaster 
has been in use in Boston, Mass., for a number of years and 
it was when 1 was a student in Boston that I learned this 
method. It was used extensively at the American Ambulance 
in Paris by Dr. Osgood, of Boston, when he was on service 



Bridged plaster splint applied for an infected gunshot wound of the 
leg in order to facilitate dressing and at the same time immobilise 
the fragments. 

there. I have referred to bridged plaster in my recent book 
on Military Surgery, and the appended photograph shows 
the splint in use.—I am, Sir, yours faithfully, 

D. Pearce Penhallow, 

Chief Surgeon, American Women’s War Hospital. 
Oldway House, Paignton, South Devon, April 14th, 1917. 


A SIMPLE METHOD OF APPROXIMATING 
THE EDGES OF WOUNDS. 

To the Editor of The Lancet. 

Sir,—I venture to suggest a mode of uniting the edges of 
wounds which is original, though perhaps not new. It is 
especially useful with children and in cuts or operations 
about the face where stitch marks are sometimes more 
noticeable than the actual scar of the wound. 

After preparing the wound, take a suitable number of 
pieces of silk thread about 4 in. long, each with a knot at 
the end, and arrange them across the wound just where 
stitches would be placed. Then fasten down the knotted 
ends with strapping \ in. broad, with its edge half an inch 
from the wound, and turn the loose ends back. Having 
similarly prepared the other side, it only remains to draw 
the edges of the wound together and tie the ends in pairs. 
For small operations one has time to adjust the silk ends 
and strapping ready for use, and the former may be passed 
through the strapping to make it even more secure. I have 
always used Johnson’s adhesive strapping, which keeps the 
silk quite firm, only the latter must not be wet. 

This method might be used for larger wounds to supple¬ 
ment stitches, or to replace those which have given way, or 
to relieve tension. I am, Sir, yours faithfully, 

George A. Balling all. 

St. Leonards-on-Sea, May 2nd, 1917. 


The American National League of Nursing 
Education has elected Mrs. Bedford Fenwick as their first 
honorary member in recognition of her labours for the 
higher education and registration of nurses. The League is 
composed of all the leading superintendents of training 
schools for nurses in the United States. 
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JOHN EDWARD SQUIRE, C.B., M.D. Lond., 
F.R.O.P. Lond., D.P.H. Camb., 

CONSULTING PHYSICIAN, MOUNT VERNOH HOSPITAL FOR 
CONSUMPTION, ETC. 

With the death of Dr. J. E. Squire at his house in London 
on May 2nd, at the age of 62, the medical' profession is the 
poorer by the loss of one who may justly rank with the 
pioneers in the modern study and hygienic management of 
tuberculosis. 

John Edward Squire was bora in 1855, the son of the 
late Dr. William Squire, and was brought up in a medical 
atmosphere with the best of professional traditions. 
He was educated at University College, London, obtaining 
his M.B. Lond. in 1881 and his M.D. in the following year, 
when he became house physician at University College Hos¬ 
pital. Qaite early in his career he was attracted to the study 
of tuberculosis, for which he had ample opportunities 
on his appointment in 1882 as assistant physician to the 
Mount Vernon Hospital for Consumption and Diseases of the 
Chest, of which he remained a loyal supporter all through 
his life. He was among the first in this country to investi¬ 
gate the claims of tuberculin, a paper entitled ‘ 1 Remarks on 
Some Cases of Phthisis, treated by Dr. Koch’s Method,” read 
before the Harveian Society of London in January, 1891, 
being afterwards reprinted in his “ Essays on Consumption ” 
(1900). The effective development of open-air methods and 
the establishment of sanatoriums in this country also owed 
much to his wise advocacy. In later years he became in¬ 
creasingly interested in the medico-sociological aspects of the 
tuberculosis problem, and as medical adviser to the Sanatorium 
Benefits (London Insurance) Committee he accomplished 
invaluable service. He was also an active member of 
Council of the National Association for the Prevention of 
Consumption, and a corresponding member of the Inter¬ 
national Association for the Prevention of Tuberculosis. 

Dr. Squire construed his civic duties in a wide sense. In 
1885 he served as senior medical officer under the Red Cross 
in the Soudan Campaign, obtaining the Egyptian medal and 
the Khedive’s bronze star. From 1898 to 1904 he devoted 
much time and energy to the development of London 
companies of the R.A.M.C., and on retiring was granted 
the C.B. and a Volunteer decoration. This service gave 
him the necessary experience to write a useful manual 
entitled ‘ ‘ Medical Hints to Medical Officers tempoiarily 
employed with Troops,” issued in 1915 as an Oxford 
War Primer, his last published writing. Among other 
awards he received the Queen Victoria Jubilee medal, the 
King Edward VII. Coronation medal, and King George V. 
Coronation medal. He was also a Knight of Grace of the 
Order of St. John of Jerusalem. In addition to the books 
already mentioned Dr. Squire made many contributions to 
contemporary medical literature, of which his “ Hygienic 
Prevention of Consumption” (1893) and “Preservation of 
Health ” (1900) attracted most attention. A valuable paper 
on the “ Incidence of Tuberculosis in Children ” appeared in 
our columns in 1910. 

One of his colleagues and personal friends writes :— 

For over 20 years it has been my privilege to have been 
closely associated with the late Dr. Squire as a colleague and 
in private life. He was one of the most hard-working and 
energetic men whom I have ever met. A glance at the 
number and variety of the appointments which he held from 
time to time, and to all of which he devoted himself with 
self-sacrificing zeal, will show that he was a man who sought 
a multiplicity of duties, though his name is associated 
chiefly with tuberculosis and though in later years his pro¬ 
fessional work was almost entirely in this direction. For 
example, he took a foremost part for many years in the 
organisation of the R.A.M.C. (T.) and was, I believe, on his 
retirement the senior officer in that branch of the service. 
At the time of the South African War he was largelv in¬ 
strumental in organising and sending out a Territorial Unit, 
for which work, among other things, he received the C.B. 
Of late years much of his time was devoted to the activities 
of the London Insurance Committee, where these had refer¬ 
ence to the tuberculosis and sanatorium benefits under the 
Act. Here his talent for organisation was of the greatest 
service, for the general campaign for the prevention of con¬ 
sumption was one of his most profound interests. He took 
a very active part in the foundation of the 8t. Marylebone 


Dispensary, of which he was chairman for some years, and 
recently had been working very hard over the starting of a 
scheme for the after-treatment of the tuberculous when they 
had been discharged from hospitals and sanatoria. When it 
was pointed out to him that, in spite of all his work, his 
name did not appear prominently in the matter, it was 
characteristic of him to reply, “That does not matter 
so long as the work gets done,” and it was a source of the 
greatest gratification to him to see the practical progress that 
was being made. He was a most conscientious man, and, 
perhaps, incurred the charge of being changeable from the 
fact that he examined every problem closely, and was pre¬ 
pared to revise his judgment. He was not an accessible man ; 
there was a certain aloofness and even brusqueness in his 
manner upon occasion, and these two characteristics, great 
conscientiousness and a kind of shyness, led to bis being 
often misunderstood by those who only knew him slightly. 
He was really a very sensitive and highly-strung man, with 
very strong feelings and affections. The loss of his only son 
at Neuve Chapelle was a blow from which he had not 
recovered when his own time to pass over came suddenly in 
the midst of his labours. His memory will always be held 
in affectionate esteem and respect by all those who really had 
his friendship. 

Concerning his personal qualities, another of his colleagues 
at the Mount Vernon Hospital writes :— 

Dr. Squire possessed a genius for taking pains. Cautious, 
patient, reliable as a clinician, he was an able ox£flmiaer and 
a tactful administrator. As a teacher he was lucid in exposi¬ 
tion and ever ready to devote time and thought to the 
consideration of essential details. He was, as a result, much 
in demand as a lecturer. By his premature death medical 
science has sustained a heavy loss and the health service of 
the community has been deprived of a man who gave his 
best for the sake of the people. He died as he would have 
wished, in harness, a valued companion and trusted counsellor 
to the last. 

Dr. Squire married in 1894 Mary Lily Youngman. His 
widow and two daughters survive him, and for them the 
deepest sympathy will be felt. 


The late Mr. F. W. Fowke. —On April 27th 
there passed away at his residence, Byfleld, Nor than ts, at 
the age of 73, Frederick William Fowke, M.R.C.8. Eng., 
M.R.C.P. Edin., L.S.A. Lond., who had, until his retirement 
in 1900, been for many years a highly trusted praotitioner of 
the neighbourhood. Born in 1844, the eldest son of the late 
Frederick Gustavus Fowke, of Charlwelton, he was educated 
at Leamington, later qualifying as a medical man after 
studentship at Guy’s Hospital. He practised in Byfleld from 
his hospital days, and his services were widely known and 
valued among all classes. He leaves a widow and three sons. 


URBAN VITAL STATISTICS. 


(Week ended May 5th, 1917.) 

English and Welsh Towns.— In the 96 English and Welsh towns, with 
mi aggregate civil population estimated at nearly 17,000.000 persons, 
the annual rate of mortality was 15 7, against 18*4 and 16*7 per 1000 In 
the two preceding weeks. In London, with a population exceeding 
4,000,000 persons, the death-rate was 15*4, or 1*4 per 1000 below that 
recorded In the previous week; among the remaining towns the rates 
ranged from 7*5 In Wallasey, 7*9 in Eastbourne, and 8*0 in Baling to 23*5 
in lilddlesbrough. 23*6 in Halifax, and 25*5 in Stockton-on-Tees. 
The principal epidemic diseases caused 450 deaths, which corre¬ 
sponded to an annual rate of 1*4 per 1000, and included 280 
from measles, 64 from infantile diarrhoea, 63 from whooping-oough, 
33 from diphtheria, 7 from scarlet fever, and 3 from enteric 
fever. The deaths from measles were slightly in excess of the 
number in the pre ious week, and caused the highest annual 
death-rates of 3*4 in Salford, 3*6 In Middlesbrough and in Sunderland. 
3*8 in South Shields and 6*2 In West Bromwich. The 739 oases of 
scarlet fever and 1203 of diphtheria under treatment in the Metro¬ 
politan Asylums Hospitals and the London Fever Hospital were 
respectively 19 above and 9 below the numbers remaining at the end 
of the previous week. Of the 5119 deaths from all causes In the 96 
towns. 158 resulted from violenoe. The causes of 39 deaths were 
uncertified, and included 10 in Birmingham and 4 each In Liverpool 
and Sunderland, but not one in London. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual 
death-rate was equal to 17*2, against 181 and 18*4 per 1000 in the two 
preceding weeks. The 399 deaths tn Glasgow corresponded to an 
annual rate of 18*6 per 1000, and included 38 from whooping-cough, 
33 from measles, 3 from diphtheria, and 1 from scarlet fever. The 
120 deaths in Edinburgh were equal to an annual rate of 18*9 per 
1000. and included 25 from measles, 7 from whooping-cough, 2 from 
infantile diarrhoea, and 1 from diphtheria. 

Irish Towns .—The 163deaths In Dublin were equal to a rate of 22*0 or 
1*6 par 1000 above that recorded in the previous week, and included 8 
from measles, 3 from whooping-cough, and 1 from diphtheria. The 
125 deaths in Belfast corresponded to an annual rate of 16*6 per 1000, and 
included 3 each from enteric fever and infantile diarrhoea, and 1 each 
from scarlet fever and typhus. 
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OBITUARY OF THE WAR. 


MICHAEL JOSEPH WHITTY, M.D., M.Ch. R.U.I., 

LIEUTENANT-COLONEL, ROYAL ARMY MEDICAL CORPS. 

Lieutenant-Colonel M. J. Whitty, who died a month ago 

at Liverpool, was 64 
years of age. He studied 
at Queen’s College, Cork, 
and the Catholic Uni¬ 
versity, Dublin, obtain¬ 
ing his qualification in 
1884. Two years later 
he joined the Royal Army 
Medical Corps, retiring 
in 1906 after 20 years’ 
service, when he was 
enrolled in the Reserve 
of Officers. At the out¬ 
break of war he was 
appointed medical in¬ 
spector of recruits for 
the Western Command, 
and was mentioned in a 
recent Gazette for his 
strenuous work in this 
capacity. In Liverpool, 
where he lived for many years, he was known as a kind 
and genial man and an up-to-date medical officer. 


WILLIAM BROWN CLARK, M.B., B.S. Lond., 

CAPTAIN, ROYAL ARMY MF.DICAL CORPS. 

Captain W. B. Clark, who was recently killed in action in 
France, was younger son of Dr. G. B. Clark, ex-M.P. for 
Caithness-shire and Consul-General of the South African 
Republic. Educated at Lynton House and King’s College 
Schools, he continued his medical studies at King’s College 
Hospital, qualifying in 1903, when he obtained a house 
appointment at his hospital. He graduated M B., B.S. Lond. 
two years later, going abroad to study neurology under 
Professor Edinger, at "Frankfort. While there he contri¬ 
buted some articles on the origin of the cerebellum in 
animals to the Journal of Anatomy and Physiology. In 1907 
he took charge of the Neurological Laboratory in King’s 

College, carrying on 
experiments for Sir 
David Ferrier. It 
was his habit to 
practise during the 
winter at Yillars (Swit¬ 
zerland) and Varenna 
(Italy), spending his 
summers in this country. 
When the war began he 
joined the Wounded 
Allies Relief Committee, 
proceeding to Antwerp, 
which place he left by 
the last steamer before 
its capitulation. He then 
went to Ostend and his 
report to the committee 
on the terrible condition 
of the Belgian wounded 
in that place was 
brought to the notice of 
the British Government, with the result that Captain Clark and 
his brother-in-law, Major W. A. Brend, filled the first transport 
of Belgian wounded at Ostend and brought it over to Dover. 
The difficulties of this task were graphically described by 
Major Brend in the Nineteenth Century of January, 1915. 

Captain Clark joined the Royal Army Medical Corps in 
September, 1914, and held various appointments in hospitals, 
field and motor ambulances. At the time he was killed he was 
attached to a battalion of the Scots Guards. His chief wrote 
that though only a few months with the division, his sterling 
qualities and capabilities had proved a valuable asset to its 
medical staff. In 1906 Captain Clark married Ethel Vera, 
daughter of D. C. Howat, of Glasgow, and leaves a little 
daughter. 


THOMAS GEORGE SMITH HODSON, M.D. DURH., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain T. G. 8. Hodson, who lost his life by the sinking 
of the hospital ship Salta on April 10th, at the age of 53, 
was a son of the late William Hodson, of Downhills, 
Middlesex. Educated privately, he studied medicine at the 
London Hospital, taking 
his M.B. Durh. in 1893, 
and his doctorate five 
years later. He then 
practised for a time at 
Buxton and Bittern e 
(Hants), where he held 
several public appoint¬ 
ments before settling 
in London. In June, 

1915, he joined the 
Royal Army Medical 
Corps and was for some 
time attached to the 
Royal Victoria Hospital, 

Netley, afterwards serv¬ 
ing on the Recruiting 
Medical Board at 
Bristol. Returning to 
Netley, he answered 
the call for volunteers 
for transport work, and 
was attached to the Carisbrooke Castle. In April he was 
appointed to the Salta, on which he had only been four days 
when the vessel was sunk in the Channel. A medical friend, 
who knew Captain Hodson for 20 years, writes that he never 
heard him speak a harsh word of anyone. Captain Hodson 
married in 1906 Margaret Mary, daughter of the late Dr. 
Samuel Hyde, of Buxton, and leaves two daughters and one 
son. _ 


HARRY GRAHAM SMITH, L.R.C.S. Edin., L.D.S., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. G. Smith, who lost his life by the sinking of 
the hospital ship Salta in the English Channel on April 10th, 
was a son of the late Dr. John Smith, F.R.S.E., a former 
President of the Royal College of Surgeons, Edinburgh. 
He was educated at Edinburgh Academy, obtaining his 
surgical qualification in 
1883 and his dental three 
years later. He settled at 
Yealand Conyers, near 
Carnforth, where he 
became well known in 
the district. Always 
fond of a sea life, at 
the outbreak of the war 
he volunteered as sur¬ 
geon on a transport, 
receiving a commission 
in August, 1915, when, 
after a few months on 
Salisbury Plain, he was 
appointed to the Salta. 

Captain Smith was a 
keen sportsman, shot, 
and angler, and loved 
an outdoor life. A 
medical friend writes 
of him as the best of companions and one who, owing to a 
wide experience gained by travelling in other countries, could 
give sound advice on many subjects. 


M. R. HUGHES, M.B., B.S. Melb., 

CAPTAIN, AUSTRALIAN ARMY MEDICAL CORPS. 

Captain M. R. Hughes, who was killed in France on 
March 20th last, was 25 years of age. He matriculated 
from Wesley College, Melbourne, entering Queen’s College 
at the Melbourne University, where he graduated in medi¬ 
cine and surgery with honours in 1915, and qualified for 
appointment as one of the resident medical staff of the 
Melbourne Hospital. At the completion of his term at 
this hospital he joined the Australian Imperial Force. After 
his arrival in England he was transferred to France as 
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medical officer to an Australian infantry battalion, and was 
serving in this capacity when he was killed. His death will 
be deeply regretted by a large circle of friends amongst the 
younger members of the profession in Victoria. 


BENJAMIN DIGBY GIBSON, L., L.M., D.P.H. R.C.P.S.I., 

CAPTAIN, Al'STRALJLAN ARM Y MEDICAL CORPS. 

Captain B. D. Gibson, who died in Egypt on Jan. 14th 
whilst serving with the Anzic Mounted Division, was the 

only son of the late 
Henry Fisher Gibson, 
Deputy Registrar of the 
King’s Bench, Dublin. 
He took his licentiate- 
ship in 1904 at the Royal 
Colleges of Surgeons 
and Physicians, Ireland, 
obtaining his Diploma 
in Public Health a few 
years later. He held 
various appointments, 
including that of house 
surgeon at the Royal 
City of Dublin Hospital 
and of resident medical 
officer at the West¬ 
morland Hospital. Later 
he was assistant medical 
officer at the General Post 
Office and amesthetist 
to the Dental Institute. 
In 1914 he was in practice in the neighbourhood of Sydney, 
N.S.W., and on outbreak of hostilities was appointed to the 
Australian Army Medical Corps for home service, also 
acting as lecturer for the British Red Cross. A year 
later he was attached to a Light Horse Field Ambulance 
and was mentioned in the Katia-Romani despatch. He 
was subsequently transferred to another Light Horse 
Brigade and was recommended for honour by his com¬ 
manding officer. 

Captain Gibson was a freeman of Dublin and an active 
member of the Dublin Bay Sailing Club. He was 
unmarried. 


GEOFFREY RATCLIFFE PLAISTER, 
M.R.C.S. Eng., 

. CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. R. Plaister, who was killed in action on 
April 11th at the age of 35, was younger son of Dr. 

W. H. Plaister, of 
Tottenham. He was 
educated at the London 
Hospital, taking his 
Conjoint qualification 
in 1905, when he 
settled in practice at 
Tottenham, becoming 
joint secretary to the 
North - East London 
Clinical Society. When 
war broke out he served 
at first as chief in¬ 
spector to the local 
special constabulary, 
then obtaining a com¬ 
mission and becoming 
attached as medical 
officer to the Yorks and 
Lancaster Regiment. 
After being for some 
time the only officer in 
the regiment to come through unscathed he was killed 
almost instantaneously by a machine-gun bullet. 

In an appreciation from the Tottenham Medical Union, 
Captain Plaister is described as a gentle and large- 
hearted personality, whose unassuming exterior concealed 
much worldly and medical wisdom. The union was 
formed on his suggestion to link the medical practi¬ 
tioners of the district in fraternal bonds. He will be 
specially missed by the poor of Tottenham, to whom he 
was a true friend. 




JOSEPH NAYLOR, M.R.C.S. Eng., 


LIEUTENANT, ROYAL ARMY MEDICAL CORP8. 



Lieutenant Naylor, who was one of the medical staff on 
H.M.H.S. Salta , and reported missing, supposed drowned 
when the vessel was mined in the Channel on April 10th, 
was the son of the late Mr. Joseph Naylor, J.P., some¬ 
time maypr of Kidder¬ 
minster. He took his 
medical course at St. 

Bartholomew's Hospital, 
qualifying in 1889, and 
after holding an ap¬ 
pointment as house 
surgeon at the Derby¬ 
shire General Dispensary 
he settled in practice 
at Tipton (Staffs), where 
he remained for 22 
years. 

In October, 1916, 
he volunteered for 
service at home or 
abroad, and after 
a period at Sunder¬ 
land he was given 
embarkation and hos¬ 
pital - train duty. He 
was appointed to H.M.H.S. Asturias, and afterwards to 
the Salta. 


The United States and Medical Organisation 
for the War. 

The Supply of Medical Men and their Equipment. —The 
Medical Board of the Council of National Defence suggests 
the earlier graduation of senior classes in the medical 
schools of the country, the holding of continuous sessions, 
and the elimination of the year’s hospital service heretofore 
required before entrance into the Navy or Army. The 
standardisation of all surgical instruments is advocated to 
ensure the exclusive production of the instruments needed 
by the combatant services and the elimination of all un¬ 
essential types of instruments. Comparing these suggestions 
with the problem of keeping up the supply of medical men 
as presented to the authorities in England, the Journal of 
the American Medical Association says :— 

A medical school Is, in a sense, a factory, the output of which is 
absolutely essential to the maintenance of the armed forces in the 

field. The problem with us is quite clear. Medical schools and 

civil hospitals must be kept in operation. The national emer¬ 

gency demands that they cooperate in overcoming the present grave 
shortage of medical men. This can be accomplished by reducing the 
teaching staff to a minimum, working through vacations to increase 
the product, or by the Italian plan, which meets the needs both of the 
service and the future at the same time. 

The Italian plan, it is explained, is to send clinical faculties 
with attached medical students to base hospitals at the 
front, where army service is performed by caring for the 
sick and wounded, while instruction is continued at the 
same time. Men are thus graduated automatically into 
the medical corps of the Army during the progress of the 
war. Certain medical schools in America are already 
organising on these lines. 

In the State of New York one thousand health officers are 
reported ready to make a preliminary examination of recruits. 
A mobile laboratory unit has also been organised to provide 
a diagnostic service at any point where needed for the 
mobilisation of the troops. The New York State Depart¬ 
ment of Health has ordered large supplies of vaccines, and 
a drinking water outfit is being worked out to provide calcium 
hypochlorite in sufficient quantity to disinfect 50 gallons of 
water, with means for removing the taste due to excess of 
chlorine. 

Women Doctors and National Service. —In the New York 
Medical Record Dr. Mary S. Macy discusses the available 
means of organisation for national service among medical 
women in the United States. Of the estimated 145,240 
persons qualified to practise medicine in the United States 
probably 5518, or nearly 4 per cent., are medical women. 
They are most strongly represented in the special depart¬ 
ments, gynaecology claiming 519, obstetrics 143, paediatrics 
129, and ophthalmology (alone, or with ear, nose, and throat) 
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125. A large proportion are skilled in subjects which may 
be said to embrace the laboratory and social service fields of 
medicine (Dr. Macy computes it at 34 per cent.); they are 
versed in clinical pathology, roentgenology, public health, or 
bacteriology, which should make them specially useful if 
required for active service at the front. The remaining 
medical women, numbering 4500 or more, should, she 
thinks, be able to carry on the civilian medical work in 
their own communities, releasing men better equipped than 
themselves for military service. 

Treatment of Tuberculous Soldiers. —Dr. Hermann M. Biggs, 
chairman of the Commission appointed by the National 
Association for the Study and Prevention of Tuberculosis, 
will have associated with him as members JJr. George M. 
Kober and Dr. Charles J. Hatfield. The chief work of this 
Commission will be directed towards the detection of 
incipient cases among the recruits in the Navy and Army 
and the prevention of the development and spread of the 
disease in the military forces and in the internment 
camps. 

The Shortage of Sabarsan. —The Council of the St. Louis 
Medical Society have passed a resolution urging the Govern¬ 
ment to take prompt action “in view of the fact that an 
efficient arsenic product would be available in the market 
were it not for the present dangerous and unwarranted patent 
laws in regard to this and similar therapeutic products.” 


Blinded Sailors and Soldiers. 

Neroington House Scheme .—At a recent conference at 
St. Dunstan’s Hostel for Blinded Soldiers it was agreed 
that Newington House Hostel, Edinburgh, should be 
affiliated with St. Dunstan’s while retaining control of its own 
affairs. All blinded Scottish sailors and soldiers who reside, 
or intend to reside, in Scotland will receive their training at 
Newington House. The official register of sailors and 
soldiers who have been blinded in the war will be kept at 
St. Dunstan’s, and all recommendations with regard to 
additional allowances, bonuses, and other benefits will be 
received by the Pensions Ministry from St. Dunstan’s only, 
but the authorities at Newington House will have a copy of 
this register, in so far as it relates to Scottish soldiers, 
submitted to them periodically. 

Bazaar in Aid of St. Dunstaris Hostel .—On May 7th 
Queen Alexandra, who opened at the Albert Hall a 
bazaar organised in the interest of the work carried on 
at St. Dunstan’s Hostel, thanked Sir Arthur Pearson for the 
work that he had done on behalf of the blind, adding that 
“nobody else could have accomplished it.” Sir Arthur 
Pearson expressed the hope that the system of after-care 
which the bazaar was designed to benefit would smooth 
away the difficulties besetting the blind . home-worker by 
providing him with raw material, supervising his work, 
marketing his goods, and assisting him in every way to 
overcome the handicap' entailed by loss of sight. On 
succeeding days the bazaar was opened by Mrs. Lloyd 
George and the Lord Mayor of London. 


Rbd Cross Thanksgiving.— On Thursday, 
May 17th, Asoension Day, the 3 o’clock service at 
Westminster Abbey will be devoted to thanksgiving for 
the beneficent work of the Red Cross. Application for 
tickets and all inquiries should be made to Mr. E. P. 
Vaughan-Morgan, Room 24, 83, Pall Mall, S.W. 1. The 
north transept and nave of the Abbey will be open to the 
general public without tickets. 
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royal naval medical service. 

To be temporary Surgeons: E. S. Bowes, S. S. Barton, J. S. McGrath, 
and D. 8. 8tevenaon. __ 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. H. W. Grattan to be temporary Colonel whilst employed 
as Assistant Director of Medical Services of a Division. 

Lieut.-Col. Tnomas H. J. C. Goodwin, C M.G., D.S.O., to retain the 
acting rank of Colonel whilst employed as an Assistant Director of 
Medical Services at the War Office. 

To be acting Lieutenant-Colonels : Temp. Capt. J. G. Johnston whilst 
commanding a Field Ambulance, Major N. Low, D.S.O., whilst com¬ 
manding a Casualty Clearing Station. 

Major A. W. Mayo Robson, C.V.O., C.B., R.A.M.C. (T.P.), to be 
temporary Lieutenant-Colonel. 


The undermentioned are granted temporary rank whilst employed* 
at the Sunderland War Hospital; As Lieutenant-Colonel: Lieut.-Col. 
J. W. Alexander. D.8.O., West Yorkshire Regiment (T.F.). As Majors i 
T. 0.8quance, W. Robinson. As Cap- ain: W. H. Mating. V 

To be temporary Majors: J. J. G. Bland ford, Temp. Capt. L. B. 
Robertson, Canadian A.M.O., and Temp. Capt. J. F. Burgess, Canadian 
A.M.C. 

Capt. 0. W. Bowie relinquishes the acting rank of Lieutenant- 
Colonel on re-posting. 

Temporary Lieutenants to be temporary Captains: B. L. Bell, 
W. R. H. Smith, G. A. Back, W. V. Pegler, H. W. Evans, H. Hendry, 
H. E. Whtttingham, J. Nunan, J. W. Tonka, L. R. F. P. Marshall, J. A. 
Fretton, G. E. Dodson, G. G. Old, H. Mohan. S. Macnaughton, S. C. W. 

I redale, G. B. King, J. F. Nioholson, 1. O’Keffe, D. Morrison, T. B~ 
Hunter. W. Halliwell, J. A. H. Telfer, F. J. H. Begg, F. L. Keith, T. P. 
Hutchison, T. B Brandon, V. Wallace, C. J. McCarthy, J. T. Bleaadeil, 
J. A. C. Roy, E. J. Dyke, H. B. Maxwell, S. Llttlewood, W. B. 
Anderson, D. Ross, S. Robson, R. T. Taylor, A. E. Pinniger, 
W. Ward-Smith, J. P. Lowson, J. McF. Donnan, P. Milnes, R. ▲. 
Leembruggen, J. F. C. O’Meara, C. G. Skinner, A. M. Bayne, C. B. A. 
Frow, G. Stewart, L. B. W. Braine. E. C. A. Reynolds, R. A. McKay,. 
J. E. O’Donnell, H. G. Joyce, J. C. Houston, C. W. Alkman, J. G. 
Ackland, W. R. White-Cooper, A. T. Edwards, A. C. Pickett, J. H. 
Lechler, F. E. Fellden, V. J. P. Clifford, W. S. Allan, W. H. W. C~ 
Carden, S. H. L. Archer, C. Dundee, S. Pool. A. Beeley, A. H. Smith,. 
C. Cameron, E. Hudson, A. A. Hill, A. D. Millington, J. V. Watson,. 
A. C. Price, D. A. Chalmers, F. F. Carr-Harris, B. A. T. Green, L. L 
McKeever, J. D. Wright, H. C. Davies, A. Ball, W. G. Shaw, G. J. 
McGorty. B. H. Shaw, L. Walton, T. D. Miller, R. C. B. Briscoe, F. B„ 
Wiison, P. A. Rostant, J. Dickson, C. Harris, R. J. Arundel, J. F. 
Pegurn, J. F. Penman, D. Corry. A. Wilson, A. Sunderland, K. M.Walker, 
J. F. Blackett, A. E. Gravelle, J. B. Wood, and G. E. Kinnenly. 

Temp. Hon. Lieut. D. H. D. Cran to be temporary honorary 
Captain whilst serving with the Scottish Red Cross 8oclety. and W. 
Martin to be temporary Honorary Captain while employed with the 
British Red Cross Hospital, Netley. 

F. Packard to be temporary Honorary Lieutenant whilst serving with 
a General Hospital. 

Officers relinquishing their commissions: Temp. Lieut.-Col. A. Hi 
Burgess (Major, R.A.M.O., T.F.), having resigned his appointment; 
Temp. Lieut.-Col. F. D. Bird, C B.; Temp. Capts. L. A. Walker, W. N. 
Rishworth, E. J. Eedle, F. L. Gill, W. T. Smith. W. A. Kennedy, H. R. 
Brown, J. L. Digby, C. Farronridge, W. P. Noall, J. N. Glaister, J. J. 
Crawford, A. H. Corley, A. D. Howard, R. Williams, C. A. Robinson,. 
C. Butler, W. B. Lawrence, A. R. Rendle, W. J. Hill, J. W. Heekes, 
J. M. Twentyman, H. H. Clarke, H. M. Meyrick-Jones, A. P. Yonge,. 
W. A. H. Birreil, D. T. Fraser, R. F. Jones (on account of ill-health)* 
W. W. Scott, J. F. Steven, D.S.O. (on account of ill-health)^. 
Temp. Lieuts. J. B. Middlemiss (on account of ill-health), J. C. 
Buckler, D. R. Taylor, A. Whittome, E. Slack, H. B. Thomson. D. A. 
Crow, H. A. Macdonald, C. M. Sadie, W. F. Cornwall, F. J. Mao Manus,. 
R. A. Slater, R. S. Novis, W. H. Soady, R. C. Corbett, W. W. W. Watt,. 
J. B. Harford, J. G. Ross, A. E. Harrison, H. L. Morrow, J, B. Hall, 
P. J. Murray, J. B. C. Maguire, D. J. Jackson, W. Patev, W. A. Steeny 
M. F. Taylor, A. F. Seacombe, A. H. Arnott, and H. O. Terry. 

SPECIAL RESERVE OF OFFICERS. 

Capt. R. Magill relinquishes the rank of acting Lieutenant-Colonel on 
re-posting. 

F. G. L. Dawson (from University of London Contingent O.T.C.> 
and T. H. Rhys to be Lieutenants. 

TERRITORIAL FORCE. 

Major C. A. Lees to be acting Lieutenant-Colonel whilst holding the- 
appointment of Administrator. * 

Capts. J. S. Man ford and A. T. Mulhall to be acting Lieutenant- 
Colonel whilst commanding a Field Ambulance. 

Capt. (temp. Major) T. H. Peyton to be acting Lieutenant-Colonel 
whilst commanding a Field Ambulance. 

Capt. A. Rodger, from T.F. Res., to‘be Captain, with precedence aa 
from August 14th, 1915. 

Capt. T. W. Morcom-Haraela to be acting Major whilst in command 
of a Field Ambulance. 

Capt. A. G. T. Fisher to take rank and precedence in the 
R.A.M.C., T.F., and in the Army as if his appointment as Captain 
bore date the 10th day of July, 1916. 

Capt. (acting Lieut.-Col.) A. J. Evans relinquishes his acting rank on 
oeasing to command a Field Ambulance. 

Surg.-Maj. F. W. Bailey. D.S.O., from R.F.A., to be Major, with 
precedence as from Dec. 12th, 1915. 

To be Captain : Lieut. J. Rosencwige, Lieut. W. C. D. Malle. 

A. W. W. Baker to be temporary Captain whilst serving with the 
O.T.C. 

Major A. H. Burgess is restored to the establishment. 

H. C. Sands to be Lieutenant. 

Capt. (acting Major) T. H. Chittenden relinquishes his commission 
on account of ill-health, and is granted the honorary rank of Lieutenant- 
Colonel. 

VOLUNTEER FORCE. 

Suffolk Volunteer Regiment, 5th Battalion: A. Learning (late Lieu¬ 
tenant, R.A.M.C.) to be temporary Captain. 

INDIAN MEDICAL SERVICE. 

Lieut.-Col. A. Miller to be Professor of Medical Jurisprudence, 
Medical College, Madras, in addition to his other duties. 

The King has approved the promotion of the following officers :— 
Majors to be Lieutenant-Colonels: C. A. Lane, T. B. Kelly, C. H 
Watson, E. F. K. Baines, G. O. F. Sealy, J. G. P. Murray, Brevet Lieut. 
Col. S. Anderson, F. H. G. Hutchinson, J. L. M&rjoribanks, A. Fenton. 
R. W. Knox. D.S.O. 

Captains to be Majors: A. F. Hamilton, A. D. White, A. A. 
McNelght, N. M. Wilson. J. 8. O’Neill, W. S. Nealor. 

Lieutenants to be Captains: G. H. Mahony, G. Coveil, W. R. 8tewart, 
Kotyvenkata Karaiia Rao. J. G. O. Moses, Hari Chand, Venk&tasubba 
Mahadevan, A. C. L. O’S. Bilderbeck, J. W. Van-Reenen, B. F. Beatson. 
M. J. Roche, N. Das Puri, Prabodh Chandra Roy, Monmdranath Das, 
Jagacnath Balkrlshna Va'dya, J. M. R. Hennessy, A. G. Cowd@, 
W. M. Lupton, H. H. Brown, C. H. N. Baker. 

The King has also approved the grant of the temporary rank of 
Lieutenant to Noormahomed Kaaembhai Chohan, and the relinquish¬ 
ment of temporary Lieutenant by Kaikhusro Kersaspji Dadaohnji. 
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NOTES ON CURRENT TOPICS. J 

Venereal Disease Bill. 

The Venereal Disease Bill has been passed by a Standing 
Committee of the House of Commons, but its form has been 
greatly altered. 

On Thursday, May 3rd, the Committee resumed the con¬ 
sideration of Clause 1, which provides for the prevention 
of the treatment of venereal disease or the supply of 
remedies therefor otherwise than by duly qualified persons. 
The first subsection had been disposed of at the previous 
sitting. 

Mr. Gltn-Jones moved as an amendment the insertion of 
a new subsection in the following terms :— 

No qualified medical practitioner shall supply to any patient any 
remedy for the treatment of a venereal disease except in areas in which 
for the time being a medical practitioner is uermltted to supply drugs 
or medicines to insured persons under the National Insurance Acts or 
in cases where the practitioner himself administers the remedy to the 
patient. Provided that nothing in this subsection shall interfere wii h 
the supply of remedies by any Institution or hospital approved by the 
Local Government Board for the treatment of venereal disease to 
patients attending such institution or hospital. 

The honourable Member said that the effect of the Bill as it 
stood would be that medical men would be protected, not 
only in their proper function of diagnosing and prescribing 
for venereal diseases, but they would be able to take over 
the dispensing of medicines as far as they desired. The 
medical man would require the pharmacist to send his (the 
pharmacist’s) customers to him. The separate functions of 
the medical man and the pharmacist were recognised at the 
time when the Insurance Act was passed. All that he asked 
the Committee to say was that the doctor should do his 
proper work and receive his proper fee, and that the 
pharmacist should supply the drugs, not on his own initia¬ 
tive but because they were prescribed by a medical man. 

8ir P. Magnus, in opposing the amendment, failed to 
see any valid reason for altering the law as it now 
existed regarding the legal right of members of the medical 
profession to supply drugs in certain cases. The honourable 
Member talked about interfering with the rights of the 
chemist in supplying medicines. The Bill did nothing of 
the sort. All that it interfered with was the right to supply 
medicines for these specific diseases without a prescription. 
If he got the prescription he could supply the remedy. 
The amendment proposed to take away from the medical 
praotitioner a right now given him bylaw. But the Com¬ 
mittee had to look at this question from the wider point of 
view of public health and not from the pecuniary point of 
view of any profession. The Committee had to remember 
that persons suffering from these diseases were anxious that 
the fact should be known to as few as possible. The medical 
man was under a moral obligation not to allow what had 
been communicated to him as a medical man to be known, 
and in order to maintain the relation of confidence he should 
not be prevented from supplying the medicine to the 
patient. 

Mr. Haves Fisheb (Parliamentary Secretary to the Local 
Government Board) said that the honourable Member (Mr. 
Glyn-Jones) was inviting the Committee to enter on the old 
battle, that doctors only should prescribe and chemists 
only should dispense. He hoped that the Committee would 
not be led aside by that. Meaical men now had the power 
to dispense, and if the amendment was adopted it would be 
taken away from them so far as venereal diseases were con¬ 
cerned. He did not think that the Committee should do 
anything by this Bill to take that right away. He thought 
that medical men and chemists were both going to lose 
pecuniarily by the Bill and by the new policy of which 
it was a part, but the community would benefit. As 
the clinics for free treatment, of which the State bore 75 per 
cent, of the expenditure came into existence, and as people 
resorted to them, medical men would lose part of their 
private work. Chemists would lose something also, but he 
thought the medical men might lose more than the chemists, 
dust as the Sabbath was made for man and not man for the 
Sabbath, so doctors and chemists were made for the com¬ 
munity and not the community for doctors and chemists. 
He thought the Committee should reject the amendment. 

After some discussion the amendment was rejected by 
22 votes to 8. 

The Committee then proceeded to rearrange and redraft 
the remaining clauses of the Bill. 

A second subsection was added to Clause 1 in the following 
terms 

This section shall operate in any area to which It is applied by 
order of the Local Government Board or in Scotland and Ireland the 
Local Government Board for Scotland and Ireland respectively. 
Provided that no order shall be made in respect of any area until a 
scheme for the gratuitous treatment of persons in that area suffering 


from venereal disease has been approved by the Local Government 
Board or. In Scotland and Ireland, the Local Government Board for 
Scotland and Ireland respectively, and is already in operation. 

Emphasis was placed by several members of the Com¬ 
mittee on the desirability of having gratuitous treatment in 
operation before an order was made in regard to any area. 

The other subsections of Clause .1 were cut out and the 
clause as amended was agreed to. 

On the motion of Mr. Glyn-Jones, the following new 
clause was inserted in the Bill 

A person shall not bv any advertisement or any public notice or 
announcement offer to treat any person for venereal disease, or to pre¬ 
scribe any remedy therefor, or to give any advice In connexion with 
the treatment thereof. 

A person shall not hold out or recommend to the public by any 
public notice or advertisement, or by any written or printed papers or 
handbills, or by any label or words written or primed affixed to or 
delivered with any packet, box, bottle, phial, or other enclosure con¬ 
taining the same, any pills, capsules, powders, lozenges, tinctures, 
potions, cordials, electuaries, plaisters, unguents, salves, ointments, 
drops, lotions, oils, spirits, medicated herbs and waters, chemical and 
officinal preparations, whatsoever to be used or applied externally or 
internally as medicines or medicaments for the prevention, cure, or 
relief of any venereal disease. 

Provided that nothing in this section shall apply to any advertise¬ 
ment, notification, announcement, recommendation, or holding out 
made or published with the sanction of the Local Government Board, 
or to any publication sent only to duly qualified practitioners and/or to 
wholesale or retail chemists for the purposes of their business. 

Another new clause was inserted in the Bill reproducing 
the terms of Subsection 3 of Clause I. of the original Bill in 
the following terms 

If any person acts in contravention of any ot the provisions of this 
Act he shall be liable on conviction on indictment to imprisonment, 
with or without hard labour, for a term not exceeding two years, or on 
summary conviction to a fine not exceeding one hundred pounds, or to 
imprisonment with or without hard labour for a term not exceeding 
six months. 

A definition clause was agreed to as follows :— 

In this Act the expression "venereal disease’' means syphilis, 
gonorrhoea, or soft chancre. 

The Bill as amended was ordered to be reported to the 
House. 

Highlands and Islands Medical Service Board. 

The report of this Board for the year 1916, now presented 
to Parliament and issued as a White Paper, shows that 
owing to war conditions the Board have not been able to 
give full effect to their various intentions. The needs of 
Borne of the more necessitous districts have beeu met 
as far as circumstances permitted, but in many districts 
no progress has been possible. The rest of the Board's 
schemes, and particularly those providing for capital 
expenditure, are practically in abeyance for the period 
of the war. The greater part of the work for which the 
Board was called into existence still remains to be done. 
Considerable progress has been made with the introduction 
of a medical service at modified fees to certain classes of 
the community, but the scheme is still incomplete, and the 
Board have not yet had sufficient experience of its working 
to enable them to determine whether, and, if so, to what 
extent, it may call for modification. For the present it 
applies to the crofter and cottar classes and their families 
and dependents, and others in like circumstances, to whom 
the payment of the practitioner’s ordinary fee for medical 
attendance would be an undue burden. The fees chargeable 
to suoh persons will not exoeed 5#. for the first visit and 
2s. 6 d. for each subsequent visit in the same illness. 
The maximum fee in midwifery cases has been fixed 
at £1. The estimated expenditure under the scheme 
for 1916, £20,000, has been exceeded by £500. The esti¬ 
mate for 1917 has been fixed at £22,000. A beginning 
only has been made with the organisation of nursing, 
but reference is made to the question of efficient nursing in 
connexion with maternity ana child welfare schemes which, 
together with the Notification of Births (Extension) Act, 
1915, and the Midwives (Scotland) Act, 1915, make necessary 
a unification of the nursing service if overlapping is to be 
avoided and economy in administration secured. Tfce policy 
of the Board with regard to nursing in large areas is 
exemplified in the arrangements made for the Island of 
Lewis, the district committee being charged with the 
administration of both the last-mentioned Acts, while they 
also undertake the management of the general nursing 
service. It is provided that district nnrses subsidised by the 
Board will be m the employment of the district committee, 
and their appointment and dismissal will be in the hands of 
the committee, subject to the approval of the Board. The 
report concludes with an expression of indebtedness to 
the Education Department of the Local Government 
Board for Scotland for permitting their officers to take part 
in the work of organising the Board’s schemes, and to the 
Naval authorities for their kindness in arranging for the 
conveyance of doctors, nurses, and medical stores to and 
from outlying islands where the ordinary means of 
communication are at present in abeyance. 
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Billeting of Civilians and Infectious Disease. 

As the result of representations during debates in the 
House of Commons on the Billeting of Civilians Bill a clause 
was introduced into the Bill to permit occupiers of premises 
in which persons were billeted under the measure to receive 
compensation for the loss or damage caused by the intro¬ 
duction of infectious disease. 

HOUSE OF COMMONS. 

Wednesday, May 2nd. 

Medical Classification in the Army. 

Answering Mr. Hogge, Mr. Macphkrsok (Undersecretary 
for War) said: It is not necessarily the existence of a dis¬ 
ability but the degree of disability which determines a man’s 
classification. Thus, varicose veins, if exceptionally severe, 
might lead to a man being rejected; if less severe, to his 
being placed in category C 3 or C 2, and so on. Their mere 
existence would not debar a man from being placed in 
category A. This might be quite unimportant. Each case 
must be judged by the medical man before whom the case 
comes on its own merits. 

Medical lie-examination*. 

Mr. G. Lambert asked the Under Secretary for War 
whether a man medically discharged from the Army and 
called up again under the recent Act had the right of appeal 
from the decision of the Army medical authorities.—Mr. 
Macpherson replied : A man called up and examined by a 
recruiting medical board under the Military Service (Review 
of Exceptions) Act, 1917, has 'no right of appeal against his 
medical classification by the board. Each man, however, to 
whom the notice requiring him to be medically examined 
is sent under the Act, has the right of application to 
a tribunal within 30 days from the sending of the notice 
for exemption from military service on any grounds set out 
in the Military Service Act, 1916, Section 2 (1), including 
the ground of ill-health or infirmity. 

Mr. Lambert: Would a certificate from a man’s own 
medical adviser be accepted ?—Mr. Macpherson : I said in 
the course of the debate on the Act that due regard would 
be given to any certificate from a family practitioner. 

Malarial Cases in the Army. 

Mr. Cowan asked the Under Secretary for War whether 
the cases of malaria among officers and rank and file, now 
in England, were being generally treated by medical practi¬ 
tioners without special experience of that disease, which 
had resulted in a loss of man power to the Army by the pro¬ 
longation of the treatment; and whether all malaria cases 
would now be put through a short but stringent course of 
treatment for the purpose of eradicating their infections 
immediately and allowing of their early return to duty.— 
Mr. Macpherson answered: Centres for the treatment of 
malaria have been established in each Command, and officers 
with experience of this disease have been placed in charge 
of them. Malarial cases are now being put through a course 
of treatment with the hope of eradicating the disease. 

Monday, May 7th. 

Medical Men and Research Work. 

Sir J. D. Rees asked the Under Secretary for War 
whether, in oalling up members of the medical profession, 
members whose research work was by common consent of 
public value would be included amongst the number of 
those who remained in the United Kingdom.—Mr. 
Macpherson replied: The decision as to the individuals 
to be called up has been delegated to the professional 
tribunals set up under the Military Service Act, and the 
point which my honourable friend has in mind will be for 
their consideration. 

Tuesday, May 8th. 

Medical Officers and Administrative Work. 

Answering Major Chapple, Mr. Macpherson (Under 
Secretary for War) said: The number of medical officers 
solely occupied with non-professional work in hospitals is 
negligible. The administrative duties are so bound up with 
professional knowledge and experience that no saving in 
medical officers would result from increasing the number of 
non-medical officers now employed. 

Artificial Limbs. 

In reply to Major Chapple, who asked a question in regard 
to the supply of artificial limbs, Mr. Barnes (Minister of 
Pensions) said: To give satisfaction to the patient and to 
secure lasting qualities an artificial limb must be of the very 
best materials and workmanship and very carefully fitted 
to the person for whom it is made. I am* advised that in 
these circumstances satisfactory limbs cannot be produced 
at so low a cost as £5, and I do not think that any advantage 
would be gained by bringing another department into the 
procedure of their supply. 

Major Chapple asked whether, in the case of a limbless 
officer, a sum of £25 is given him with which to buy an 
artificial limb; whether, in some cases at least, such an 
officer had had to pay £40; whether these limbs could be 


made for something over £5; and whether, in the interest of 
wounded soldiers as well as in the interest of economy, the 
right honourable gentleman intended to take any steps in 
the matter.—Mr. Barnes answered: It is not the case 
that a limbless officer is given a lump sum irrespective 
of the nature of the limb required. In Army Council 
Instruction No. 786 of 1916 a scale of prices is fixed for the 
various types of limb varying from £10 10$. for a Syme’s 
amputation to £29 8 s. for an ordinary leg with pelvic band 
and to £40 for an arm of a complex type for use in special 
cases, and the officer is given the price allowed by the scale 
for the type of limb required. No change is at present con¬ 
templated in this arrangement except such as may be 
occasioned by improvement of the type and by reduction in 
price due to competition. 


Httinral Iftfos. 

A new wing of the Royal Naval Hospital at 
Haslar, the gift of the women of Canada, was formally 
opened by the Queen on Wednesday. Surgeon-General 
Sir A. W. May, Director-General of the Naval Medical 8ervioe, 
stated that £40,000 had been raised for the purpose, the 
hospital extension having taken the place of the hospital 
ship at first suggested, in order to give permanent expression 
to the Canadian women’s generous gift. 

Mortality amongst Women in Calcutta.— The 
excessive mortality amongst women and children in Calcutta 
is the subject of strong comment in the departmental report 
of the municipal health officer. The death-rate is 50 per 
cent, higher amongst women than amongst men, an evil, as 
the health officer points out, largely due to the observance 
of the purdah system in insanitary environments. This 
system, be suggests, would probably not be productive of 
much harm in garden houses with spacious compounds, but 
in the slums of a city it is fatal, involving the constant 
exposure of the women to insanitary surroundings, and 
creating grossly insanitary conditions. In a congested city 
it is difficult to secure privacy without sacrificing fresh air, 
the zenana is in consequence situated at the back of the 
house and inadequately lighted and ventilated. While the 
man who resides amid insanitary surroundings is usually 
away from home for the greater part of the day there is no 
such escape for the purdah woman. The terrible results are 
indicated by the fact that while the actual male death-rate 
in 1915 was 24T per 1000, the female rate was 37*8 per 1000. 

London and Counties Medical Protection 
Society, Limited.— The annual meeting of this society will 
be held on Wednesday next, May 16th, at 32, Craven-street. 
Strand, W.C. 2, at 4 p.m., when the annual report for the 
year 1916 will be presented. The report gives the gratifying 
information that the work for the year has been little affected 
by the war. The membership of the society has remained 
almost stationary, decrease in one class of cases being 
counterbalanced by increase in another. The income ana 
expenditure account shows a balance carried forward of 
£1783 18it. 

Hospital and Home for Sick Children, Lower 
Sydenham.— The annual report and statement of accounts 
for the year 1916 shows that this institution has suffered 
financially owing to the war. Largely owing to the increased 
cost of food a debt of £800 by way of loan has been incurred, 
to meet which stock must be realised at great sacrifice. 
The in-patient oases admitted during the year were 316, the 
out-patient attendances 3864 and the casualty oases 2411. 
Much good work was done in the eye and throat department, 
where children sent in by the London County Council are 
treated. 

Asylum Workers’ Association.— The annual 
general meeting of this association will be held at the Mansion 
House, London, on Monday next, May 14th, at 3 p.m. , when the 
Lord Mayor, vice-president, will preside. The following, 
amongst others, are expected to take part in the proceed¬ 
ings: Sir John Jardine, President; Dr. David Nicolson, Sir 
William J. Collins, Sir James Crichton-Browne, Hon. Major 
Sir Robert Armstrong-Jones, Sir George H. Savage, Sir 
Frederick Needham, Dr. C. Hubert Bond, and Lieutenant- 
Colonel Thomson. 

Royal Edinburgh Hospital for Sick Children.— 
At the annual meeting held on April 25th it was stated 
that while the price of food, coal, light, and medical dress¬ 
ings required in the hospital had gone up, the expenditure 
on the whole had gone down. The total surgical and medical 
attendances for the year numbered 26,842. On the medical 
side the work had been carried out by Dr. A. S. Cumming, 
Dr. R. Thin, and Dr. C. Mowbray Pearson. In the absence 
from the hospital on war duty of Mr. Stiles and Mr. Fraser, 
Mr. A. P. Mitchell had been in full charge of all surgical work. 
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appointments. 


#m oocsqful applicants for vacancies Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub¬ 
editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication . 

Collie, 8lr John, M.D., ban been appointed a Physician to the Hos¬ 
pital for Epilepsy and Paralysis and other Diseases of* the Nervous 
System, Maida Vale. W. 

Comyn. Harold F., M B., B.C. Cantab., M K.C.S., L.B.CJ.P. Lond., 
Officer Id Charge of Tuberculosis Depaitment, Great Northern 
Central Hospital. 

Forty, Daniel Herbert, L.R.C.P. Lond., M R.C.8., Medical Officer 
and Public Vaccinator for the Charfi-ld District of the Thornbury 
^Gloucestershire) Union. 

Hancock, J. B., M.R.C.S., L.R C.P. Lond., Certifying Surgeon under 
the Factory and Workshop Acts for the Robertsbridge District of 
the County of Sussex. 

Mackeown, W. J., M.B., B.S. R.U. I , Certifying Fu-geon under the 
Factory end Workshop Acts for the Bishop’s Waltham District of 
the Couny of Hants. 

IIkapen, Charles. M.D., B.S. Darh., Acting Medical Officer for the 
Braunton District of the Barns'aple (Devon) Union. 

Biters, Charles Henry, Medical Offioer of Health for the Redruth 
(Cornwall) Rural District. 

Traill. A., Acting District Medloal Offioer for the Barnstaple (Devon) 
Board of Guardians. 


Jacinth. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Indem), 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor . 

▲fpleoross. Ross-shire.—Medical Officer and Public Vaccinator. 
8*1 ary £320 per annum. 

Barnsley and Wakefield Joint Sanatorium Committee —Resident 
Assistant Tuberculosis Officer and Resident Medical Officer at 
Mount Vernon Sanatorium. 8alary £300 per annum, with board, Ac. 

Birmingham General Dispensary.— Resident Medical Officer, 
unmarred. Salary £300 per annum, with apartments, Ac. 

Boling broke Hospital, Wandsworth Common, 8.W.—House Surgeon. 
Salary £150 per annum, wi h board. Ac. 

Bolton Infirmary and Dispensary.— Second House Surgeon. Salary 
£200 per annum, with board, Ac. 

Bristol Royal Infirmary.—H ouse Physician and House Surgeon. 
8aJary at rate of £120 per annum, with board, Ac. 

Burnley, Victoria Hospital.— House Surgeon. Salary £160 per 
annum, with board, Ac. 

Burslem, Haywood Hospital.—F emale Resident Medical Officer. 
Salary £200 per annum, with board, Ao. 

Cardiff, King Bdward VII.’s Hospital.— House Surgeon for six 
months. Salary at rate of £175 per annum, with board. Ac. 

Chesterfield and North Derbyshire Hospital.— House Surgeon. 
Salary £200 per annum, with board, Ao. 

Derby. Derbyshire Royal Infirm ary.— Two House Surgeons. Salary 
£200 per annum, with board, Ac. 

Derbyshire County Council.— Temporary Medical Superintendent 
for County Sanatorium and Tuberculosis Officer. Salary £500 per 
annum. 

Detonpobt, Royal Albert Hospital.— House Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 

VSyelina Hospital for Children, Southwark. 8.B.—House Physician 
for four months. Salary at rate of £160 per annum, with board, Ac. 

Gloucestershire Royal Infirmary and Eye Institution.— Senior 
House Surgeon. Salary £150 per annum, with board, Ao. 

Holland (Lincolnshire) County Council.— Temporary County 
Medical Officer of Health and Temporary School Medijal Officer. 
Salary £450 per annum. 

Hull, Victoria Hospital for Sick Children.— House Surgeon. 

Ipswich, Bast Suffolk and Ipswich Hospital.— Two Fema T e 
Resident Officers. 

Italian Hospital, Queen-square, London. W.0.1.—House Surgeon 
for six months. Salary £80 per annum, with board, Ac. 

Kensington Board of Guardians.— Resident Assistant Medical 
Officer Locum Tenens for Marloes road Institution. Salary 7 guineas 
per week, with board, Ac. 

Deeds Public Dispensary.— Resident Medical Officer. Salary £200 
per annum, with board, Ac. 

Lincoln, City of.—T emporary Ass'stant Medical Officer of Health. 
8alary at nteof £300 per annum. 

Manchester, Hulme Dispensary, Dale-street, Stretford-road.—House 
Surgeon. Salary £250 per annum, with apartmen’s, Ac. 

Nottingham Children’s Hospital.— Female House Surgeon. Salary 
at rate of £200 per annum, with board, Ac. 

Paisley Parochial Hospital, Lunatic Wards, and Poorhousr, 
Craw-road.—Resident House Surgeon. Salary £260 per annum, 
with board, Ao. 

Plaistow Fever Hospital, London, E.—Temporary Female Resident 
Medicsl Officer. 8alary at rate of £300 per annum, all found. 

Queen Mary’s Hospitaj. job the Bast Bed, Stratford,—Casualty 
Officer. 

Royal College of Surgeons of England.— Election of Professors 
and Lecturers. 

Boyal Free Hospital, Gray’s Inn-road, W.C.—Senior Resident 
Medieal Officer. Salary £200 per annum. Also House Poysioian. 
Salary £50 per annum, with board, Ac. 

9t. George’s Hospital, S.W. L—Temporary Assistant Surgeon for six 
months. 

8t. Helens County Borouoh.— 1 Temporary Assistant Medical Officer 
of Health. Salary £350 per annum. 


St. Peter’s Hospital for Stone, Ac., Henriettas! reet, Covent 
Garden, W.C.—Senior and Junior House Surgeons for six months. 
Salaries at rate of £75 per annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Surrey Education Committee.— Temporary School Dentist. - Salary 
£300 per annum. 

University College Hospital.— Casualty Surgical Officer. Salary 
£100 per annum, with lunch. Also Assistant in Dermatological 
Department a~d Part-time Assistant in Venereal Diseases Depart¬ 
ment. Salary £200 per annum, with lunch. 

Warwickshire and Coventry Joint Committee for Tuberculosis. 

—Temporary Tuberculosis Officer. Salary £500 per annum. 

Wells Asylum, Somerset.—Te nporary Assistant Medical Officer. 

Salary £300 per annum, wirh board. Ao. 

Worcestershire, King Edward VII. Memorial Sanatorium, Knight- 
wick, near Worcester.—Temporary Medical Superintendent and 
Tuberculosis Offioer. Salary £450 per annum, with board, Ac. 


The Chief Inspector of Factories, Home Office, London, 8.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
ami Workshop Aota at Groamont (Yorks) and at Tipton (Stafford). 


$irt]js, lltarriages, anfr 


BIRTHS. 

Batty Shaw.—O n May 6th, Muriel, wife of Dr. Batty Shaw, 
F.B.O.P., of a daughter. 

Bell.— On May 1st, at Knaresborough-place, S.W., the wife of Majjr 
F. 0. Bell, C.A.M.C., of a son. 

Hilton.—O n May 6th, at The Corner House, North wood, the wife of 
O. Hilton. M.D., of a daughter. 

Mawhood.— On May 4th, at Chaloots, Asoot, the wife of R. H. 

Maw hood, M.B., B.C. Cantab.. F.R.C.S. Bng., of a son. 

Vebcoe.— On April 29th, at Old Court, Baling, the wife of Richard 
H. Vercoe, M.R.C.S., L.R.C.P., of Southall, of a daughter. 


MARRIAGES. 

Cross—Weaver.—O n April 23rd, quietly, In London, Leopold Harold 
Cross, L.D.S. Bng., Captain. R.A.M.O., to Clarice Blanche, 
daughter of the late John Weaver and Mrs. Weaver, of Strektham. 

Drakk-Brockman— PiLKiNGTON.-On May 7ih, at St. Botolpb’s 
Church, West Worthing, Lieutenant-Colonel Ralph B. Drake- 
Brockman, B.A.M.C., to Helen Maud, second daughter of Major 
8!r H. Pilklogton. K.C.B., R.B. (retired), and L*dy PI Iking ton, cf 
Stulland House, Worthing. 

Gray—Cooper —On April 26. h, at St. John’s, Red Lion-square, 
Archibald Montague Henry Gray, M.D., Major. R.A.M.C., T.F., of 
30, New Cavendish-street, W., only son of the late Dr. F. A Gray, 
of Ottery St. Mary, Devon, to Blsle, youngest daughter of the late 
F. B. Cooper, of Newcastle, Staffs. 

Pickles—Tunstill.— On May 5th, at 8t. Andrew’s Church, Aysgarth, 
Yorkshire, by the Rev. W. K. Wyley, M.A., vicar < f the parish, 
Surgeon William Norman Pickles, M.B., M.S. Lond., R.N.V.R., son 
of Dr. J. J. Pickles, of Leeds, to Gertrude Adelaide, daughter of 
Harry Tunstill, of Thornton Lodge, Aysgarth, and of Rlvington, 
Pendleton, Manchester. _ 

DEATHS. 

Adenky.— On May 2nd, at Haward Lodge, Tanbridge Wells, Bdwln 
Leonard Adeney, M.D., J.P., aged 58 years. 

Ooalbank.— On Saturday, May 5th, at Teddington Lodge, Teddington, 
Isaac Coalbank, M.R.O.S. Bug., L.S. A., M.D. Paris, aged 73 years. 

Doudney.- On April 29th, at Kombs, Northern Nigeria, of malaria. 
Dr. Leslie Doudney, W.A.M.S., aged 38 years. 

Fowkr.—O n April 27th, at Byfieta, Northamptonshire, Frederick 
William Fowke, M.R.C.S. fcng., M.R.C.P. Bdin., L 8.A. Lond , 
aged 73 years. 

Fox.—Missing, believed drowned, on April 15th, Lieutenant-Colonel 

A. C. Fox. D.S.O., R.A.M.C. 

Kerr.— On April 26th, in San Francisco, William Watt Kerr, M.D. 
Bdin., aged 59 years. 

Lores.— Killed in action, on April 28th, Captain Percy Bast Lones, 

B. A.M.C., aged 30years. 

Nason.— On April 29th, at “ Arbury,” Stratford-on-Avon, John James 
Nason, M.B., J.P., aged 84 years. 

Squire — On May 2nd, at his residence, Bentinek-terra**, North-gate, 
Regent’s Park, N.W., after three days’ illness, John Bdward Squire, 

C. B., M.D., F.R.C.P , aged 61 years. 

Symons.— Killed in action, on April 30tb, Lieutenant-Colonel (acting 
Colonel) Frank A. Symons, C.M.G., D.S.O., Assistant Director of 
Medical Service. 

Tackaberry.— On March 25th, at a Stationary Hospital abroad, 
Captain John Bailey Tackaberry, I.M.S., aged $1 years. 

Turner.— On May 2nd, at Ciifton, George Browne Turner, M D., J.P., 
of Camden House, Herael Hempstead, in his 91st year. 

Williams.— Died May 4tb, 1917, at Guilsborough, Nortbants, Henry 
William Williams, M.D., aged 81, eldest son of the late William 
Williams, surgeon, of Guilsborough, Northants. 

N.B.—A fee of 5s. is charged for the insertion of Notices of Births, 
Marri igei, and Deaths. 


The following promotions and appointments to 
the Order of the Hospital of St. John of Jerusalem in 
England have been made: Major Sir Edward Scott 
Worthington, C.M.G., M.V.O., and Lieutenant-Colonel Frank 
Warburton Begbie, R.A.M.C , to be Knights of Grace, and 
Surgeon Lieutenant-Colonel James Stuart Brooke, V.D., to 
be an Esquire. 
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8to, Comments, anb Jnsfeers 
to Comsponbents. 

MICROSCOPIC STAINING WITH COPYING-INK 
PENCIL. 

At a recent meeting of the Zurich Medical Society, Dr- 
Louis E. Merian called attention to the convenience of 
using coloured pencils in staining microscopical prepara¬ 
tions. The idea was suggested to him by a paper of Dr. E. 
Friedberger in the Military Supplement of the Winch, 
med. Wochemciir. of Nov. 21st last. Friedberger has invented 
a universal pencil for staining pus and blood films as well 
as gonococci, trypanosomes, spirochscbes, and malaria 
parasites, and he* proposes to bring out a Giemsa and a 
carbol-fuchsin pencil after the war. The method of stain¬ 
ing suggested was very simple. After fixing, a drop or two 
of water was placed on the slide, and the coloured pencil 
rubbed in the water until the required depth of colour 
was attained. The preparation was then rinsed and dried 
in the usual way. It occurred to Dr. Merian that the 
ordinary indelible pencil obtainable for Id. (they now cost 
4d.) might serve the same purpose. The result proved 
satisfactory for white and red blood corpuscles, gono¬ 
cocci, and spirochiBtes. Of the various makes of 
indelible pencil obtainable in Switzerland Dr. Merian 
found “ A. W. Faber Radium 5803 ” the most suitable, while 
Faber’s “Castell,” Hardmuth’s “ Mephisto 73 B. middle,” 
and llehbach’s ‘ Defregger ” were also good. Dr. Merian 
claims a special handiness and cleanliness for this method 
as well as the convenience of carrying the pencil anywhere 
in the pocket. The stain keeps indefinitely and does not 
deteriorate as stains do in solution. 

We have used this method in. emergency, finding it to 
work well for pus, blood, and cultures. The drop of water 
Bhould be placed by the side of the film, the indelible 
pencil rubbed well into it, and the coloured drop then led 
over the preparation. 

THE SPARROW. 

It is officially explained that the sparrow whose destruction 
the Board of Agriculture urged is the honse-sparrow, not 
the hedge-sparrow, “which is an eminently useful bird, 
to be encouraged by all possible means.” 

Some useful information with reference to this bird will 
be found in a small book published in 1899 by Vinton and 
Co., entitled “The House Sparrow: The Avian Rat,” by 
William Bernhard Tegetmeier, F.Z.S., with an appendix 
by Eleanor A. Ormerod, F.E.S., of the University of 
Edinburgh. In his preface Mr. Tegetmeier said :— 

It is a remarkable fact that there is not one eminent, practical 
ornithologist of the present day in England or elsewhere who 
advocates the protection of this species. Many of those in the very 
first rank of science, and with the greatest experience of country 
life and knowledge of “practical ornithology, who advocated the 
claims of this bird to protection in their youth, have, as the 
result of further experience and careful observation, been led to 
denounce it. 

The tree-sparrow (Passer montanus) is smaller than the 
house-sparrow (Passer domexticus) and has a black patch in 
the middle of the white feathers on each side of the neck. 
There are also two distinct bands of white across the wing 
in place of one as in the ordinary sparrow. The so-called 
hedge-sparrow, or Dunnock (Accentor modularity is wrongly 
named, says Mr. Tegetmeier:— 

It is a purely insect-eating bird, and neither in its structure, 
habits or food, is it closely related to the house-Bparrow. It does 
not occur in large numbers and la highly beneficial as an insect 
destroyer. 

An American report of 400 pages by the eminent 
ornithologist, Dr. C. H. Merriam, related the destruction 
effected by the sparrow in the United States. Particulars 
of wicker, wire, and other sparrow traps are given. In 
some parts of the country an arrangement of four ordinary 
bricks with short pieces of stick is used. 

The food of sparrows for May to August is given as 
follows:— 

May.—Customary food: Cvn; vegetable matter; seeds. 
Occasional food: Young pea-pods and leaves of peas; gooseberry 
blossoms and yonng gooseberries; small beetles; caterpillars of the 
brimstone moth and white cabbage butterflies; turnip seed ; hay 
seed; Bpronta of young barley half an inch long; pollen of the 
sycamore and apple; mangold leaves. 

June.—Customary food : Corn; vegetable matter; seeds of various 
sorts; peas. Occasional food: Gooseberries and other fruit; lettuces ; 
small beetles; mangold leaves. 

July.—Customary food: Yonng wheat, barley, and oats; vegetable 
matter; seeds of varioos weeds. Occasional food: Peas; small 
beetles; beans; seeds of wild spinach. 

August.—Customary food: Wheat, barley, oats. Occasional food : 
Beeds of corn, bindweed, knotgrass, Ac.; aphides, small beetles, 
daddy longlogs ( Tipula), caterpillars of Terat Contaminana, moth of 
CrambH* culmcUus. 

It is well known that sparrows when taken in large 
numbers may be advantageously utilised as food. 


A METHOD OF PRESERVING EGGS. 

M. Andre, of Arnoux, recently described before a Paris 
medical society a practical means of preserving eggs for 
several weeks, allowing of their safe transport to the troops 
and to prisoners. The method consists in covering the egg 
with a hard envelope which prevents the penetration 
of the air. The new-laid egg is wrapped round with 
material steeped in liquid sodium silicate, so-called mineral 
glue, and then left to dry in an airy place for about twelve 
hours. At the end of this time the jacketed egg is of the 
consistency of a stone and entirely resistant to shook. 
When required for consumption it suffices to steep the egg 
in tepid water in which the mineral glue readily dissolves, 
or the silicated envelope may be out off with a knife in the 
same way as fruit is peeled. 520 eggs which travelled 
for a month under the most exacting conditions arrived 
intact and in an excellent state of preservation. 

HEALTH AND SANITATION IN NIGERIA. 

From the medioal section of the delayed report of Sir F. D. 
Lugard, Governor-General, on the Blue-book of Nigeria 
for the year 1915, jast issued by the Colonial Offloe, it 
appears that the native population of the Northern 
Provinces is roughly estimated at 9,500,000 and that of 
the Southern Provinces at 7,805,000—a total of about 
17,500,000. The average density in the Northern Province 
is about 37 to the square mile and in the Southern 
Provinces about 105. In the Northern Provinces at the 
end of 1915 there were about 700 Europeans, of whom some 
300 were officials, and in the Southern Provinces about 
2000 Europeans, of whom 800 were officials. 

The geueral health of the cblony was normal during the 
year. Compulsory registration of births and deaths only 
obtains in Lagos andEbute Metta, and even in these places 
statistics are unreliable. The most prevalent general 
diseases are rheumatism and anosmia. Malaria is the 
commonest insect-borne disease, but small outbreaks of 
yellow fever have occurred on four occasions at different 
places in the Southern Provinces amongst the native 
population only, and one European contracted this disease 
in the Northern Provinces. A mild form of sleeping 
sickness is endemic in certain parts of the Niger Delta; 
the same disease is also found along the banks of the 
River Benue. Blackwater fever has shown a steady 
decline since 1910—this follows very closely the malarial 
fever curve. Considering the largely increased European 
population the decline of malaria and blackwater fever ia 
significant. Cases of pulmonary tuberculosis were observed 
more frequently than in former years. Although confined 
for the most part to the humid Southern Provinces, a few 
cases have also been seen amongst the natives in the drier 
Northern Provinces. In the opinion of the medical and 
sanitary officers this disease is on the increase, and often 
assumes a very virulent form. There were no cases of 
beri beri seen in the prisons during the year. Among the 
natives of the Cross River the disease is not unknown. 

The returns do not in any way represent the true in¬ 
cidence of venereal diseases in the community. Syphilis 
and gonorrhcea are common diseases all over Nigeria 
except in the pagan districts of the north, where the 
natives are reputed not to intermarry with those of other 
tribes. Helminthic infections are so prevalent that it 
would be difficult to find a native who does not harbour 
one at least of the three most common parasites. The 
percentage of the population infected with ankylostomiasis 
is very high—probably over 80 per cent, in certain areas— 
but the infection seldom prodooes clinical symptoms. It 
is believed to be often associated with severe cases of 
diarrhoea and dysentery. 

The limitations which the advent of war had imposed 
upon sanitary activity in the course of the seoond half of 
1914 remained throughout the whole of 1915. Under the 
circumstances the Northern Provinces should be acoounted 
fortunate, as visitations of epidemic diseases were few. 
The most unfortunate sanitary legacy bequeathed by 1915 
was the fact that it had beoome necessary to recognise 
enteric fever and tuberculosis as naturalised members of 
the community of endemic diseases. A European, a 
member of the medical staff, succambed to the former. 
An improved water-supply has been provided for Lagos. 
Considerable attention was given daring the year to the 
important question of segregation of the European popula¬ 
tion at many of the leading political and commercial 
centres. Definite areas were arranged and, although 
immediate results cannot be obtained in all instances, 
progress is gradually being made as opportunity arises and 
means become available. 

In the Northern Provinces the principal hospitals and 
dispensaries are at Zungeru, Lokoja, Kaduoa, and Kano. 
812 Europeans and 15,887 natives were treated as out¬ 
patients and 325 Europeans and 4364 natives as in 
patients; 14 Europeans and 200 natives died. In the 
Southern Provinces the chief hospitals aud dispensaries 
are at Lagos, Warri, Calabar, Ibadan, and Onitsha. In 
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4bese there were treated during the year 411 Europeans 
and 76,872 natives as out-patients and 1656 Europeans and 
D509 natives as in patients; 12 Europeans and 760 natives 
dfed. The Leper Asylum at Yaba and the leper settle¬ 
ments at Ibusa, Onitaha, Okhanam, and Illah, had 20,133, 
49, 65, and 32 inmates respectively during the year. 

’THE CULTIVATION OF JALAP. 

To the Editor of The Lancet. 

Sib,—A mong the herbs recommended for growing in 
England I should like to know if jalap has ever been tried. 
I first saw it in a Norfolk garden, and I now grow it as a 
creeper at my Hampshire cottage. It bears a beautiful 
convolvulus flower in the autumn. It produces a tew 
tubercles each year, but I have no knowledge of their 
medicinal value.—I am, Sir, yours faithfully, 

Devonshire-place, W., May 8th, 1917. GEO. H. SAVAGE. 

*0* The dried tubercles of jalap (Ipomosa purga) yield 
about 10 per cent, of official resin, containing jalapin and 
neammonin.— Ed. L. 

A LOST STETHOSCOPE. 

To the Editor of The Lancet. 

Sir,—T he other day a patient of mine was walking on 
Crow Lane, which is situated between Newton-le-Willows 
and EaTlestown, when a rapidly-driven motor passed him, 
from which dropped an object that he brought to me. 

It is a stethoscope made of nickel-plated material with the 
Chest-and ear-pieces of pure tortoise-shell 1 I should say it 
was of more than ordinary value and should be pleased to 
Ibrward it to any medical man who may have lost one 
antrwering to that description in this locality. 

I am, 8ir, yours faithfully, 

M. C. 8/Lawrance. 

100, Market-street, Earles town, Lanes., May 8th, 1917. 

TWILIGHT SLEEP. 

A CORRESPONDENT suggests that we should comment upon 
the advertisement methods of a nursing home where this 
treatment is in use, but it seemB to us that the public 
will see at a glance what impression is intended to be 
produced. 

Jupiter.—The administrative orders have recently been so 
frequently altered that reference to your Local Medical War 
Committee is the only oourse to be safely recommended. 


METEOROLOGICAL READING 8. 

(Taken daily at 8.30 a.m. by SU wards Instrument*.) 

_The Lajtckt Office, May 9th, 1917. 
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Other information which we have been accustomed to give in th« m 
“Beadlnga”ia withheld for the period of the war. 


BOOKS, ETO* RECEIVED. 


British BsPRbanto Association, 17. Hart-street, Bloomsbury, W.C. 
Caroline Stephen's Pundamentoj de la Kvakerismo Esperantlgita de 
Montagu C. Butler el la kv&ra eldono de la briglnalo. L, 9d 
Cabsfll and Co., London. 

A Handbook of Midwifery for Midwives, Maternity Niirtes, aild 
Obstetric Dressers. Fourth edition. By Comyns Berkeley, M.A.. 
M.D., M.C. Cantab., F.K.C.P.Lond., M.R.C.S.Kng. 6s. net. 

Notes on. Military Orthopaedics. By Colonel Robert Jones, C.B., 
Inspector of Military Orthopaedic*, A.M.S. With Introductory 
Note by Surgeon-General Sir Alfred Keogh, G O.B.. Dlrector- 
Geaeral, A.M.S. 2s. 6d. net. 

OmmCBiu., J. AND A.. London. 

PulmonafV Tuberculosis: its Diagnosis, Preventlqn, and Treatment. 
By W. M. Crofton, M.D. 6s. net. 

Psychological Medicine: a Manual on Mental Diseases for Practl- 
tf oners and Students. By Maurice Cr&Ig, M.A., M.D. Cantab. 
FiR.C.P. Lend. Third edition. 15s.net. 

Putwam’s (G. P.) Boms, London and New York. 

Hygiene in Mexico: A Study of Sanitary and Educational Problems. 
By Alberto J. Pani, GjE. Translated by Ernest L. de Gogorsa. 


The following journals, magazines, Ac. have been received:- 

La Chirurgla degli Organ! dl Movmento, Annales al la Facultad 
de Medicina Montevideo. American Medicine, British Journal of 
Dermatology and Syphilis, Practitioner, Birmingham Medical 
Review, Annali d lgiene. Archives of Internal Medicine, Pediatrics, 
British Journal of Ophthalmology. Transactions of the Society of 
Tropical Medicine aud Hygiene, West London Medical Journal, 
British Journal of Dental Science, Annales de I’lnstltut Pasteur, 
British Dental Journal. 
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SMtttal Jiarg for % ensuing ffitth 

SOOIBTIBB. 

ROYAL SOCIETY, Burlington House, London, W. 

THURSDAY.—Baktrlan Lecture:—Mr. J. H. Jeans: The Configura¬ 
tion of Astronomical Masses and the Figure of the Biuth. 

iOYAL SOCIETY OF MEDICINE, X Wimpole-street, W. 

Tuesday, May lfith. 

GENERAL MEETING OF FELLOWS, at 5 p.m. 

Ballot for Election, to the Fellowship. 

MEETINGS OF SECTIONS. 

Tuesday, May 15th. 

PSYCHIATRY (Hon. Secretaries—Bernard Hart, G. F. Barham): 
at 6 p.m. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Wedaeeday, May 16th. 

HISTORY OF MEDICINE (Hon. Secretaries- J. D. Rolleston, Charles 
Singer): at 5 p.m. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Thursday, May 17th. 

DERMATOLOGY (Hon. Secretaries—J. E. R. McDonagh, Henrv 
MacCormac): at 5 p.m. 

Annual General Meeting.—Election of Offlceis tod Council for 
1917-1918. 

Cases will be shown at 4.30 p.m. 

OTOLOGY (Hon. Secretaries^!! D*S.*Davis, Somerville 
at 5 p.m. 

Annual^ General Meeting.—Election of Officers and Council for 
Cases and Specimens (at 4 p.m.) : 

Dr. Dan McKenzie and Dr. Robert Knox: The Anatomy of the 
Fallopian Canal. 

Mr. J. F. O'Malley: The Escape of Cerebrospinal Fluid from the 
Ear for Twelve Months. 

Mr. W. H. Jewell: A Case of Unusual Tinnitus. 

Discussion: 

On *• The RekjiUon of Diseases of the Ear to Recruiting for the 
Army and Navy " will be opened by Capts G. J. Jenkins. 
BLBOTRO-THRR APBUTICS (Hon. Secretaries—B. P. C um ber batch 
R. Knox): at 8130 p.m. * 

Annual General Meeting.—Election of Officers tod Council fbr 
* 1917-1918. 

Paper: 

Dr. Mottram and Mr. Sidney Buss: A Contribution to the Study 
of Dosage lu Radium Therapy. 

MEDICAL SOCIETY OFLONDON, 11, Chandos-st., Cavendfsh-sq., W 
Moitday.—8 p.m.. General Meeting. Election of Officers for 1917-18 
Session and to receive Annual Report. 9 p.m., Annual Oration:— 
Sir William Osier : The Anti-Venereal Campaign. 

LONDON DERMATOLOGICAL SOCIETY, St, John's Hospital 
49, Lelcester-square, W.C. * 

Tuesday.—4.30 p.m.. Clinical Meeting. Cases sent for Consulta¬ 
tion. Demonstration of Pathological Specimens. Clinical Cases 
will be shown by Dr. H. C. Samuel, Dr. B. Winston, Cabt. W 
Griffith, R A.M.C., Dr. B. James, Dr. W. K. Sibley. Dr J B 
Ridley, and Dr. M. Dockrell. 

ROYAL SOCIETY OF ARTS, Johmstreet, Adel phi, W.O. 

Wednesday.-4.30 p.m., Paper:— Sir C. Arthur Pearson: The 
B ind Sufferers from (he War and their Future Employment 
SOCIETY OF TROPICAL MEDICINE AND HYGIENE, ll.Chandos- 
street, Cavendish-square, W. 

Fkiday.-5.30 p,m„ Paper:—Read for Dr. H. R. Garter (Washing¬ 
ton, U.S.A.): Spontaneous Disappearance of Yellow Fever from 
Failure of the Human Host. 

LECTURES, ADDRESSEP, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hbapital, Hamtaeramith- 
voad, W, 

Monday.— 2 p.m., Medical aud Surgical Clinics. X Rays. Mr Gray t 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Simeon; 
Diseases of Women. 

Tuesday.—2 p.M., Medical and 8urgical Clinics. X Rays. Mr 
Baldwin: Operations. Dr. Batnks Davis: Diseases of the Throat! 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednebda y.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Ear. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pat-doe : Operations. 
Thursday.—2 p.m.. Medical and surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Eye. 

Friday.—10 a.m., Dr. Sitnson: Gynaecological Operations. 2pm 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Da via : Diseases of the Throat, Nose, and Bar 
Dr. Pernet: Diseases of the Skin. 

BATU&day.-—10a.m., Dr. Saunders: Diseases of Chltdren. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman i 
Eve Operations. 2 p.m., Medical and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations. 

ROYAL INSTITUTION OF GREAT BRITAIN, Albemarle*street 
Piocadllly, W. * 

Thursday.—3 p m., Prof. W. Bateson : The Chromosome Theory of 
Heredity and the Alternatives. (Lecture I.) 

ROYAL INSTITUTE OF PUBLIC HEALTH, Lecture Hall of the 
Institute, 37, Russell-squ re, W.C. 1. 

Couise of Lectures and Discussions on Publlo Health Problems under 
War and After-war Conditions:— 

w «MBSDi.T.-4 p.M., Lecture V.:-Bl*ht Hon. Lord DAbernon: 
Public Health and the Control of the Liquor Traffic. Followed 
by a discussion. 
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EDITORIAL NOTIGE8. 

It is most important that communications relating to the 
Editorial business of The Dancbt should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. J 

It is especially requested that early intelligence of looal 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author t and if 
possible of the article , should be written on the blocks tc 
facilitate identification . 

We cannot undertake to return MSS. not used. 

OJizes : 423, Strand, London, W.C. 2. 

MANAGE R’S NOTICES. 

ALTERATION IN THE PRICE OF “ THE LANCET ” 

Increased war expenses and cost of production necessitate 
an increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rates of 
subscription remain as revised in October. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to looal newsagents 
(with none of whom nave the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, <&o., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effeot. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 55. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


Communications, Letters, Ac., have been 
received from— 

A—Lady Angela Adair, Dunadry; Douglas, Bellshtll; Derbyshire 

Australian Book Co., Lond.; County Council, Derby, County 

Anglo-French Drug Co., Lond.; Medical Officer of Health of; 

Messrs. Arnold and Sons, Lond.; Major H. R. Dean, R.A.M.C. (T.); 

Messrs. Allen and Hanburys, Surg.-Gen. W, G. Don, A.M.S.; 

Lond.; Albion Motor Car Co., Dr. H. H. Dale, Lond. 

Glasgow; Messrs. W. Abbott, E —Messrs. Bason and Son, Dublin; 
Load.: Mr. J. V. Arkle, Lond.; Messrs. Bland Bros., Exeter. 

Dr. W. D. Anderson, Keswick; F.—Messrs. H. Frowdeand H odder 
Dr. G. H.V. Appleby, Harrogate; and Stoughton, Lond.; Fac- 

Miss B. M. Ac worth, Lond.; Prof. | torles. Chief Inspector of, Lond.; 
V. Ascoli, Chianclano; Mr. D. i Miss F. A. M. Fletcher, Lond.; 
MoO. Aitken, Lond. Col. A. Fullerton, A M.8. 

B. —Messrs 8. H. Benson, Lond.; G.—Dr. B. J. Gurdon. Doncaster; 

Messrs. T. B. Browne, Lond.; Dr. R. R. Gidding*, Nottingham; 

Messrs. C. Btrchall, Liverpool; Gloucestershire Royal Infirmary, 

Mr. W. Bryce, Bdinburgh ; Major Sec. of ; Mrs. Greville, Lond.; 

8. Bose, I.M.S.; Messrs. Butter- Lord Provost of Glasgow ; Capt. 

field and Son, Northampton; M. Greenwood, R.A.M.O.(T.); 

Messrs. Bale, Sons, and Daniels- General Life Assurance Co., 

son, Lond.; Bury Infirmary, Sec, Aeat. Sec. of; Dr. J. Gay, Lond.; 

of; Messrs. Brown Bros., Lond.; Capt. J. F. Gill, R.A.M.O.; 

Messrs. Burroughs Wellcome and Guardian and Express Newspaper 

Co., Lond.; Messrs. Astor Bols- Series, Bodmlu, Proprietor of. 

seller and Lawrence, Lond.; Dr.G. H.—Mrs. B. Hobday. Lond.; Mr. 
Blacker, Lond.; British Electrical J. T. Henderson, Pletermaritz 

and Allied Manufacturers’ Asao- burg; Hospital for Epilepsy and 

elation, Lond., Sec. of; Dr. Irene Paralysis, Lond., Sec. of; Messrs 

Bastow, Sheffield; Mr. H. Brown, O. J. Hewlett and Son, Lond.; 

Lond.; Dr. A. H. Bizarro, Lond.; Capt.J. Henderson, R. A.M.C.(T.); 

Mr. J. O. ter Bruggers, Lond.; Hulme Dispensary, Manchester, 

Dr. D. T. Barry, Cork; Mr. T. A. Hon. Sec. of; Mess s. Hodderand 

Birns, Chinsall, North Rbodesla. Stoughton, Lond.; Messrs. Abel 

C. —Chadwick Trust, Lond,, Sec. of; Hey wood and Son, Manchester; 

Dr. H. Carllll, Lond.: Missrs. Capt. G. S. Hughes. R.A.M.C.; 

G. W. Carntick Co., New York ; Mr. R. Hayes, Lond. 

Surg. F. L. Cassidl, R.N.: Com- L— Institute of Hygiene, Loud., 
monwealth of Australia, Federal Sec. of; Incorporated Society of 

Qiuurantlne Bureau, Melbourne, Trained Masseuses, Lond., Sec. 

Director of; Mr. J. Chatterjee, of; Illuminating Engineering 

Calcutta; Mr. J. F. Colyer,Lond.; Society, Lond.; Capt. A. C. 

Dr. W. F. Cornwall. Towcester; Inman. R.A.M.C. 

Mr. J. Catburn, Lond. J.—Dr. G Johnston, Lond.; Major 

D. —Dr. R. Duncan, Richmond; F. B.Jefferlss, R.A.M.O.: Jupiter. 

Messrs. W. Dawson and Sons, Mr. A. W. LI. Jones, Torquay. 

L)cd.; Derbyshire Royal Infir- X.—Xing Bdward VII. Hospital, 
maty, Derby, See. of; Dr. D. Cirdiff, Seo. of. 


L. -Mr. F. R. Ley. Mill Hill ; R.— Royal Academy of Medicine 

Leeds Public Dispensary, Sec.of ; in Ireland, Dublin; Royal Insti- 
London Hospital Medical Col- tution of Great Britain, Lond.; 
lege, Sec. of; Lincoln Corpora- Dr. R. R. Rentoul, Liverpool; 
tlon, Town Clerk of; Messrs. Royal Society, Lond.; Major 
Longmans, Green and Co., Lond.; A. M. Ramsey, R.A.M.C (T.); 
Dr. K. B. Low, Lond.; Messrs. Mr. W. Ramsay, Melbourne; 
H. K. Lewis and Co., Lond.; Capt. J. K. Rennie, R.A.M.C.; 
Local Government Board, Lond., Royal Institute of Public Health, 
Medical Officer to; Lon ion and Lond., See. of; Royal Albert 
Counties Medical Protection Hospital. Devonport, Hon.Sec.of; 
Society. General Sec. of; Mr. Royal College of Surgeons of 
K A. Lcnski, Lond.; Dr. S. C. England, Lond., Sec. of; Roms- 
Lawrence. Lond. 1 y Hill Sanatorium, Halesowen ; 

M. —Major C. H. Miller, R.A.M.C,; Miss Muriel Robertson, Lond. 
Messrs, Macmillan and Co., B.—Dr. G. A. Sutherland, Lond.; 
Lond.; Capt.G. Morris. R.A.M.C ; Surrey County Council, Kingt- 
Maltine Manufacturing Co., ton upon-Thames, Sec. of; S. P.; 
Lond.; Mr. G. Mayalb B< lton ; Saccharin Corporation, Lond.; 
Mr. J. B. R. McD< nagh, Lond ; Capt. P. D. Saylor. C.A.M.C.; 
Dr. Gladys Montgomery, Stob- i St. Helens County Borough, 
hill; Mr. B. MacGowan, Lond.; ! Medical Officer of Health of; 
Messrs. C. Mitchell and Co., Lond.; Prof. A. B. Shipley. Cambridge; 
Capt. F. B McCarter, R.A.M.C ; j Sir George H. Savage, Lond.; 
Dr. E. Montpetit, Rigaud, P Q ; i Canon B. Steward, Cod ford; Dr. 
Lieut. G. B.Messenger, K. 4.M.U.; B. S. Shroff, Bombay; [Society of 
Midland Counties Herald, Bir- Tropical Medicine and H3'glene. 
mingbam: Messrs. R. Morrison : Load.; Society of Public Analyst*, 
and Co., Lond.; Miss B. Monti- ; Lond., Joint Hon. 8eo. of; St. 
z&mbert, Paris; Mr. J. D. Mai- Peter’s Hospital for 8tone, Lond., 
colm,Load.: MaruzenCo.,Tokyo Seo. of; Messrs. Sella, Lond.; 

N. —Dr. D. Newman, Glasgow; Capt H. Spjng, R. A.M.C. 
Newspap?r 8oclety, Lond.. Sec. T.-Messrs, W. Thacker and Go., 
of; National Housing and Town i Lond.; Dr. A. H. Thompson, 
Planning Council, Lond.; Mr. i Lond.; Theatrical Garden Party, 

A. B. Nicholls, Meole Brace; j Lond,, Committee of; Thamea 
National Council of Trained Export Packing Co., Lond.; 
Nurses of Great Britain and Ire- Major G. G. Turner, R.A.M.C.; 
land, Lond., Hon Sec. of; I Mr. L. L. Thain, Bwyas Harold. 
National Advertising Society, U.—University of London Press, 
Load.. President of; Nursing Lond. 

Mi+ror, Lond. V.—Messrs. J. W. Vickers and Oo.. 

O. -Dr. J. O’Conor, Buenos Aires ; Lond.; Messrs. Van Houten. 

Oxford Bye Hospital, Seo. of. Lond.; Victoria Hospital,Burnley, 

P. — Mrs. Pinches, Bournemouth; Sec. of. 

Capt. W. M. Penny, R.A.M.O.; W.-Dr, S. A. K. Wilson, Lond.; 
Panel Committee for the County Mr. A. Waddington, St and i ah ; 

of London, 8ecs. of; Paisley West London Hospital Post- 

Parish Council. In9i>ector of; Graduate College, Dean of; 

Mr. A. E. Parkes, Lond.; Mr. Mr. A. Wilson, Lond.; Messrs. 

G. H. Pollard, Bournemouth; W. Wood and Go., New York; 

Fleet Surg. J. H. Pead, R.N.; Mr. J. A. Walls, Lond.; Dr. J. 

Lady Muriel Paget, Lond.; Profits Watson, Jersey; Dr. H. Wallon. 
and Income Insurance Co.,Lond. Z.—Messrs. Zeffertt and Co., Lond. 
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LECTURE I. 

Mr. President and Gentlemen, — I wish flfst to offer 
my thanks to the College for the honoar done me in 
selecting me to give these lectures. 1 am anxious also to 
ask for your indulgence as the difficulties of preparing the 
lectures in war time have been very great. 

Introductory. 

I have taken paratyphoid infections as my subject as it 
is one of very great interest in the medical history of the 
war and it promises to be of continued importance to this 
and other countries after the war has ended. At this period 
it might be objected that the tims has no" yet come for the 
consideration of a subject of this nature; for the observa¬ 
tions and reports that are being made are not available for 
reference. The subject, therefore, is not yet ready for final 
consideration. This is especially true of the bacteriological 
investigations, but clinical obnervations can always be 
recorded and reviewed. At this juncture a clinical study 
of paratyphoid infections is not out of place, for a great 
change has come over the clinical character of these diseases, 
and descriptions made in the first two years of the war will 
differ materially from those of the third and subsequent 
years. 

The bacteriology and serology of these diseases are com¬ 
plicated, and the literature on the subject is becoming 
extensive. I do not propose to deal with the bacteriologist's 
side of the subject at all fully. But in these, as in all infec¬ 
tions, the need is illustrated for close cooperation between 
the wards and the laboratory ; for it is essential that both 
the bacteriologist and the physician should be able to regard 
the subject from the point of view of the other. In this 
respect I have been fortunate in being associated with Major 
H. L. Tidy, R.A.M.C., for whose help and cooperation I am 
very grateful. 

The bacteriological aspect of these diseases is necessarily 
of great importance, for the making of an absolute diagnosis 
rests with the bacteriologist. Further, he alone can say 
when a patient is free from infection. The clinician, on the 
other hand, has to make the first diagnosis ; but he cannot 
go further than diagnose the “enteric ” group ; 1 it is impos¬ 
sible for him to diagnose typhoid fever from paratyphoid fever 
and the paratyphoid fevers from each other. Several points 
of diagnostic difference have been recorded, but they do not 
hold good, for though there may be a tendency for one 
organism of the group to produce a certain set of conditions 
more frequently than the others, instances of similar con¬ 
ditions produced by the other organisms can usually be 
found. It does not follow that a description of typhoid fever 
would be applicable to the paratyphoid fevers. The organisms 
of the latter diseases have apparently a wider range of 
infection in the human body, and in addition to the 
“enteric” symptoms may cause Borne systemic disease or 
group of symptoms that will mask the nature of the 
infection. 

Historical Summary. 

It will be my endeavour to give a description of these 
infections as I have seen them and as they have been 
recorded by other observers. Bat, first, it will be convenient 
to give a brief historical summary of the paratyphoid 
organisms and how they were found to be associated with 
disease. 

In 1896 Achard and Bensande 9 gave an account of a oase 
of apparent enteric fever in whose urine they found a 


1 The term “ enteric” will be used to denote the typhoid and para¬ 
typhoid fevers 1 . Typhoid fever will be used for Infection by B. typhosus , 
and paratyphoid fever for Infection by B. paratyphosus A and B. 

* Achard et Bensande : Bull, et M4m. Soc. Med. det HOp. de Paris, 
1896. xlll.,3 6. 

NO. 4890. 


bacillus which was not Bacillus typhosus. They, called it 
paratyphoid. 

In 1893 Norman Gwyn 3 describe 1 a cas9 of enteric fever 
caused by an organism with which the agglutination tests for 
typhoid were negative all through the illness. 

In 1900 Harvey Cashing ‘ described an organism obtained 
from the pus of a costo chondral abscess following an attack 
of apparent typhoid fever. This organism was not Bacillus 
typhosus. 

In August, 1900, and again in 1901, Schottmuller 5 described 
bacilli which preseated characteristics between Bacillus 
typhosus and B. coli , which did not give the agglutination 
reactions for B. typhosus. 

In 1901 Durham, 6 in discussing agglutinin gave a 
classification of organisms of typhoid-like and colon-like 
morphology, among which the paratyphoid organisms would 
find places. 

In 1903 Buxton, 7 in working on these and allied organisms, 
split the paratyphoids into two groups, a and /3 ; a is nearer 
B. typhosus , /3 is nearer paracolon. 

In 1904 Firth 8 gave a comprehensive aooount of para¬ 
typhoid A among British troops in India. Since then 
important contributions to our knowledge have b3en made 
by officers of the Royal Army Medical Corps, especially by 
Birt, Statham, Harvey, Grattan, and Wood, their observa¬ 
tions being chiefly on our troops in India. 

In 1912 Bainbridge 0 gave the Milroy lectures on Para¬ 
typhoid Fever and Meat Poisoning. Employing the absorp¬ 
tion methods as described by himself, Castellani, and Boycott, 
he was able to put on a definite basis the differences between. 
paratyphoids A and B and the organisms of meat poisoning, 
B. suipestifer and B. enteritidis of Gaertner. 

Incidence Before and During the War. 

Before the war occasional cases of enteric fever were seen 
in which the agglutination test was repeatedly negative. On 
making further examination with a culture of B. para- 
typhosus B a positive result was sometimes obtained. Such 
an occurrence is within the experience of most physicians. 

Boycott 10 has calculated that each year in London 100 
cases of clinically enteric fever might be expected to be 
paratyphoid B fever, and that in England 3 per cent, of the 
cases which run the clinical course of enteric fever are really 
paratyphoid fever. They also form a fraction of enteric 
cases in statistics that have been compiled in Germtny and 
America. 

In India it has been calculated that in addition to the cases 
of enteric fever caused by B. paratyphosus A a large number 
of the cases called “pyrexia of uncertain origin” are really 
paratyphoid A. 

Paratyphoid fever in Europe is more frequently B than A; 
in India A is common and B very rare. If paratyphoid A 
fever has occurred in England before 1914, it must have 
been very rare, though it has been seen in France, in 
Germany, and in America. 

Since the outbreak of war opportunities for the study of 
paratyphoid infectious have increased enormously. At first 
paratyphoid B fever was very rife in Belgium and Northern 
France ; later paratyphoid A infections occurred. With the 
Gallipoli campaign the number of paratyphoid cases was 
greatly increased, the paratyphoid B oases being more 
numerous in the early autumn and A cases in the late 
feutumn. 

The cases of paratyphoid fever which have come under 
my observation have been patients at the British Red Cross 
Hospital, Netley. At this hospital patients have been 
received from every front. Comparatively few were admitted 
with the diagnosis of enteric fever. The majority were 
wounded or sick men, who started their symptoms of enteric 
fever a few days before or after admission. Mon who had 
been buried, or gassed, or who bad trench feet or wounds 
of the chest seemed particularly liable to contract the infec¬ 
tion. In all 500 cases of paratyphoid infections have been 
in the hospital between October, 1914, and February, 1917, 
and there have been opportunities for seeing the cases in all ^ 
stages and through all stages. Mmy of those patients have 
been double, and even triple, infections of the enteric groap. 
Some have been mixed infections with bacillary and amoebic 
dysentery. The majority of the multiple infectious came 
from Gallipoli. 

3 N. Gwvn: Johns Hopkins Bulletin, 1898. 

« H. Cushing: Ibid., 1900. 

5 Schottmuller; Deut^ch. med. Wochenec'arift, 1900; Zelta. f. Hyg. 
und Infekdonskrankhelt., Leipzig, 1901. 

6 H. B. Durham: Journtl of Experimental Medicine. 1931, vol. v., No. 4. 

7 Buxton : Journil of Medical Reseirch, 1902. vol. vili. 

8 Journal of the R.A.M.C., 1904-1910. 

0 Tux Lancet, March, 1912. 

4° Quoted by Bainbridge, loc. cit. 
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C’UNICAL TYPEg OP PARATYPHOID INFECTIONS. 

The majority of observers do not go further than to say 
that paratyphoid fever closely resembles mild typhoid fever, 
or is typhoid fever on a small scale. Firth 11 says that para¬ 
typhoid infections 
Chart 1. may be mild or as 


^ r-r-^r-r-n sever® 218 in genuine 

■{ s d.ft?#- ?Hjj; ;al? 1;; • 1 typhoid. This state- 

^ iiH fi ktitjf ment is confirmed 

- /uP If? by the cases seen 

1 'll I BS 4 ft during the war, for 

MpMl iif.a \M aH degrees of 

W : l l i: severity have been 

^ ^ seen varying from 

Mild ewe pf paratyphoid B. Short duration. fnrm nf 

T. steady after third week. Suddou onset, the severest form Of 
'thluetinK. headacho. malaise. T. 10 k 2°, enteric fever. Cer- 

P. 76. Tongue clean, constipation ; spleen tainly the cases of 

p»lj.,iae °a ninth day; o° B p»U. Stool, = hoid fever 

seen in the first 


isvo years of the war were, more severe than* the cases of 
typhoid faver among the inoculated. The features of the 
classical description of typhoid fever are very commonly seen 
in paratyphoid fever—i.e., hoadaohe, diarrhoea, the type of 
temperature, the roseola, the enlarged spleen. But these 
symptoms and signs may be present in a patient whose 
condition has a resemblance to some other disease—e.g., 
influenza, rheumatism, and nephritis. 

As in typhoid fever, the paratyphoid organisms produce a 
toacilkemia, and it is therefore possible for any part or parts 


of Moscow, speaking at the Royal Society of Medicine, gave 
the following classification : (1) the influenzal or respiratory 
form ; (2) the gastro-intestinal form ; (3) the choleraic form ; 
(4) the typhoid form. This classification indicates that in 
Dr. Stolkind’s opinion paratyphoid infections may be of a 
varied nature. He also said that clinically and pathologically 
there is no difference between paratyphoid A and B. He 
laid special stress on the frequency of the respiratory or 
influenzal type. 

In collecting the particulars of the cases that came under 
my observation I found that there was a great variety of 
clinical types among the cases. The initial stages of the 
disease frequently resembled other diseases, but later on 
there would be a closer resemblance to enteric fever. It is 
convenient to classify them under certain headings for the 
purposes of description, but I wish it to be understood, that the 
typhoid type is to he regarded as the parent type and the 
others as the offspring. 

The headings under which I propose to classify para¬ 
typhoid infections are: (1) the typhoid ; (2) the dysenteric ; 
(3) the biliary—i.e., jaundice and cholecystitis; (4) the 
urinary—i.e., nephritis, cystitis, <fcc.; (5) the rheumatic or 
arthritic; (6) the respiratory—i.e., bronchitis, pneumonia, 
and pleurisy; (7) the influenzal; (8) the septicemic. 

I. The Typhoid Type. 

The typhoid type is the one most commonly seen and 
recognised, at any rate among the uninoculated. 

General Description. 

The period of incubation is difficult to calculate. The 



Chart 2 a 


Chart 2p, 


Severe ewe of paratyphoid A, enteric type. October, 1915, jaundice followed by Eotorio fever, paratyphoid B. Severe caae of clawlaal 
debility.' Jan. 17th, 1016. Three day*’ illnew; piin in stomach, headache, typhoid type. Sharp initial rise and defervescence, 

dmrrhin*. Feb. 12th : T. rising ; Feb. 17th : T. 104 4°, delirium,spleen-K spots, Patient not Inoculated. Agglutination + para. B. Copious 

cui^tipotion. Agglutination + para. A. Urine =? para. A. Stools = B. coli . rash, spleen +, dlarrhiua, delirium. Trench feet. 


of the body to be infected or affected. The paratyphoid 
organisms have not the same limited affinity for the 
lymphatic tissue of the intestine as the Baoillus typhosus 
hut tend to produce lesions in various parts of the body. 
The effects on the different anatomical structures of the 
body may be summarised thus : 

1. Respiratory system: Rhinitis; pharyngitis; laryngitis; 
tracheitis and bronchitis; broncho pneumonia and pneu¬ 
monia; pleurisy, dry, serous, sero fibrinous, purulent. 


patient is usually unable to give any information, for the 
possibilities of infection on any one day are the same as on 
any other. Also, the patient may have been an unaffected 
carrier for some time, and it only required some circumstance 
to lower the resistance and so cause symptoms to develop. 
But judging from such information as was available the 
incubation period is from 12 to 20 days. 

The onset is either gradual or sudden. The gradual onset 
4 is rather more frequent than the sudden. In the gradual 


2. Alimentary system : 
Gastritis ; euteritis, with 
nud without ulceration of 
t.ie lymphatic tissue; 
colitis, ditto; appendi 
cktis; inflammation of 
bile-ducts, gall-bladder, 
and liver. 

A Urinary system : 
Nephritis; pyelitis and 
pyonephrosis; cystitis. 

4. Skeletal system: Oste¬ 
itis; synovitis, arthritis, 
ami peri arthritis; myos¬ 
itis J?), myalgia. 

5. Vascular system: 
Phlebitis; arteritis; pos 
sibtyeado', myo , and peri¬ 
carditis; septicaemia. 

In addition, inllam- 



Irregular type with remissions of 3° and 4°. Also period of swing, fifth week, 
b *tore finally settling. On admission debility, constipation, T. rising seven 
days. Tougue dry, white fur, abdominal distension, spleen -f, spots, delirium. 
Para. A in stools, ngglutinatiou negative, iuoeulated (2) seven months ago. 


onset the more common 
symptoms are general 
slackness, increasing 
headache, loss of appe¬ 
tite, thirst, pains in the 
back and legs, dizziness, 
inability to keep warm, 
and insomnia. In the 
sudden onset shivering, 
fainting, and vomiting 
are of frequent occur¬ 
rence* Sometimes sudden 
intense headache is the 
first symptom. 

Abdominal pain is 
common ; it is usually 
moderately severe and 
colicky, and is not 


niation of the middle ear, iris, conjunctiva, meninges, 
testicle, and epididymis have been seen. 

Many of these anatomical lesions are more properly con¬ 
sidered as complications, and for clinical purposes other 
forms of classification are more suitable. Dr. E. Stolkind, 12 

M Firth: Journal of 11 A.M.C., 19C4, ii 
12 Proceedings ji, b’.oo. lludidue (.11®. J . Nov. 23rd, 1915. 


localised. Diarrhoea occurs in more than half the cases ; 
it is usually of short duiation and is followed by weeks 
of constipation. Nose-bleeding occurs in about one-sixth 
of the cases. 

There is usually a noisy oouyh and a red, swollen throat; 
at first there is very scanty sputum. Less commonly there 
are deafness and blindness and photophobia. 
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The aspect of the pltienfc is not often alarming. The 
cheeks and ears are flushed, the pupils moderately wide, and 
the skin dry. But in severe cases the patient has the same 
appearance as in severe cases of true typhoid, and in some 
cases, especially those in which the longs are affected early, 
there may be profuse sweats. 

The patient is dfowsy and apathetic; be can be easily 
roused; the memory especially for the details of the onset of 
symptoms is poor. He is content to lie curled up in bed and 
only wishes to be kept warm and left undisturbed. If asked, 
he will probably complain only of headache or backache. 
The headache is most often vertical, but may be frontal or 
occipital. 

The t&Agne varies greatly in different individuals. 
Generally speaking, the tongue is more frequently 
moist than in true typhoid. It is commonly pale, 
with yellowish-white fur on each side of the middle 
line. The edges and tip are red and moist. The 
impressions of the teeth are very noticeable. In 
other cases the tongue is dry, covered with a brown 
crust, and is cracked. In the severest cases the 
tongue is tremulous and is put out with uncon¬ 
trollable shaking jerks. The condition of tongue 
need not bear any relation to the temperature 
I have seen a dry brown tongue with a temperature 
of 99° F., and a moist clean one with a temperature 
of 104°, 

Temperature and Pulse. 

The temperature is very varied. 

1. The case may be apyrexial except for an occasional 
evening rise to 99° or 100°. In these cases there may have 
been a very short febrile period before the patient came 
under observation. This condition is also seen after defer¬ 
vescence following an acute attack, especially if it has been 
mild. 

2. The period of pyrexia may be very short. This is more 
often seen when the original rise is sudden but not high. 
(Chart I.) 

3. The temperature may be of the classical typhoid type, 
with the initial rise either gradual or abrupt, and remissions 
beginnring about thre tenth to fifteenth days. (Charts 2 a 
and 2 B.) 

4. The remissions in the temperature may be very pro¬ 
nounced all through the pyroxial period; this type is also 
often associated with sweating. (Chart 3.) 

5. The pyrexial period maybe prolonged by recrudescence. 
(Chart 4a and 4b.) 

6. The temperature may be of an irregular type; it may 
resemble the temperature of a hectic consumptive; it may 
be of an inverted character, with morning rises and evening 
falls. Briefly, it may be of such a type that it cannot be 
classified. This is the largest group of all, for few of these 
cases resemble each other as regards pyrexia. It does not 
seem possible to lay down rules with regard to the tempera- 


may often be noticed that if the pulse is rapid in the 
early days of the fever the temperature may go high, 
and the patient is probably in for a severe attack with 
pronounced nervous symptoms. The pulse, therefore,(has 
a prognostic as well as a dUgnostic value. As the tem¬ 
perature comes down the pulse becomes slower and 
slower and may go dovn to under 60. As convalescence 
proceeds it gradually comes back to normal. 

Carles and Marcland lS have made an exhaustive 
study of the pulse in paratyphoid fever and have 
come to similar conclusions. They have described the 
relationship between pulse and temperature graphically 
by curves. They describe four types. 

Chart 4 a. 


1. The commonest or angular form ; the temperature ourve 
falls obliquely, while the pulse curve remains horizontal and 
at normal the two curves meet. 

2 and 3. Parallelism, distant and absolute. In the former 
the curves approach, but do not meet, at normal; in the 
latter the curves remain apart. 

4. The inverted angular type, only seen in very grove 
cases; the curves cross each other—i.e. f the pulse increases 
in rapidity out of ratio with the temperature. 

Such elaborate and artificial methods are not-for everyday 
use, but it is demonstrated that if the pulse is slow in relation 
to the temperature a definite diagnostic point is gained, and ; 
if, with the symptoms pointing to enteric fever, a relatively 
rapid pulse is found the prognosis is serious. 

The arterial tension is low. J. D. Rolleston i4 has shown 
that in typhoid fever the tension is low in 93 percent., ami 
that the lowering is in direct relation to the severity of the 
illness. The same is fonnd in the paratyphoid fevers ; the 
low tension, 90 to 100 mm. Hg, is found to persist for 
the first week or two of convalescence, 

7 he Rash. 

The rash appears for the first time about the end of the 
first week. It is of different varieties. 



Case 2, II. H. Enteric (over, paratyphoid B. Remittent T., relapse of classical 
typhoid type. Perforation 29th day; operation. Relapse 50th-40th days. 


Chart 4 b. 



Enteric fever, double paratyphoid Infection. Prolonged T. with recurrent exacerbations and relapse. On admission diagnosis of hysteria, shocV, 
and debility. Para. A and B in stools; agglutination + A and B. At first nervous symptoms pronounced, later typical enteric. Relapse (not 
shown) after 36 days normal T.; T. 103-0°, P. 128. Later periostitis of tibia. 


tore either with regard to rise, maintenance, or defervescence. 
But it frequently happens that if the temperature reaches 
its highest point quickly, the duration of fever is shorter 
than in other cases where the rise has been by gradual steps. 

The pulse behaves in a more orderly fashion than the tem¬ 
perature and is of importance in diagnosis both for its own 
characteristics and its relationship with the temperature. 
The pulse is soft, easily compressed, often dicrotic and 
relatively slow. Slowness of the pulse with a rising tem¬ 
perature is the most important of the early signs of para¬ 
typhoid fever. It is even more constant and more 
pronounced than in typhoid fever. Thus a pulse of 76 with 
a temperature of 101 a F., or 82 with 102°, or 90 with 103°, 
are seen quite frequently in favourable cases. Above 
103° there is commonly a “loosing” of the pulse, and 
it may quicken to 120 with a temperature of 104°. It 


1. The commonest variety is the roseola which is seen in 
true typhoid. The spots appear on the lower part of the 
chest and the abdomen. Subsequent crops are of frequent 
occurrence, and fresh crops may he seen in convalescence- 
without there being any exacerbation of symptoms or a rise 
of temperature. 

2. The second variety of rash may be regarded as charac¬ 
teristic of paratyphoid fever." It consists of larger spots, df 
irregular outline, red with a blue tinge, raised, not fading 
completely on pressure, and leaving a freckle-like mark of 
pigmentation after they have disappeared. 

3. The third variety iB rare. Cyandtto subctrtioular patches 
of irregular shapes and sifces are sometimes seen in severe 
cases. These patches may be the only evidenoe of a rash; 
or they may be mixed with the other forms. 


M Archive* des Malad. du Ccetir, Annie ix., No. 3, 1916. 

H J. D. Rolleston: Medical Proa* and Circular, March, 1916. 
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The amount of rash may vary from one or two spots to a 
general covering of trunk, limbs, and head. The diagnosis 
of measles or rubella is sometimes made in these cases cf 
generalised eruption. In the cases of morbilliform rash that 
I have seen the large dusky paratyphoid spots have been 
very numerous. 

Case 1.—J. D., admitted from France for frost-bite. On the fifth day 
after admission the temperature began to rise, and in 48 hours was 
104'6° F. He was very ill. There were delirium, diarrhoea, a palpable 
spleen, pulse of 110. On the sixth day spots began to appear, and in 
two days he was covered from head to foot with spots of the larger 
variety and also a few small pink *pot*. On the twenty-eighth day the 
temperature was normal; the spots had disappeared leavinga brown sta*n. 
No previous inoculation. Agglutination -f + + to B. paratypho&m B 

Labbt; 15 says that the persistence of spots for some days 
after the cessation of fever is a point which has been 
emphasised. He has observed it in paratyphoid patients, 
but only in those who had been inoculated against typhoid. 
He declares that the persistence of the rash is peculiar to 
paratyphoid in typhoid-inoculated persons, but it is not 
•characteristic of paratyphoid infections in general. I have 
not been able to confirm this statement. 

Sweating. — Bronchitis.—Cardiac Condition. — Abdomen. 

Sweating is a much more common event than in true 
typhoid. The skin is usually dry in all cases for the first few 
;days, but in some cases sweating is profuse and begins early. 
It is so severe that sometimes the question of malaria has to 
be considered. When the illness begins with shivering and 
a rise of temperature which is followed by a profuse sweat 
the similarity is great. But as the temperature does not 
come down with the sweating the resemblanoe ceases to be 
close. The sweating at night is a great nuisance to the 
patient, as it necessitates frequent changes of clothing and 
spoils his chances of sleep. 

Bronchitis occurs with great frequency during the first ten 
•days. It is of short duration, and the cough is distinct from 
the initial cough which is due to the condition of the throat. 
Basal crepitations are also common about the eighth day, 
when the temperature is 103° F. or higher. In the milder 
cases the bases remain clear. The more serious bronchial 
And pulmonary conditions will be described later. 

The heart. —Cardiac inflammations are rare. I have not 
seen a case of pericarditis nor of endocarditis, but they have 
been recorded. Myocarditis has been diagnosed by some 
observers, but this statement must be accepted with reserve. 
Two conditions of the heart are worthy of note. 

1. A diminution of the area of cardiac dullness associated 
with a shortening and a lessening of the intensity of the first 
sound. This phenomenon is not perceptible until the fever 
has lasted at least a week. 

2. Cardiac dilatation ooonrs in a few cases, but it is usually 
late in the course of the illness. 

The abdomen. —A moderate degree of distension is almost 
always present-. There may be distension to the degree of 
meteorism in the cases in which diarrhoea is severe. The 
general “ feel ” of the abdomen is firm and resilient below 
the umbilicus, soft and unresisting in the upper abdomen 
and flanks. Tenderness is frequently present in the iliac 
fossa, more especially in the right. 

The spleen is enlarged in the majority of cases. It is 
palpable in half the cases and can be proved large by per¬ 
cussion in most of the others. It is usually found for the 
first time at the end of the first week and it remains enlarged 
during convalescence. Further, the spleen is very often 
painful. Pain in the left hypochondrium is a frequent 
symptom of the early days, and the pain may last a long 
time. It is stabbing in character and is made worse by 
deep inspiration and coughing. It sometimes raises the 
suspicion of left-sided pleurisy, for the pain is like that of 
an inflamed serous membrane. 

The liver edge is occasionally lower than normal, and deep 
tenderness over the area of the gall-bladder is fairly common. 
Sometimes it is of short duration ; at other times it is 
recurrent and accompanied by spasms of colicky pain. 

The stools. —In nearly all cases there is an initial diarrhoea, 
the 8tools being of liquid faecal matter. In a few cases the 
diarrhoea persists and there may be 6 or 10 actions in the 
24 hours. In such cases the stools may be of the “ pea- 
soup ” variety. But most commonly diarrhoea only lasts two 
or three days and is followed by constipation. 

Intestinal Complications. 

1. flcemorrhage occurs as in typhoid fever, but is not so 
frequent.___ 


At the highest estimate it is not more than 5 per cent. 
Labbe mentions it as occurring in 2 cases out of 45; Torrens 
and Whittington 16 report cases of severe haemorrhage 
occurring in paratyphoid B; Dawson and Whittington At 
report it as a cause of death in 2 cases and with toxaemia in 
3 more. I have seen it in 2 cases only, and in neither case 
was it severe. An occasional streak of blood or small clot 
is very common. 

2. Perforation is rare, but symptoms that cause perfora* 
tion to be suspee'ed are more common. 

It was found in 3 autopsies out of 17 17 ; of these, 2 were 
paratyphoid B and 1 was A. In another series 16 there were 
3 perforations due to paratyphoid B and 1 to A. Moorhead 
mentions 1 case of perforation in which there was a mixed 
infection by paratyphoid Band Entamoeba histblytica. Other 
writers 18 mention it as occurring in paratyphoid B as 
frequently as in typhoid fever. 

Perforation occurred in two of my cases, one of which was 
a paratyphoid B infection, the other a mixed infection by 
paratyphoid A and B and B. dytenterite (Shiga). The following 
case is of interest:— 

Case 2.—H. H., admitted from Mediteranean. 3.1.16, for chronta 
septic focua on left arm ; inoculated twice againat typhoid, August, 
1915. Hi*to»y : Headache for four days : abdominal pain ; constipated. 
On admission. T. normal; rose to 100-2° F. next morning, and gradually 
climbed to 103°, and after s winging with remissions of 3° came to normal 
on Jan. 17th. (Chart 4 a.) Tongue brown and dry; spleen palpable; 
abdomen distended during febrile period. 

Jan. 18th: 5 a.m. : Acute abdominal pain In right iliac fossa; vomit¬ 
ing. 7.30a.m.: Right lower abdomen rigid and tender; little move¬ 
ment; tongue d'rty; T. 101-4°, P. 100. 10.45 a.m.: Right side of 
abdomen acutely tender; T. 102-2°, P. 100. Aspect suggest*peritonitis. 
11.30 a.m. : More comfortable; veiy little tenderness; looks much 
better. My surgical colleague, Major C. Nitch, R.A.M.C., saw 
him and decided to wait. (Up^ to this point the course had been 
similar to that of another patient who had been quite well again in two 
days). 2 P.M. : More tender again. 4 p.m. : Further vomiting. 7 p.m. : 
Operation by Major Nitch. Incision below umbilicus; bile stained fluid 
everywhere; intestines red, rough, and covered with lymph; small 
perforation discovered In ileum 8 inches from lleo-c«cal valve; suture ; 
recovery- 

Jan. 28th: Typical relapse lasting 10 days. Ultimately a good re¬ 
covery. Agglutination positive to B. paratyphosus B; organism 
recovered from stools. 

3. Appendioilis .—Typical symptoms and signs of inflam¬ 
mation of the appendix are fairly common. 

The case quoted above resembled appendicitis in many 
respects. But actual inflammation and ulceration of the 
appendix do occur for they have been found post mortem, 19 
ana I have seen two acutely inflamed appendices removed 
during the acute stage of paratyphoid B fever. Stolkind 
also mentions appendicitis paratyphosa. Rathery and his 
colleagues 20 mention appendicitis occurring in the course of, 
or convalescence after, paratyphoid B fever. In their expe¬ 
rience it is a mild condition ; they have not seen a case of 
gangrene nor perforation of the appendix. The frequence 
of appendicular symptoms is apparently a peculiarity of 
paratyphoid B. I have not seen a case of appendicitis dne 
to paratyphoid A, but I have seen mild cases that were not 
proved. 

4. Peritonitis without actual macroscopic perforation does 
occur, and may be localised or general; but it cannot be 
distinguished clinically from peritonitis due to perforation. 

Other Complications. 

Farunoulosis and subcutaneous abscesses are common, 
especially in paratyphoid B fever. 

Suppurative and non-suppurative orchitis and epididym¬ 
itis have occurred. Splenic and hepatic abscesses have been 
discovered post mortem. An abscess of the brain in para¬ 
typhoid B fever has been reported by Scott and Johnston. 21 
Osteitis, periostitis, and abscesses of bones, especially of 
the ribs and tibiae, have occurred among my cases and are 
reported by others. 

Arterial complications are rare. Thrombosis has been 
found in different arteries, most frequently in arteries of 
small size. Macadam 22 has described a case in which 
thrombosis was found extending from the left internal 
carotid artery, through the middle meningeal to the 
lenticulo-optic and lenticulo-striate branches. The infec¬ 
tion was paratyphoid B. Phlebitis will be considered as 
belonging to the stage of convalescence. 

Relapses occur in different percentages according to 
different observers. 

i® Torrens and Whittington: Brit. Med. Jour., 1915. 
it Dawson and Whittington : Quart. Jour. Med., lx.. No. 34. 
i® Lea Fidvres Paratyphoides B, Rathery and others, 1916. 

Dawson and Whittington : Loc. cit. 

Rathery : Loc. cit. 

*i Scott and Johnston: The Lancet, 1915,1., 852. 
it Macadam : Journal of R.A.M.O., xxvli. (No. 4), 499. 


Labb 4 : Med. Press and Circular, 1915. 
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Wiltshire** reports 7 in 98 cases; Labb4 2 ‘ quotes a similar 
proportion, 3 in 45; Robinson* 5 says that relapses of brief 
duration are not uncommon. On the other hand, Dawson* 26 
says that re-infections are uncommon. 

in my cases the percentage is about 8, and in quite a fair 
number those who relapse have more than one relapse. 
The relapses become milder as time goes on. In one case 
there was a relapse after five weeks of normal temperature; 
in another case there were 5 relapses, each one being milder 
than the previous one. 

Kennedy and Russell 27 have reported a case of para¬ 
typhoid A fever with relapses on the thirty-fifth, fifty- 
eighth, and ninety-fifth days, during which the organism was 
isolated from the blood. 

There were more relapses in the patients who came from 
Gallipoli than in those who came from France. It is 
possible that the greater prevalence of double infections in 
the former could account for the greater frequency of 
relapses among them. 

Convalescence. 

The behaviour of these patients, when the acute stage is 
over and they are well enough to be up and about, is very 
disappointing. Their progress is slow; their normal 
vigour does not return; they constantly say that they feel 
weak and good for nothing. Lassitude/morning headache, 
lack of appetite, inability to sleep in the early part of the 
night and waking up unrefreshed, are frequent complaints. 
This is a very different picture from the convalescence of 
typhoid fever. 

How much these complaints are due to paratyphoid and 
how much to the circumstances of active service it is 
impossible to say. In a base hospital in this country patients 
remain until they are well, and their condition following the 
termination of an acute illness can be studied. These men 
are still infected and they are suffering from an infection 
the virulence of which is on the wane. The infection may 
not be capable of demonstration at each examination of 
excreta. But repeated examination will often reveal the 
presence of a paratyphoid organism. This does not mean 
that these patients will ultimately become chronic carriers, 
but they have not yet thrown off their infection. It is too 
early yet to say what percentage of infected men will become 
carriers. 

Temperature .—Commonly there is an occasional evening 
rise to 99° or even 100° F. during convalescence, but the 
arresting feature of the temperature chart is the amount of 
“ swing.” A difference of 1}° and even more between the 
morning and evening temperature is quite common; the 
swing gradually lessens as time goes on. Putting the 
patient back to bed and allowing him only a fever diet does 
not affect the temperature, and in my opinion it is a mistake 
to do so. (Charts 5 A and 5 B.) 

The circulatory system is also in an unsatisfactory con¬ 
dition. The area of cardiac dullness, which has shrunk 
during the febrile period, may gradually return to normal 

Chart 5 a. 


respond to education by graduated exercise. Many of 
these conditions, “ irritable heart,” “ D.A.H.,” Ac.,originate 
from some infective disease, and the paratyphoid infections 
are certainly capable of producing these conditions. 

The peripheral circulation is bad. Cold, blue hands and 
feet are very common. This will occur in men who have 
never suffered from cold extremities before. Polyuria 
accompanies this condition. In two cases polyuria has been 
so excessive that they were sent into hospital as diabetes 
insipidus. One patient was passing over 25 pints a day. 
In each case there was a history of aiarrhua of 
short duration, and polyuria began a few weeks later. In 
each case B. paratyphosus B was found in the stools. 
Vigorous exercise up to the point of sweating was found to 
be the best treatment for these conditions. 

Phlebitis and thrombosis of veins occurred in 5 per cent- 
of my cases. The veins affected were either the internal 
saphenous vein, or the small subcutaneous branches of the 
internal saphenous vein 

on the calf, or the femoral Chart 5b. • 

vein. In one patient who 
had thrombosis of veins 
in both legs, phlebitis of 
the median basilic vein of 
the right arm occurred. 

The average incidence of 
thrombosis would seem Prolonged period of swing In paratyphoid 
to be about 4 per cent. A. before settling. Chart shows 11th, 
Moorhead had 3 cases; 12th, and 13th weeks after acute illness. 
Torrens and Whittington 

had 3 cases in 100 paratyphoid B and 1 in 50 paratyphoid A. 
Wiltshire noticed it in *4 paratyphoid B cases in a series 
of 97. Rathery says that phlebitis is relatively frequent. 
It certainly seems to be commoner than in typhoid 
fever. 

[In examining the legs of men whose shins were painful 
I was struck by the frequency with which a hard, rigid, 
internal saphenous vein was found at the point where it 
passed in front of the internal malleolus. It felt like a 
tendon and could be traced a little way up the leg and felt as 
a cord going deep into the muscles of the calf. The internal 
saphenous vein over the calf was usually soft and its con¬ 
tents fluid; occasionally it was thrombosed. But the vein 
over the internal malleolus was rod-like and solid. It was 
found that in the enteric wards this condition was absent in 
only 5 per cent, of cases. In the ordinary medical wards it 
was absent in 70 per cent., and in surgical wards it was 
absent in 80 per cent. In some of the cases in which it was 
present in the medical wards an enteric infection bad been 
suspected but not proved, and in one of the surgical 
cases B. typhosus was isolated from the stools. These 
veins were also present in some cases where there had 
been extensive flesh wounds of the thigh, and in two 
patients in whom the femoral vein had been tied. This 
phenomenon may turn out to be quite valueless as a 
diagnostic indication of a previous enteric 
infection, but it is possibly a sign of a 




C 

I rregular type of T. Prolonged Irregular T. for four weeks After defervescence. Enteric fever, 
paratyphoid B. Patient inoculated for typhoid (2) January. 1915. Headache, diarrhu*a, 
spots, dry furred tongue, spleen +. Agglutination 12th day + + + typh. and para. B. 
Stools = para. B. 


deep thrombosis ; its prevalence in the 
enteric wards is suggestive.] 

Constipation in convalescence is fre¬ 
quently troublesome, but a regulation 
of diet and plenty of exercise will 
usually overcome it. In other cases liquid 
paraffin by itself or with cascara may be 
necessary at first. 

Symptoms of neurasthenia , apart from 
the neurasthenic cardiac condition already 
mentioned, are only too evident during 
convalescence. Again, whether active 
service or paratyphoid fever is more 
to blame is a difficult question to 


in a patient making satisfactory progress and taking 
exercise. But in many others it is common to find a heart 
that is dilated with a widely diffused impulse and a 
displaced apex beat. The action is rapid and the heart 
races on exertion or excitement. The patient complains of 
cardiac pain and palpitation. A few days in bed, limitation 
of food and tobacco, and attention to the stomach and bowels 
will improve the condition. In some of these patients there 
are tremors of fingers and copious axillary sweating. In 
this class of patient the heart-rate is not increased in 
sleep. In others the condition is more obstinate, and 
these patients go to form a portion of the men w’ho are 
invalided for “ soldier’s heart,” unless their hearts will 


*» Wiltshire: Practitioner, xevi., 91. 

Labbe : Loc. cit. 

» Robinson : Thk Lancet. 1915, ii., 851. 

26 Dawson: Pioc. R. Soc. Med., 1915, ix., Med. Sect., p. 5. 
Kennedy and Russell: Brit. Med. Jour., April 29th, 1916. 


answer. In my experience the neurasthenic 6tate is 
more common in paratyphoid convalescents than in 
other cases. Further, the victims of shell-shock, gassing, 
and burying are especially liable to contract para¬ 
typhoid fever, and in their convalescence suffer severely 
from their nervous symptoms. Insomnia and night- 
terrors are particularly common among paratyphoid con¬ 
valescents. 

Nervous disturbances of a more definite type have been, 
observed. Three cases of spasmodic asthma occurred in. 
men who had never had asthma before. Severe paroxysmal 
headache was present in several patients. One patient, 
whose headache was occipital, suffered so severely that he 
threatened to do aw f ay with himself. Melancholia was seen 
in one man who had fiad only a mild attack of para¬ 
typhoid B. In all these cases the symptoms were transitory, 
and in six months’ time the patients were fit. 

u 2 
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TRENCH SHIN AN INFECTIOUS 
FIBROSITIS. 

By GRAHAM CHAMBERS, 

LIEUTENANT-OOLONEL, CANADIAN ARMY MEDICAL CORPS. 


UNDER the heading of infectious fibrositis I propose to 
discuss a condition with a fairly definite symptom-complex, 
of which the outstanding symptoms are pain and tenderness 
■on pressure over the tibise and tibiales antici. 

During practically the whole of the time the British Army 
has been in France and Flanders, also in Greece, cases of 
this description have been continually observed. Owing to 
the frequency of involvement of the shin bones, and the 
fact that ^ie disease is very common amongst soldiers in 
the trenches, it is usually called ‘‘trench shin.” Cases 
occur, however, in men who have never been in the trenches, 
indicating that this term cannot be regarded as universally 
applicable. I suggest that the term “ infectious fibrositis ” 
be used to designate this and kindred affections, believing as 
we do that these diseases are of infectious origin, and that 
the bacteria or their toxins, causing the morbid condition, 
show marked elective action for fibrous tissue. They attack 
the fibrous structures of peiiosteum, ligament, muscle, 
nerves, and other parts which are rendered vulnerable by 
cold and wet, or by any disturbance which interferes with 
the blood-supply to the part, such as the wearing of puttees. 
The evidence in favour of this view will be given later in 
this paper under the heading of “ Etiology.” 

Symptoms. 

In addition to the outstanding symptoms which have 
already been mentioned—namely, pain and tenderness in 
the lower limbs, many others may be present, but most of 
them are not constant. Fever is practically always present 
in the early stage of the condition, and is generally rather 
high when the patient first comes under observation, 
usually about 102° F., but sometimes as high as 103° or 
more. In the great majority of cases it disappears 
within a few days, but there may be variations in this 
respect, as we shall see when we come to report illustrative 
cases of the disease. In one of the cases recorded in this 
paper fever of a low grade lasted for 20 days, but such per¬ 
sistence is, judging from our own experience, rather excep¬ 
tional. The pyrexia is invariably accompanied by a poly¬ 
morphonuclear leucocytosis. The association of fever and 
leucocytosis with the general clinical manifestations of the 
disease has led us to the assumption that it is of 
infectious origin. An interesting feature of the blood count 
is the presence of leucocytosis after the fever has dis¬ 
appeared. In one of our own cases a leucocytosis of 15.500 
was still present eight weeks after the disappearance of 
fever. The pulse-rate nearly always remains below 100, but 
varies to a certain extent according to the temperature. 

Headache is the rule in the early stage of the disease, and 
is described by some of the patients as being “ jumping” or 
44 stabbing” in character and worse at night. The temples 
and forehead are the most common sites of pain, and the 
patients frequently state that the headache is intensified by 
rapid movement of the eyes or pressure on the eyeballs. It 
is also aggravated by coughing, and is not infrequently 
accompanied by dizziness. In a few of the cases reported 
the headache has been universal, and in one described by 
Hunt and McNee it was so severe that lumbar puncture was 
performed with the object of excluding meningitis. 

As already stated, the commonest sites of pain are the 
shin bones and tibiales antici muscles. The pain is usually 
of a dull aching character, increased by movement, and 
relieved to a certain extent by rest. It is practically always 
bilateral, but a few cases have recently been reported in 
which the left shin only was affected. Pain in the back is 
also a fairly constant symptom. Indeed, it may be said that 
pain and tenderness on pressure may be present in any part 
of the surface of the body. The muscles of the arms and 
thighs are common locations, and in a considerable number 
of cases the bony prominences and ligaments about the 
joints, particularly the knees and ankles, are painful and 
tender. In a small proportion of cases the pain and tender¬ 
ness maybe localised in nerves. A nerve was involved in five 
of our cases. Of these, the ulnar was the nerve affected in 
three cases, the median in one, and the radial in one. The 
symptoms referred to the nerves are those of a neuritis. 


The physical examination of the tibiae does not elicit any¬ 
thing of much diagnostic value, except extreme tenderness 
on pressure, which has already been referred to as an out¬ 
standing symptom of the disease, and I have never been able 
to satisfy myself that appreciable periostitic thickening is 
present, and the few skiagrams of the tibiae which I have 
had made do not indicate that it exists. In some cases 
slight redness of the skin over the internal surface can be 
made out. 

Etiology. t 

There has been a good deal of discussion as to the etiology 
of trench shin and trench foot, but the causation still 
remains more or legs obscure. Three causative factors— 
namely, constriction, infection, and exposure to wet and 
cold—appear to exist. 

Constriction .—Amongst the various contributory factors 
constriction appears to be a very important one. A clinical 
study of the cases indicates that the frequency of localisation 
in the legs is favoured by the wearing of puttees. The fact 
that most cases occur among privates and non-commissioned 
officers who are in the habit of wearing puttees supports 
this view. The lower third of the tibia is not commonly 
involved, because of the protection afforded this part of the 
leg by the boot. Anything which tends to impede circula¬ 
tion of the limb, such as tightly tied boot-laces or puttees, 
may thus contribute to the setting up of the condition. This 
is recognised by the German writers, who give the disease 
the name “gaiter pain.” In addition to obstructing venous 
circulation, tight bandaging of the legs by puttees tends to 
produce a continuous loss of heat. This is important, 
because cold seems to be one of the chief causative agents 
of the disorder. 

Infection. —The view that the disease is primarily due to 
an infection is gaining more and more adherents, and is 
supported by the fact that in the Army it is met with almost 
exclusively in men who have been in or near the trenches. 
In my opinion the affection is caused by a micro-organism 
which has a marked elective action upon fibrous tissue. 
This theory affords an explanation of the occurrence of 
myalgia, periostitis or osteo-periostitis,. rheumatism, and 
neuritis as symptoms of the disease. The severe headache 
which occurs in some cases may be due to a fibrositis localised 
in the meninges of the brain. Whilst the brain tissue itself 
is insensitive, the dura mater is richly supplied with nerves, 
and therefore a fibrositis localised in the meninges would 
give rise to pain in the head. This was first called attention 
to, we think, by Dr. Harry Campbell. If we accept this 
theory as to the cause of the headache in the affection under 
consideration' we can readily explain all its characteristics 
(worse at night, aggravated by coughing, great intensity in 
some cases, &c.). I would suggest that the indurative 
headache of gout is due to a similar morbid condition, 
although Llewellyn Jones, who has given special attention 
to the study of the latter subject, thinks that it is due to 
myositic deposits. 

Rosenow, who has recently made extensive investiga¬ 
tions in regard to the elective affinity of certain micro¬ 
organisms for certain tissues, finds that they undergo 
mutation on variation of the culture media after 
successive inocjdations into animals, but the factors 
which determin^this localisation are still obscure. His 
experiments were done by intravenous injection in dogs 
and rabbits of streptococci isolated from appendicitis, 
ulceration of stomach and duodenum, cholecystitis, rheu¬ 
matic fever, erythema nodosum, herpes zoster, epidemic 
parotitis, myositis and endocarditis. The results showed an 
elective affinity of these organisms for tissues similar to 
those from which they had been isolated, those from 
appendicitis producing lesions in the appendix in 68 per 
cent., and those from myositis in 75 per cent, of 40 
animals, whilst gastric haemorrhage resulted in a large 
proportion of those inoculated with cultures obtained from 
cases of gastric and duodenal ulcer. The gonocoocns 
exhibits a marked affinity for fibrous tissue, Friedliinder’s 
bacillus for joints, the tetanus toxin for motor ganglion cells, 
the diphtheria bacillus for the faucial tonsils, the meningo¬ 
coccus for the meninges, the pneumococcus for the lung, the 
typhoid bacillus for the lymphatic tissues, the virus of rabies 
for the central nervous system, that of anterior poliomyelitis 
for the anterior horns of the spinal cord, the malaria parasite 
for the red blood corpuscles, and the trichina spiralis for the 
muscles. By the inoculation of cultures of streptococci 
(, Streptocoo<ms viridans ) obtained from rheumatio lesions, he 
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produced typical rheumatic myositis in rabbits. It is inter¬ 
esting to note that in Rosenow’s experiments the virulence of 
some of the organisms was increased by exposure to cold. 
The fact that the virulence of these organisms is intensified 
by cold explains the influence of a low temperature in 
favouring the onset of rheumatic affections. On killing the 
animals 48 hours after inoculation, many of them showed no 
other focal lesions than those of the organs in question, and 
in others the elective lesions were the only severe ones, the 
rest being insignificant. 

Flexner is trying to determine experimentally whether the 
lesions in the elective tissues are due to the lodgment in them 
of a larger number of bacteria than in other organs, or 
whether the bacteria lodged in equal numbers in other organs 
are capable of surviving only in the elective one. So far the 
indications point to the former supposition as the correct one, 
and it appears that the cells of the elective tissue draw the 
bacteria from the circulation as by a magnet—that is, a pro¬ 
cess of absorption. 

Exposure. —The view that exposure to cold and wet is an 
important factor in the etiology, together with the fact that 
the symptoms include, amongst others, pain in the region of 
joints, ligaments, and muscles, suggests that the morbid 
condition may be of a rheumatic nature. This hypothesis 
does not, however, materially add to our knowledge of its 
genesis, because it is difficult to explain exactly what is 
meant by the term rheumatism. If we look upon trench 
shin as a form of rheumatism, the great majority of cases 
should be classified as that variety of rheumatism which 
spares the joints but affects the periosteum, ligaments, 
nerves, and other tissues. This type is sometimes designated 
“abarticular rheumatism.” As examples of abarticular 
rheumatism we may mention myalgia, rheumatic iritis, 
rheumatic sciatica, rheumatic polyneuritis, and rheumatic 
facial neuralgia. Possibly cases of so-called fibrous rheu¬ 
matism of joints, a condition characterised essentially by 
morbid changes in the ligaments with little or no change in 
the interior structure of the joints, may belong to the same 
category. 

The conception of the existence of a pathological con¬ 
dition which may be termed infectious fibrositis is, I think, 
a useful one in medicine, as it gives a clearer idea of the 
origin of some diseases which are now recognised as clinical 
entities, chiefly from the study of their symptomatology. 
Fibrous tissue is very widely distributed in the body, and 
may, indeed, be said to form the framework of the body. 
Moreover, its chemical composition, in common with that of 
bone, probably does not vary materially with the organ to 
which it belongs. It is therefore easy to understand that 
the fibrous tissue in the muscles, nerves, and ligaments will 
exhibit an elective affinity for the same causative agents of 
disease as it appears to do in the condition which is now 
under consideration. 

Diagnosis. 

In the recognition of the disease the important points are 
the following: (1) A history of headache and fever in the 
early stage ; (2) the presence of leucocytosis, even in the 
absence of fever; (3) pain and tenderness on pressure over 
the tibiae and tibiales antici muscles ; (4) the presence qf a 
neuritis, particularly of the upper extremity ; (5) the presence 
of pain in the ligaments and bony prominences around 
joints ; (6) the greater intensity of the pair in the head, 
muscles, bones, and joints at night; (7) the prolonged 
course of the disease, usually from one to three months. 

The characteristics of the pain, whether the morbid 
process be localised in the head, bone, ligament, joint or 
nerve, are sometimes of value in diagnosis. As already 
stated, in most cases the pain is worse at night. Some 
patients state that its intensity is increased by damp weather, 
others that it is aggravated by the application of heat. A 
common statement is that it is of a gnawing character, with 
exacerbations, during which it is “jumping” or “stabbing.” 
Headache and pain in the shins are frequently so severe at 
night that it is impossible to obtain sleep without the 
administration of morphine. 

Differential Diagnosis . 

The symptomatology of trench shin may closely resemble 
that of trench fever. Indeed, there are some writers who 
maintain that the two affections are the same. Major T. 
Houston and Captain J. M. McCloy are two authors who 
hold this view. They ( recognise four different types, two 


described by McNee and Renshaw and two by themselves. 
They are of the opinion that all the types have the same 
symptomatology at the beginning, the difference being 
dependent on the course and duration. 

Type 2.—In this type the temperature, which may rise as 
high as 103° or 104° F. during the first one or two days, tends 
to fall on or about the third day to normal or even sub¬ 
normal. It then rises again, and fever may last for six days 
to a week, after which the temperature falls, with complete 
relief of the symptoms. 

Type 2 .—This type is less common, and exhibits the cha¬ 
racteristics of relapsing fever. The initial attack lasts about 
three days, and when the temperature falls the patients 
feel so well that many of them have been returned to duty. 
Some days later the symptoms recur, often with a tempera¬ 
ture of 103° or 104°. This relapse differs from that seen 
in the first type of case, in that it is the first of a series. 
Hunt and McNee state that the average duration of the 
relapsing type is not less than three or four weeks. In indi¬ 
vidual casee it may be considerably longer than this. 
McNee and Renshaw state that they have seen only 20 
characteristic cases of this type, but that their experi¬ 
mental results indicate that it may supervene on the basis 
of the first type, showing that both forms are simply 
varieties of one and the same disease. 

3. Myalgic type .—In the majority of these cases there was 
no history of previous rheumatism. It differs from the 
types previously described in that there is only one period of 
pyrexia, lasting from a few davs to a week, whilst the 
myalgic pains, which are usually limited to the lumbar 
region and lower limbs, especially the shins, persist after 
the pyrexia has disappeared, in some cases for several weeks. 
Pain is worse at night and in cold damp weather. 

4. Septicemic type .—In the septictemio type the onset is. 
almost always sudden, and fever, without intermissions^ 
persists for a's long as from 11 to 30 days. Headache is a most 

S ersi stent and severe symptom, and there are sometimes. 

efinite rigors, nausea, and vomiting. These last symptoms 
appear to be comparatively rare in the other three forms. 
After the temperature has fallen to normal recovery is 
usually rapid, there being no recurrence of the pains. 

According to the above classification the affection which 
forms the subject of this paper would be of the myalgic 
type. I am not convinced that the classification of Major 
Houston and Captain McCloy is correct. The important 
symptoms of trench shin, in addition to the fever and 
leucocytosis, are headache and other symptoms which 
might be called rheumatic. The parts involved have been 
referred to in discussing the symptomatology. In trench 
fever headache and pain in various parts may be present, 
but in the great majority of cases these symptoms are not 
outstanding and are only present during the febrile stage. 
In some cases, however, pain in the shins may be present for 
two or three weeks, but this pain is not usually intense. 
Moreover, headache and soreness or pain in the back and 
other parts are common manifestations in the febrile stage of 
many morbid conditions. The difference between the origin 
of these symptoms and the origin of the manifestations of 
trench shin is dependent upon the difference in the affinities 
of the bacteria for fibrous tissue. 

Prognosis and Treatment. 

The course of the disease is very slow, but, as will be seen 
later, it varies considerably in individual cases. Recovery 
eventually takes place, however, after a period of two or three 
weeks to two or three months. As far as we know, there are 
no sequel®. The best guide to progress in recovery is the 
intensity of pain, and if it gradually diminishes from day 
to day recovery may be expected in from two to three weeks. 
The leucocyte count also sometimes gives valuable indica¬ 
tions in regard to prognosis, as recovery within a short time 
may be looked for if it is within normal limits. 

The treatment is chiefly preventive. It is obvious that 
one of the first essentials is the avoidance of anything, such 
as tight boots or puttees, which is likely to obstruct circula¬ 
tion. Lorrain Smith, Ritchie and Dawson suggest the- 
advisability of substituting moleskin leggings for puttees. 
These provide the protection of an ample cushion of air and' 
drain more readily than puttees, thus minimising the loss of 
heat. Del6pine suggests waterproof bags made of oiled silk,, 
similar in shape to fishing-boots. The outer sock, which 
should be sufficiently large to draw over the oilskin, should 
be made of material which is not liable to shrink when wet. 

In a book describing the preventive measures which were 
found most effective in the winter campaign of the Japanese 
Army in Manchuria it is recommended that the feet, legs. 
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and, if necessary, the whole of the body, should be 
thoroughly rubbed with animal fat or animal oil. In order 
to obtain the maximum effect the oil should be of high 
boiling-point and used in considerable quantity. Daily 
massage of the parts between periods of trench duty has also 
been recommended. A similar preventive measure has been 
much used in the present war—that is, applying vaseline or 
whale-oil liberally to the feet and legs. 

In the curative treatment measures for treatment of an 
infectious disease are indicated. Rest in bed is essential. 
Acetyl-salicylic acid and phenacebin may be tried for the 
relief of pain, but it is often necessary to give morphia. In 
cases in which the pain in the tibiae has been very severe an 
incision through the periosteum has sometimes been made, 
and is said to be of much value. 

McNee and Renshaw, on the assumption that antibodies 
to the infected virus might develop in the course of spon¬ 
taneous cure, removed 20 c.c. of blood from a patient 10 or 
12 days after his last relapse, and four hours later injected 
the serum into the veins of two who were just beginning to 
relapse. It appeared to have no influence whatever on the 
course of the disease. 

Illustrative Cases. 

Cask 1.— Private H. The patient had been formerly a coal-miner, 
and had been in the service for one and a half yeag*. His habits had 
been temperate and his previous health very good. He was admitted 
to No. 4 Canadian General Hospital, Salonica, on Jan. 27th, 1916. He 
stated that his illness commenced three days before admission, the first 
symptoms being headache and pain in the shins. He attributed the 
pain In the shins to exposure and a march of 19 miles. On the march 
he wore puttees, but they were not tight. • 

Present condition.— The patient complains of pain and a burning 
sensation in the shins, the dorsal surface of the feet, and the central 
portions of the tlbiales anttoi, the pain being more severe at night and 
in wet weather. At night it is continuous, with exacerbations every 
fow seconds, during which it is stabbing in character. There is pain 
on extension of the foot. The parts previously referred to are painful 
on deep pressure. Reflexes normal and active. No disturbance of 
epicritic sensation. Urine normal. White blood corpuscles 19,000. 

Case 2.— Sergeant-Bugler M. The patient, aged 28, had suffered 
from rheumatic fever at the age of 10 years. He had been in South 
Africa for two years and In India for seven years, and during these 
nine years had had three attacks of fever. He stated that aching 
pains in the leg had been fairly constant during the last mouth. His 

eneral health had been fairly good, but he felt weak and his appetite 

ad been poor. His throat had not been sore, and his teeth were in 
good condition. There was no gastro-intestinal disturbance. During 
the last three weeks he had been in the hospital, but the pain had not 
been relieved. 

Present condition .—On examination the heart, lungs, and urine were 
found to be normal. White blood corpuscles 22,000. Temperature 
normal. Soreness and pain are limited to the inner surfaces of the 
tlbUe and the dorsal surfaces of the feet. The tiblales antic! are not 
involved. Both flexion and extension are more painful than normal. 
Reflexes normal. 

Cask 3.—Sergeant B., admitted to No. 4 Canadian General Hospital 
on Jan. 25th, 1916. He stated that about the middle of last December 
ho began to suflTer from headache aod pain in the back and thighs, 
especially on rising In the morning. It usually subsided after be had 
been moving about for a while. On Jan. 1st the pains had seemed to 
leave the biok and thighs and become localised in the shins and front 
and aide of the knees. There was also slight pain In the elbows. 

Present condition .—Pain in shins and at the side of the knees over 
the tuberosities of the femur. It was of a dull throbbing character 
and was worse at night. White blood corpuscles 8000. 

Oa.sk 4.— Sergeant W., aged 31, admitted to No. 4 Canadian 
General Hospital, Salonica, on Jan. 24th, 1916. The illness commenced 
on Jan. 16th with fever, headache, and pain over the shins, which 
continued for four days, being worse at night. The headache lasted 
three days. When taken ill the patient was working at headquarters 
and had had no marching or exposure since December, when he was in 
Serbia. 

Present condition. —There is marked tenderness over the bellies of 
the tiblales antici on both sides, and slight tenderness over the crests 
of the tibiae, together with occasional pain in the knees. Dorsiflexion 
of the foot is painful. Pain is relieved by the application of beat. 
White blood corpuscles 16,000. Examination otherwise negative. 

Cask 5.—Private W , aged 26. Two mouths previously, while in 
Bgypt. he bad found that he was unable to march owing to pain and 
stiffness in the legs. There was no fever. He had not been In the 
trenches or exposed to cold. During his previous seven months in 
Prance he had had no trouble. 

Present condition— On admission to No. 4 Canadian General 
Hospital on Jan. 26th complained of pain in the knees and shins. 
There was marked tenderness over the tiblales antici on both sides, 
especially above the ankles along the course of the tendon, and slight 
tenderness over the internal surfaces and crests of the tiblse. The pain 
was worse at night, and not relieved by heat. Dorsiflexion of the foot 
painful. No fever. White blood corpuscles 14,000. Examination 
otherwise negative. On Feb. 5th the white blood corpuscles numbered 
13,500. Pain still severe, the slight tenderness over the tibia* remaining 
as before. 

Case 6.—Private L., aged 34, admitted to No. 4 Canadian General 
Hospital on Jan. 24tb, 1916. Ten days previously, whilst on guard, he 
began to suffer from headache and pain in the front of the legs. It 
came on quite suddenly. He had been trench digging both in France 
and Salonica, but bad not recently been exposed much to either cold 
or wet. 

Present condition .—There is tenderness over the internal surfaces and 
the create of the tibiae. The tlbiales antici are tender on pressure. 


Pain is worse at night and increased by heat. There is a callous area 
over each instep. Temperature 101*4° P. White blood oorpueolee 
12,000. On Feb. 1st marked pain and tenderness over Internal surface 
of the tlbise, in bellies of tlbiales antici on both sides; worse at night. 
Since admission the temperature has been irregular, going up to 100° P. 
White blood corpuscles 10,000. Examination otherwise negative. 

Cask 7.— Lance-Sergeant B., aged 24, had enlisted in Toronto on 
May 28th, 1915. In England Dec. 1st, 1915. In France Feb. 20th, 1916. 
Had an attack of la grippe about the end of February, 1916. The 
present illness began during the first week of June with headache, 
pains in the joints and muscles, and fever. The headache was aggra¬ 
vated by coughing and was worse at night. The patient was sent to a 
field hospital, where he remained for nine or ten days. Whilst there 
the temperature was normal or subnormal in the morning and slightly 
elevated at night. He returned to duty, but was unable to carry on. 
He was sent to hospital, Boulogne, and from thenoe, on June 30tn, to 
the Ontario Military Hospital, Orpington. 

Pre/tent condition.— Complained of weakness, of loss of appetite, and 
of pains in shoulders, elbows, wrists, knees, and ankles. Three days 
later—i.e., July 3rd—pain experienced in shins, which gradually 
became worse, and at the same time the pain in the joints became 
less severe. In about a fortnight the pain in the joints subsided. 
That in the shin bones was worse at night and seemed aggravated by 
dampness. Relief for an hour or two was sometimes obtained by. 
taking 10 grains of acetyl-salicylic acid. The pain was of a gnawing 
character and was localised in the middle third of the tibbe. The 
surfaces of the bones were sensitive and tender on pressure. Binoe 
admission the temperature had been normal or subnormal. On 
August 13th white blood corpuscles, 15,400; polymorphonuclear*, 
65 per cent.; lymphocytes, large and small, 31 per cent.; eosinophiles, 

4 per cent. On the 25th the patient complained of a dull pain and 
tenderness on pressure at the back of the right shoulder, at about the 
level of the sixth or seventh cervical vertebra. On the 28th there 
was still pain at the back of the right shoulder. There was also p«in 
along the posterior part of the Internal surfaces of the arm, extending 
along the ulnar side of the forearm into the little finger and the 
adjacent half of the ring finger. The ulnar nerve was sensitive to 
pressure at the elbow. No material weakness of muscles supplied by 
ulnar nerve. Blectrlcal reactions normal. Hyperesthesia of little 
finger and adjacent half of ring finger. Pain at back of right 
shoulder, produced by raising the right arm from the side. Slight 
pain in shin bones. On Sept. 9th the pain had almost gone from the 
shins, and that in the right arm had lessened. On Oct. 3rd the patient 
was free from pain and his general condition was fair. 

The interesting points of this case are : (1) Daring the first 
two or three weeks of the illness the pain was chiefly limited 
to the joints ; (2) the tibiae became involved during the third 
week; (3) the ulnar nerve became involved during the eighth 
or ninth week; (4) the comparatively high leucocyte count in 
the absence of fever. 

Cask 8.—Sergeant B.. aged 43. Service 23 months. Health before 
enlistment good. On July 7th had been operated upon for piles at 
Dannes Camiers, and subsequently made a good recovery. About three 
or four weeks later the present illness began with pain at the back of 
the neck and left shoulder, the temperature being elevated. Three days 
later pain in shins and forearms. On August 12th transferred to 
Ontario Military Hospital, Orpington. 

Present condition.— August 13th : Complaint: Pain In shins, fore¬ 
arms, and in a small area near the seventh cervical vertebra at the back 
of the left shoulder. Much worse at night. Pain in shins continues 
and of a gnawing character, with exacerbations, during which it 
radiates to the thighs and feet and is equally severe in both legs. The 
posterior and Internal surfaces and crests are slightly sensitive. Pain 
and tenderness in the tibiae are limited to the middle thirds of the 
bones. In the forearms there is little pain, but there is tenderness on 
pressure for about 5 inches above the wrist in a longitudinal line 
between the radius and ulna and at the back of the left shoulder just 
to the left of the seventh cervical vertebra. Raising the left arm from 
the side causes pain in the back of the left shoulder-joint. Temperature 
slightly elevated. White blood corpuscles, 15,500. The differential 
count gave the following percentages: polymorphonuclears, 75; small 
mononuclears, 15; large mononuclears, 6*5; basophiles, 1*5; eosino- 
phlles, 1*5; transitional, 0*5. Sept. 2nd: Very little pain In shins. 
Area at back of shoulder and forearm still tender. Temperature has 
been normal f>r six days. 5th: Improved; very little pain, aud only 
slight tenderness in areas mentioned above. Oct. 18th: Pain 
completely gone. 

In this case, although the pain at the baok of the left 
shoulder was similar to that of Case 7, there was no pain 
along the course of the nlnar nerve. 

Case 9.—R. H. L., aged 33, had enlisted in February, 1915, and was 
sent to France in February, 1916. The present illness commenced on 
Sept. 2nd, 1916, with hesdaclie, pain in arms, legs, aud back, all these 
symptoms being worse at night. Slight fever during the first three 
days. The patient was sent to a clearing station, and thence to a 
hospital in Boulogne, and ten days later to the Ontario Military 
Hospital, Orpington. 

Present condition.— Complaint: Pain in shins, back, thighs, biceps, 
and in tiblales antici. Worse at night, and all the piunful areas 
tender on pressure. On coughing pain felt at the back of the head. 
White blood corpuscles 11,000. 

Cask 10.—B. J. K., aged 49. Service nine months. Enlisted 
February, 1916, and was sent to France the following month. Health 
ood until August 25th, when he began to suffer from pain in the left 
nee. Five days later pain was felt behind the left shoulder and a 
sensation of “ pins and needles,” as well as pala In the little and ring 
fingers of the left hand. He paraded sick, and was sent down the line 
to Boulogne, and thence two days later to Ontario Military Hospital, 
Orpington. 

Present condition.—Sept. 3rd : Complaint: Pain and sensation of 
" pins and needles” in little and ring fingers of left hand. In ulnar side 
of left forearm, in the back of the left shoulder and left side of the 
neck, and slight pain In the left knee-joint. All the painful areas 
sensitive to pressure. The “grip” of the left hand weak. The 
muscles supplied by the ulnar nerve react to the faradio current. 
10th: No pain in left knee. Condition of left arm remains about the 
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same. White blood corpuscles 10,400. Oct. 1st: Less pain in left arm. 
Nov. 1st: Strength of left hand improved. Coughing causes severe 
pjtfn in left side of chest. Nov. 21st: Slight pain in ulnar side of arm. 
Pain on left side of chest on coughing. Dec. 1st: Patient still 
complains of slight pain in hand, left shoulder, and along ulnar side of 
left arm. 

In this case the special localisations of the morbid process 
were probably limited to nerve and ligament. 

Case 11.—Private L. Patient enlisted in September, 1914, and was 
sent to France in August, 1916. In November, 1916, he reported ill on 
account of loss of power in right forearm and fingers. He suffered no 
pain except headache at the beginning of his Illness. Immediately 
prior to becoming ill he had been exposed in the trenches to cold and 
wet, and one week after the beginning of his illness pain began in the 
shins. This lasted about ten days. Admitted to Ontario Military 
Hospital Dec. 3rd, 1916. 

Present condition.— Patient unable to extend the right wrist (wrist¬ 
drop). Flexion and extension of right elbow-joint present, but on 
forced flexion at this joint the supinator longus does not contract. 
Inability to extend the proximal phalanges of the fingers. Over the 
back of the thumb and the radial side of the hand is an area of partial 
anaesthesia. Extensor muscles of hand and supinator longus react to 
faradic current, but the contraction to galvanic stimulation is changed. 
A.C.C. greater than K.C.C. Heart, lungs, and abdominal organs 
normal. White blood corpuscles, 10,600; polymorphonuclears, 53 per 
cent.; lymphocytes, 47 per cent. Jan. 24th: Patient very much Improved. 
Can extend the hand slightly. Feb. 8th: Recovery. 

This case was sent as one of musculo-spiral paralysis of 
unknown origin. From the clinical history I should judge 
that it may be classe^ with trenoh shin. 
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AMCEBIC DYSENTERY AND ITS RELATION¬ 
SHIP TO A FORM OF DIARRHCEA 
OCCURRING IN EGYPT. 

By G. MARSHALL FINDLAY, M.B., Ch.B. Edin., 

TEMPORARY SURGEON, ROYAL NAVY. 


During the past year the opportunity has been given me 
of studying the illnesses among naval ratings during the first 
few months of their residence in Egypt. Diarrhoea and 
amoebic dysentery have been by far the commonest causes 
of ill-health, and I am here suggesting a relationship 
between these two conditions. 

Diarrhoea with Qastrio Symptoms. 

Of the Europeans who arrive in Egypt for the first time, 
it is probable that nearly 90 per cent, suffer from a form of 
diarrhoea, associated with gastric symptoms, which is so 
common that it is known among Anglo-Egyptians as 
14 Egyptian stomach.” The first attack usually comes on 
within a fortnight of arrival in the country, while subsequent 
attacks may recur at intervals of from one to two weeks. 
After a residence of roughly six months the disease entirely 
subsides and does not again appear. Owing to the compara¬ 
tively slight symptoms the condition has failed to attract 
any very great notice among specialists in tropical 
medicine. 

A typical attack usually begins in the early hoars of the 
morning, although it may commence at any honr of the day 
or night. At first there is only slight abdominal uneasiness, 
but this is quickly followed by definite griping pains, 
confined for the most part to the epigastric and 
umbilical regions. There is a marked desire to empty 
the bowels, though evacuation gives little relief. As 
many as 10 or 15 stools may he passed during the day. 
Nausea and vomiting are present in about three-quarters of 
the cases, while in a few instances headache is a marked 
symptom. The temperature is slightly raised in the evening 
—98-8° to 99 8° F., while the posterior part of the tongue is 
covered with a brownish fur. The diarrhoea does not 
persist for more than two or three days at the outside ; it is 
usually followed by constipation. About a week generally 
elapses before the bowels regain their normal action. A 
similar attack may recur within a fortnight or three weeks 


of the original attack. The faeces are always fluid in 
character and in a typical case resemble pea-soup; blood and 
muons are absent. The blood shows no definite changes, 
except a slight but constant increase in the large mononuclear 
leucocytes (10-18 per cent.). 

The condition is not confined to any particular class; 
officers and men, whether living ashore or afloat, are equally 
affected. It has no relationship to the presence of sand¬ 
storms, which in this country are oonfined to the early spring 
months. Dietetic errors are hardly likely to be responsible 
for so prevalent a condition. There appears, however, some 
ground for considering the disease to be of an infective 
character. Thus, of 120 sailors arriving in Egypt in March, 
1916, 30 had reported sick with the condition by the end of 
July, while a further 50, on questioning, confessed to having 
had attacks of diarrhoea and gastritis, though they had not 
deemed the occurrence worth reporting. Since August 
these men have been entirely free from this condition, 
though they have not been exempt from attacks of amoebic 
dysentery. As a general rule, the diarrhoea and gastritis are 
more severe in persons under 20 and over 40 years of age. 

Amoebic Dysentery . 

The second most important cause of sickness among naval 
ratings has been amoebic dysentery. Cases of this condition 
can be separated into two classes : (1) Old dysenteries who 
have relapsed; (2) first attacks in persons who have never 
before been abroad. In the present series of cases the 
former class constitute nearly 20 per cent, of the total 
number, and as in the majority of instances the dysentery 
was first contracted in Gallipoli, during the Dardanelles 
campaign, since then these cases must have been acting as 
“ convalescent carriers.” Doubtless an examination of the 
stools of everyone in Egypt, if such a thing were possible, 
would reveal the presence of a very large number of carriers 
of this description. 

For the most part, the cases all conformed to the classical 
type of a mild amoebic dysentery, with blood and muons in 
the stools. The clinical symptoms were headache, lassitude, 
slight abdominal pain, and diarrhoea, with some tenesmus. 
The temperature was slightly elevated, but rarely exceeded 
100°. On microscopical examination Entamoeba histolytica 
was found to be present in the stools in every instance, 
though, as is so common in this form of dysentery, the 
excretion of entamoebas was of an intermittent character. 

Apart, therefore, from the condition of the stools, the 
clinical symptoms were very similar to those described as 
occurring in the condition known as “Egyptian stomach.” 
In the case of first attacks of dysentery, the dysenteric 
symptoms do not as a rule manifest themselves until the 
patient has been resident in the country for a few weeks at 
least. In one instance, however, a sailor, 18 years of age, 
developed a typical attack of amoebic dysentery two days 
after arrival in Egypt. The patient stated that he had never 
before been abroad, but two years previously had had an 
attack of dysenteric-like symptoms. Inquiry, however, 
showed that both the boy’s father and brother were in the 
Army ; the former had returned from India shortly before the 
patient’s first attack. This, therefore, appears to have been 
an autochthonous case occurring in England. An attack of 
dysentery may, however, manifest itself after a residence 
of some months or even years, but in many cases there 
appears to have been a previous history of “Egyptian 
stomach.” Thus inquiry into 40 cases of dysentery occuning 
for the first time elicited that in 36 instances there was a 
previous history of one or more attacks of “Egyptian 
stomach,” preceding the onset of dysenteric symptoms. 
The intervals elapsing between the last attack of “ Egyptian 
stomach ” and the commencement of the dysentery varied 
from a few days to some months. 

Relationship of the Two Affections 

In order to determine whether there was any relationship 
between the two conditions a microscopical examination of 
the fasces was carried out in 110 cases of “ Egyptian 
stomach.” In regard to the presence of entamoebas, the 
following results were obtained :— 

Entamoebae entirely absent . 8 oases. 

Entamoeba coli present . 10 ,, 

Entamoeba histolytica . 36 ,, 

Entamoeba minuta (Elmassian) . 49 ,, 

Entamoeba minuta (Elmassian), together 
with tetragena cysts. 7 „ 
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A method of vital staining was employed, neutral red being 
used in a dilution of 1 in 10,000, as recommended by 
Rogers. 1 By this means the entamoebae are coloured a rose 
pink, while the background remains unstained. 

An analysis of the above figures shows that in 43 instances 
the causal agent of amoebic dysentery —Entamoeba histolytica 
—was isolated from the stools. It was present either in 
the vegetative form (36 cases) or in the encysted stage 
(7 cases). It has been recently pointed out that this latter 
stage may occur, not only in chronic, but in very mild cases 
of dysentery.'-* 

In 66 instances there was present, either alone (49 cases) 
or in conjunction with tetragena cysts (7 cases), an organism 
which was probably Entamoeba minnta. This variety was 
first described by Elmassian as occurring in soft diarrhoeal 
stools.’ It has lately been found to be much more 
common than was formerly supposed, 4 while the majority 
of authorities are now agreed that it is merely a stage 
in the developmental cycle of Ent. histolytica, probably 
a precystic trophozoite stage. 5 The minuta variety resembles 
Ent. coli in size, but differs from it slightly in appear¬ 
ance. Not infrequently the endoplasm contains a few 
red blood corpuscles. The only definite means of differ¬ 
entiating between Ent. coli and Ent. minnta lies in inocula¬ 
tion experiments. In the present instance these unfortunately 
could not be performed. There is, however, presumptive 
evidence to prove that in the cases above referred to the 
organism present was Ent. minnta and not Ent coli. 

When I first studied * ‘ Egyptian stomach ” I treated the 
condition as one of simple diarrhoea. Bismuth and opium 
were prescribed with excellent results so far as the relief 
of the immediate symptoms was concerned. Within a month, 
however, eight of the patients so treated developed classical 
attacks of amoebic dysentery, Ent. histolytica being isolated 
from the stools. Since that date all cases of “ Egyptian 
stomach ” which have come under me have been treated 
with a course of emetine injections, with the result that only 
one of the patients so treated has subsequently developed 
amoebic dysentery. 

To summarise the results, it may be said that of 110 cases 
43 showed the presence of Ent. histolytica either in the 
vegetative or encysted form, while in 49 there was some 
evidence to prove its presence in the minuta form. 

In those countries where it is endemic, amoebic dysentery 
is of very common occurrence, a fact which is illustrated by 
the large amount of original work that has emanated from 
Egypt and India on the subject. Although no figures are 
available as to the number of carrier cases in these two 
countries, it must be very considerable. In the case of 
Tonkin it has been found that no fewer than 8 per cent, of 
the population are dysentery carriers. 6 

It has long been recognised that every person is at some 
time or another exposed to infection from tubercle bacilli; 
in exactly the same way it is probable that in a country such 
as Egypt everyone is sooner or later exposed to entamoebic 
infection. Not only is there a vast army of carriers among 
the general population, but the agents of dissemination in 
the shape of flies are also constantly present. It would, 
however, appear that in the majority of individuals the 
entamoebae are rapidly removed from the system. 

The presence of active amoeboid forms in the intestine is 
correlated in the first instance with certain clinical symptoms 
—the condition known as “Egyptian stomach.” As the 
vegetative activity of the entamoebae disappears, the acute 
symptoms also decrease, while the cysts which are then 
formed may either be destroyed in the intestine or else 
continue to be passed in the process of defaecation. The 
clinical symptom “diarrhoea” is in reality a protective 
mechanism, whereby the organism seeks to rid itself of 
deleterious matter in the intestine. The fatigue and a 
consequent lowering of the resistance caused by excessive 
evacuation are only secondary effects. In some individuals, 
the entamoebae, as has been said before, continue to 
flourish, without, however, giving rise to any symptoms, 
until such time as the general resistance becomes lowered, 
when an attack of dysentery may supervene. 

Before the war amoebic dysentery was comparatively rarely 
met with in the British Isles; with the cessation of hostilities 
and the return from hot climates of large bodies of men 
it is probable that the disease will become much more 
common, unless measures are taken to detect and effectively 
treat all carrier cases. This, however, is a work of the very 


greatest difficulty. It is therefore essential to prevent, by 
all possible means, the formation of such carriers. One of 
the methods to be employed in this connexion should be the 
treatment of all suspicious conditions, such as “ Egyptian 
stomach,” with what is practically the only specific for 
amoebic dysentery—namely, emetine. 
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THE TREATMENT OF GONORRHOEA IN A 
FIELD AMBULANCE. 

By E. T. BURKE, M.B., Ch.B. Glasg., 

LIEUTENANT-COLONEL, R.A.M.C. (S.H.) 


The essential equipment of a field ambulance is for the 
reception and treatment of casualties occurring in the field. 
The scale of equipment shows that it has never been con¬ 
templated that such a unit will ever be called upon to treat 
cases of gonorrhoea. Theoretically no man i3 allowed to 
proceed on active service while suffering from venereal 
disease, and (also theoretically) he is not able to acquire it 
while in the field. In practice this theory often breaks 
down, and a case of gonorrhoea or syphilis may, and often 
does, fall to be treated in a field ambulance. Such a case 
may have to remain in the ambulance for weeks before 
it can be transferred to a hospital which is equipped 
with the proper means for administering treatment. For 
example, when the transport, carrying some 3000 troops, 
on which the field ambulance to which I belong 
had been two days at sea, en route for the Dardan¬ 
elles, five men were admitted to the troops’ hospital 
Buffering from acute gonorrhoea. These were evidently new 
first infections, and at the medical inspection of troops prior 
to embarkation had presented no symptoms, thus escaping 
detection by the regimental medical officers. As a field 
ambulance was on board, to it fell the medical care of the 
troops, and as these cases of gonorrhoea were handed over 
to me I was presented with the problem as to how they were 
to be treated efficiently and rendered fit to return to foil 
duty in the shortest possible time with the slight means of 
treatment at our disposal. 

It is of very vital importance that cases of gonorrhoea 
occurring in soldiers, and especially in those proceeding on 
active service or actually in the field, should be brought 
under treatment immediately and efficiently, that they 
should be cured quickly, and that the cure should be a 
permanent one. To the “ slacker” a chronic gleet is a 
heaven-sent gift to enable him to report sick and so evade 
his duty. A certain type of soldier—happily not a common 
one—will retain a gleet and take admirable precautions 
against it being cured, so that he can produce it on sick 
parade the very moment that he knows there is any hard 
work in front of his battalion. The penalties for the con¬ 
cealment of venereal disease do not act as a deterrent. The 
loss of efficiency when an acute gonorrhoea-is allowed to 
lapse into the chronic state is very great indeed. 

Consideration of Methods of Treatment. 

A rapid, efficient, and permanent cure was the object 
aimed at in the five above-mentioned cases. The four 
following methods of treatment suggested themselves: 
(1) Drugs—e.g., copaiba, &c. ; (2) injections with a syringe ; 
(3) a combination of (1) and (2); or (4) Janet’s method of 
pressure irrigation or 11 lavage.” The first three methods 
were discarded because they are unscientific, inefficient, and 
dangerous. 

Drugs are slow in their action, extremely uncertain, and 
create digestive disturbances, rashes, Ac. They are the 
stock-in-trade of the venereal-treating chemist and the 
quack ; and in a proportion of the cases where they are 
prescribed by a medical man they are simply a salve to the 
conscience of a lazy practitioner. I have known many 
instances where an untreated gonorrhoea—in men on board 
sailing Bhips, for example—has progressed just as favourably 
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as one which has been treated by the swallowing of copaiba, 
sandal-wood oil, methylene bine, and so on. 

The nse of a syringe, whether in the hands of a surgeon 
or of the patient, is fraught with danger. To cause a patient 
with an acute gonorrhoea to first empty his bladder and then 
to force a jet of silver nitrate or some such solution against 
his compressor urethrae muscle too often results in some 
infection being forced back behind the compressor into the 
posterior urethra or bladder. A certain period of time 
elapses before the patient collects enough urine to again 
micturate and wash out the injection, and during this time 
the gonococci have had the chance of implanting themselves 
in virgin soil, and the common sequelae—posterior urethritis, 
epididymitis, and cystitis—result. Further, in gonorrhoea 
micturition takes place before sufficient urine has collected 
to properly wa*h out the infective material and a certain 
amount of it remains. A syringe, even in the hands of the 
surgeon, is unsafe ; in the hands of the patient it is dangerous. 
Too often the patient, having been taught by the surgeon 
to use a syringe, decides that he can do it as well as the 
surgeon. He decides to save the surgeon's time and his own 
money, so, armed with a syringe and an injection solution, 
he solemnly washes the infection into his bladder. The 
syringe is bad treatment and the sooner it is relegated to the 
museums as a relic of the dark ages of urology the better. 

No matter how careful one may be, one is always in danger 
of overcoming the resistance of the compressor urethras 
muscle, forcing back some gonococcal material and extend¬ 
ing and complicating an originally simple disease. There is 
present, but in a lesser degree perhaps, the same danger 
in cases which are treated by drugs internally. The painful 
erections to which these patients are subject frequently 
cause slight relaxation of the compressor and backward 
extension of the disease. 

Adherence to the first three methods enumerated causes 
the complications of gonorrhoea which are, unfortunately 
and unnecessarily, so familiar; and when complications 
occur in a case of simple gonorrhoea it is a proof that the 
treatment is bad or inefficient. No case of anterior 
urethritis (and all gonorrhoeas are at first confined to the 
anterior urethra) coming under treatment before backward 
extension has taken place should ever have any complications 
or sequelse. The disease begins anteriorly; it should con¬ 
tinue anteriorly. It should finish in the same place, and 
“leave not a wrack behind.” By proper use of the Janet 
method this can be done; improvement is rapid, the relief 
of symptoms is almost immediate, and the cure is permanent. 

The Method Adopted. 

Holding these opinions, I was forced to extemporise a 
much modified Janet's lavage apparatus, as is shown in 



Sketch of extemporised Janet’s lavage apparatus, with a longitudinal 
section on a larger scale through the filter funnel showing the nozzle 
in position. D, douche-can ; b, rubber tubing; f, filter funnel; 
v, vulcanite nozzle ; s, stopcock. 

the illustration. It was composed of a douche-can with a 
holding capacity of four pints. This was prooured from 
No. 1 Field Smgical Pannier. Two separate 3-ft. lengths 
of rubber tubing were also culled from the same source. 
These were joined together by a vulcanite stopcock. One 
end of the tubing was fixed to the outlet of the reservoir ; 
the other end was threaded through the stem of an 


enamelled-iron filter funnel and finally finished off with a 
vulcanite enema-syringe nozzle, as is shown. The object of 
the filter fuunel is, as in Janet’s apparatus, to catch any 
backwash from the urethra and to protect the surgeon from 
being splashed with the returning solution. The solution 
used was potassium permanganate. No definite strength was 
adhered to, as the urethra gradually acquires a toleration to 
potassium permanganate. On the first day irrigation was 
commenced with the solution of a faint pink colour, and this 
was gradually increased in strength each day. 

The theory of the treatment is briefly this. It is to be 
recognised that the great danger in all local treatment of 
gonorrhoea is of infective material being carried past the 
barrier of the compressor urethrae and being left there. This 
danger is realised as being inevitable, and so means are 
taken to wash out the whole urinary canal from the bladder 
to the meatus, and thus to ensure that every vestige of 
infective material is carried away. At the same time, the 
lavage solution is of such a nature as to render innocuous 
any slight amount of the organisms which may be present. 

The method is as follows. The patient having micturated 
(thus flushing out the urethra), he is placed lying on his 
back on a table, with his legs apart and his thighs 
slightly flexed. Between his thighs is placed a basin to 
catch any back-flow of solution from the urethra. The 
glans and prepuce are thoroughly cleansed, the douche- 
can is raided about 2 ft. above the patient’s pelvis, an 
assistant turns on the stopcock, and a gentle stream of the 
irrigating solution is allowed to flow. The temperature of 
the solution is 104° F. The surgeon then inserts the nozzle, 
while the stream is flowing, into the urinary meatus, and the 
anterior urethra is thoroughly washed out. An elevation of 
2 ft. of the reservoir above the patient's pelvis is not 
sufficient to overcome the resistance of the normal com¬ 
pressor. The irrigation stream is kept at a steady flow, and 
by alternately inserting and withdrawing the nozzle from 
the meatus the anterior part of the urethra is thoroughly 
flushed with fresh solution. The back-flow is caught by the 
protective shield of the filter funnel and collected in the 
basin between the thighs of the patient. The elevation of 
from 2 to 3 ft. is, while not overcoming the compressor, 
sufficient to cause a dilatation of the anterior urethra, to 
open up the crypts and lacunae, and to bathe them in 
permanganate solution, thus bringing every part of the 
urinary canal under the influence of the irrigating solution. 
If the disease is confined to the anterior urethra that ought 
to be sufficient. This is all that is done by the syringe method. 
Theoretically the syringe method stops there. But when it is 
realised that in spite of all care infection may exist in the 
posterior urethra, or that while washing out the anterior 
part the compressor may, as it often does unknown to the 
patient or surgeon, relax momentarily and allow some 
infection to pass backwards, then it becomes one’s duty to 
take measures to counteract such a happening and to 
prevent its consequences. The point to realise is that there 
is no means of absolutely preventing relaxation of the 
compressor, therefore one has to suppose that in every case 
relaxation has taken place, and that it behoves one to take 
appropriate measures to prevent any damage. The reservoir 
is now raised to a height of 5 or 6 ft. and the stopcock is 
opened to its fullest extent. Experience has shown that this 
elevation is normally sufficient to overcome the compressor. 
The patient should be instructed to breathe easily and to 
attempt the act of micturition, thus relaxing the compressor, 
and the solution will be found to run into the bladder. 

Occasionally one experiences a liitle difficulty in over¬ 
coming the compressor. This is usually due to nervousness 
on the part of the patient. If he is engaged in conversation 
and his mind is taken off contemplating the novel experi¬ 
ence he is undergoing, it will often be found that the 
compressor is “ caught napping” and that the solution will 
run in. In other cases it may be necessary to “ dodge the 
compressor ” by projecting alternately vigorous and weak 
jets of the solution against it. The assistant can do this by 
regulating the opening of the stopcock. If the patient has 
the rationale of the proceedings explained to him, he over¬ 
comes his nervousness, takes an intelligent interest in the 
matter, and can help materially in filling his own bladder. 
Once the barrier has been overcome the force and pressure 
of the stream keep the urethral canal patent. 

In the most difficult case, uncomplicated by an old stric¬ 
ture, perseverance will always succeed, in spite of the belief 
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prevalent in many minds that the bladder can only be 
filled by means of a catheter. The troth is that with a little 
experience any normal bladder which is guarded by a normal 
urethra—i.e., one which, is free from greatly abnormal 
narrowing—can be filled by the above method. 

By means of percussion and by heeding the patient’s 
sensations one can tell when the bladder is full. When this 
stage is reached the stopcock is closed, and by compressing 
the meatus of the urethra with the fingers all the fluid is 
retained in the urinary passages. The bladder and urethra 
are now fully dilated by the pressure of the solution ; every 
recess and crevice is bathed in it, and every focus of infec¬ 
tion is opened up and subjected to its action. If after the 
lavage of the anterior urethra any gonococci have been 
carried back to the bladder, they are now floating, well 
diluted, in a vast ocean of bactericidal solution. After 
allowing the solution to remain in the urethra and bladder 
for-20 or 30 seconds the meatus urinarius is released, and the 
anterior urethra empties itself. The patient now sits up, 
and by the act of micturition empties his bladder of the 
permanganate solution into a basin. The solution usually 
returns slightly reduced at first. The whole procedure is 
repeated several times till the permanganate returns 
unchanged. 

It will be found that the first attempt to fill the bladder 
is the most difficult, but that as soon as the patient over¬ 
comes his nervousness and realises what is required of him 
it becomes perfectly simple. Some patients rapidly learn to 
do the lavage themselves and carry through the whole 
treatment in a perfectly easy and skilful manner. 

Results of Treatment. 

The treatment of the five cases mentioned was followed in 
accordance with the above principles. Lavage was carried 
out three times daily for the first three days at 9 A.M., 
2 p.m., and 9 p.m. The patients were put on light diet 
and forbidden alcohol or condiments, but smoking was not 
restricted. They were given no drugs internally, but were 
ordered to drink as much water as they could. This 
excellent diuretic kept the urine bland and non-irritating. 
On the second day of treatment they reported that they had 
no pain on micturition, and the discharge, which had been 
copious and creamy 24 hours before, was thin and small in 
quantity. On the third day all use for gonorrhoea bags had 
ceased as the discharge was negligible. • From the third to 
the tenth day they were irrigated twice daily, morning and 
evening. On the eighth day, in one of the cases, the dis¬ 
charge was completely stopped and he had no other sym¬ 
ptoms. He was put on full diet and beer. Next morning 
he had a slight discharge, so he was returned to treatment. 
On the tenth day Malta was reached, and the cases now 
who exhibited no symptoms whatever went sent ashore to 
hospital, so that a microscopic examination of smears from 
their urethras could be made as to the presence or absence 
of the gonococcus, which is the only real test of cure. The 
“two-glass” test, which was done before they were sent 
ashore, showed no turbidity in either of the glasses, except 
in the first glass of the patient who had been put on full diet 
and beer. In his case there were a few flakes present. The 
transport left Malta the same day. so that the cases were 
lost sight of. 

The conclusions which present themselves may be 
summarised as follows. That treatment by the Janet 
method, as described above, is more successful in rapidity of 
disappearance of symptoms than any other ; that in civil 
practice experience has shown that the gonococcus can be 
cleared from the urethra in three weeks by this method ; and 
that there are no sequel®. These things are perhaps even 
more important in soldiers on active service than in civil 
life; and even with the modified and extemporised apparatus 
used as described the results were almost perfect. Lastly, 
it is not beyond the resources of a field ambulance on active 
service to treat efficiently and cure cases of acute gonorrhoea 
by the method of lavage. 


The Health of School Children in Devon¬ 
shire. —The medical officer of health for the county of 
Devon in his annual report states that between 35 and 40 per 
cent, of the boys leaving the schools under the Devon 
education committee were under the normal weight. He 
adds that the boys suffered from insufficient food and rest, 
and that insanitary conditions existed in the schools and 
their homes. 


RETROGRADE STRANGULATION OF THE 
INTESTINE FROM CONSTRICTION BY 
AN EXTERNAL APERTURE. 

By SPENCER MORT, Ch.B., M.D.Glasg., F.R.C.S. Edin., 
F.R.S. Edin., 

LIEUTENANT-COLONEL, R.A.M.C., COMMANDING EDMONTON 
MILITARY HOSPITAL. 


Madyl’s hernia is a type in which the intestine descends 
into the sac in a W fashion, thus there are two external loops 
united by a third, which remains for the most part in the 
abdomen. Similar cases have been described by Peyrot, 
Lauenstein, Macewen, Pringle, Laroyenne, and others. In 
the event of strangulation, three loops may be involved. In 
the case described by Laroyenne, 1 and reported 2 and trans¬ 
lated by me, the following was the condition :— 

The patient, aged 60, Buffered for a long time with a reducible hernia 
about the size of two lists, which passed from the right inguinal canal 
into the scrotum. The evening before the operation the hernia became 
irreducible and signs of complete strangulation of the bowel came on 
suddenly without distension of the abdomen. At operation next 
day the sac was opened and abundant lemon-yellow serous fluid 
escaped. Two loops of bowel presented inside the sac—a portion of 
the ca'cum with the terminal part of the ileum and a loop of small 
intestine. Both looked healthy without any appearance of ecchymosis 
or sloughing and the constriction was sufficiently loose to allow them 
to be drawn down easily for examination of the neck of the protrusion. 
This manoeuvre revealed a third coil of small intestine, joining the two 
in the hernia, and passing upwards into the abdominal cavity. This 
portion was completely strangulated, black in colour, and studded with 
greenish spots of commencing gangrene, an appearance extending far 
up in the coil. Laparotomy was then done, and the attachment of this 
loop to the two portions of the bowel in the sac was confirmed. Some 
bloody fluid with a foetid odour was found in the peritoneal cavity, but 
resection was deferred on account of the collapsed state of the patient 
and the great extent of damaged intestine. The wound was left open, 
with drainage of the abdomen in the regioh of the dead gut, but during 
the night the patient succumbed. An autopsy was made, at which it 
was found that over six feet of the bowel was destroyed by strangula¬ 
tion. No other abdominal lesions were found. 

Inr69um6, the author considers that the immunity of the 
caecum is due to the thickness of its walls. As to the reason 
for damage to the intra-abdominal small intestine, with 
escape of the protrudirfg small intestine, he believes that 
torsion on its axis probably occurred. Such was not noted 
post mortem, but the conception is favoured by the great 
length of the bowel, pedunculated in a sense at the internal 
ring. 

Fig. 1. 



Retrograde strangulation of intestine; triple strangulation through 
one aperture. The omentum is seen passing into the sac which is 
above the umbilicus. 

A similar case is worthy of notice. 

The patient, housewife, aged 50, was of an extremely stout habitus, 
and suffered for 12 months before the date of her operation 
with an umbilical hernia, of a large size, lor w'hlch she wore 
a belt. She was sent to me by Dr. William Thompson, of Waltham 
Abbey, on April 2nd, 1912. as a case of strangulated umbilical hernia; 1 
the history being that the rupture could be replaced until 36 hour* 
before, but, leaving off her belt casually and going to stool, it i 
became fixed externally, this immobility coinciding with the onset of 
the usual symptoms of acute intestinal obstruction. She continued at 
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her household duties after descent of the hernia and did a hard day by 
the wash-tub. On admission this history was confirmed, and the 
patient, whose general condition was feeble, was prepared for imme¬ 
diate operation. She had a hard swelling above the umbilicus as large 
as the head of a two-year-old child, hanging downwards from a pedicle 
and overlying and concealing the natural umbilical scar. The abdomen 
was opened and the 9ac exposed and found to be jet black in colour with 
gangrene; on its incision sanious ill- 
p IG o smelling fluid escaped, while im- 

prisoned inside the mass, and covered 
by a false sac of sloughing omentum, 
was found a dilated portion of dead 
small Intestine arranged in groups 
partly glued together. The constric¬ 
tion was fibrous and extremely tight, 
situated above the infantile position of 
the umbilicus, and on section the 
strangulated gut was pulled down, as 
a routine measure to inspect the effect 
of the annular pressure on the coats 
of the Imprisoned neck. Two loops 
had been incarcerated outside: as a 
consequence the intermediate part 
between them was pulled down for 
examination and was found to be 
gangrenous and decomposing. (See 
Fig. 1.) The total gangrenous portion 
involved, to the extent of three feet, 
was resected ; the general state of the 
patient being critical, anastomosis was 
not attempted, but the cut ends were 
pulled into the wound instead and 
fixed there for temporary purposes, 
creating an artificial fistula. (See 
Fig. 2.) In the evening the patient 
was much relieved and free from dis¬ 
comfort, while intestinal contents 
poured freely from that end of the 
Intestine which was physiologically 
uppermost. Convalescence, in fact, 
appeared to set in, and I was lured 
into the hope that success might 
follow; but this was of a temporary 
nature, as on the eighth day after 
operation the patient died. No post 
mortem was done. 


Diagram of parts after opera¬ 
tion. The cut ends of bowel 
are stitched together and to 
the wound, the lower part 
of which Is packed with 
gauze. 


Pringle 3 records three cases:— 

1. Male, aged 27, large scrotal hernia of six years* duration, two loops 
strangulated externally. 

2. Male, aged 55, right inguinal hernia of 14 years’duration, two loops 
external and irreducible. 

3. Male, aged 38, scrotal hernia of 14 years' duration, with three 
external loops, one normal, one partially strangulated, and one 
completely strangulated. 

This last astonishing case had thus six necks of constric¬ 
tion, and five loops nipped, three external and two internal 
intermediate connexions, all resulting from one pressure¬ 
ring. 

Macewen 4 operated on a man with an old-standing mass 
in the femoral region, attributed to tumour formation, who 
later developed an increase in the size of the swelling with 
signs of obstruction. Operation showed an old hernia, non- 
strangulated, with another recently nipped loop of bowel by 
its side. The immunity from constriction of the old hernia 
was due to the thickness of the bowel wall, which, accom¬ 
panied by masses of “livery” omentum, was possibly a 
resultant hypertrophy from continued hyperaemia. 

Another case was that of a man, aged 26, with a large 
right inguinal hernia of four years’ duration. Lauenstein 6 
has the greatest experience of these cases. His interest was 
first drawn to a patient showing “artificial anus with four 
lamina,” since observing which he has drawn attention to 
other conditions of a similar nature. The following signs 
are formulated by him as an aid to diagnosis : 1. The hernia 
is usually right-sided, scrotal, and of long duration. 
2. There may be evidences dependent on a distended con¬ 
dition of the internal loop—e.g.. a marked asymmetry in 
the lower part of the abdomen. 3. There may be a furrow¬ 
ing of the scrotal tumour, with a difference in percussion 
note over two parts, if one loop contains air, the other fluid. 

In my own case here recorded there is an absence of all 
these points set out by Lauenstein. There was a triple 
strangulation through the one ring at the umbilicus, two 
externally and one internally, typical of the condition 
described by Madyl and Benno Schmidt. The most 
treacherous cases are those in which no protruded saccular 
loops are badly nipped, the coelomic loop alone being 
affected ; the lesson is, of course, that in every operation 
for hernia the part compressed must be drawn out and 
nuially examined, not only to see the condition of that 
portion so tightly gripped, but also to inspect the inner 
loopg, if present, as to their vitality. The external double¬ 
loop strangulation or protrusion itself is of interest, but 
hardly more than as a surgical curiosity ; the resultant inner 


or retrograde strangulation, be the part originally in the 
abdomen or be it a second hernia back to the abdomen 
from the external sac, is of truly vital interest, as if left 
unrecognised it may cause unaccountable death in cases 
where loops are casually returned and a radical cure per¬ 
formed without suspicion of the danger which lurks 
behind. Therefore every case reported will be of value in 
authenticating a serious disease. 

References.— 1. L. Laroyenne: Gazette des Hdpit&ux, February, 
1907. 2. Spencer Mort: Glasgow Med. Jour., April, 1907. 3. J. Hogarth 
Pringle: Edin. Med. Jour., June, 1906. 4. John A. C. Macewen: 

Brit. Med. Jour., April, 1910; also ibid., October, 1913. 5. Carl 

Lauenstein: Arch. f. klin. Chir., 1894; also Deut. Zeit. f. Chir., 1905; 
ibid., 1909. _ 


THE TREATMENT OF VARICOCELE BY 
EXCISION. 

By PHILIP TURNER, M.S.Lond., F.R.C.S. Eng., 

MAJOR, R.A.M.C., T.C. 


The result of the operation for varicocele is by no means 
always perfectly satisfactory. This has been brought to 
notice particularly during the war when the operation has 
been most usually performed on recruits, or on soldiers who 
have gone sick with this trouble as the result of the strain of 
service. In these men rapid convalescence and complete 
recovery are of the greatest importance, while slow con¬ 
valescence and a persistence of symptoms are a disappoint¬ 
ment to the operator who hoped that the men would soon be 
fit for full duty. Quite apart from the question of neurosis, 
which certainly does exist in a certain proportion of cases, 
it is quite common to find a good deal of pain and tenderness 
persist, often associated with the scar and the induration 
beneath it where the veins have been ligatured and the 
divided ends of the varicocele have been tied together. 

The usual indication for the operation is the existence of 
pain and aching, either continuous and persistent or brought 
on by excessive exertion or by riding, and when the 
symptoms are only imperfectly relieved by wearing a 
suspensory bandage. These symptoms are due in part to 
the dilated plexus of veins and in part to the low position 
of the testicle, the importance of the latter being shown by 
the relief often given by the mechanical support of 
the bandage. The object of the operation should thus be 
twofold—( a ) to remove the dilated plexus of veins, and 
(ft) to raise the testicle to a higher level and give it better 
support. 

The operation of excision of a varicocele is usually per¬ 
formed in the following manner. The spermatic cord is 
exposed just below the external abdominal ring ; the veins, 
after division of their fascial covering, are separated 
from the vas, a few being allowed to remain with this 
structure. By drawing the cord at first in an upward 
direction and then downwards the dilated pampiniform 
plexus is separated as low down as the tunica vaginalis and 
as high as thought desirable. After ligatures have been 
securely placed above and below, the intervening mass of 
dilated veins is cut away, and then, with a view to perma¬ 
nently shortening the spermatic cord and raising the position 
of the testicle, the ends of the ligatures which have been left 
long are knotted together, approximating the divided stumps 
of the veins. 

The operation as thus performed certainly fulfils the first 
of the above-mentioned conditions, but it quite fails to carry 
out the second. The testicle is not normally suspended by 
the spermatic cord nor by the pampiniform plexus, neither 
does its position depend upon Jhe length of the cord. Both 
suspension and position depend upon the fascial sheath of the 
cord, composed of cremasteric, intercolumnar, and infundi- 
buliform fascia intimately blended together, which has 
definite attachments above and is continued below around the 
parietal part of the tunica vaginalis. The important part 
played by the sheath in the suspension of the testicle is 
shown by the action of the cremaster muscle. 

The following sequelae may be the result of the unnatural 
support given to the testicle by tying together the divided 
stumps of the dilated veins. 

1. There is a “ callus-like ” inflammatory thickening 
around the junction of the divided ends. This is often 
painful and tender and these symptoms may persist for a 
long time. 
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2. The inflammatory mass which is formed around the 
divided veins may become adherent to and incorporated w«th 
the surrounding tissue, impeding the free mobility of the 
testicle. 

3. The amount of inflammation may be excessive and 
suppuration may occur. 

4. Generally speaking, the length of the venous plexus 
which should be excised is greater than the elevation of 
the testicle which is called for. Thus it is desirable usually 
to remove three inches or more of the veins, while the 
testicle should be raised about an inch or an inch and a half 
at the most. The testicle may thus be unduly raised and its 
mobility at the same time impaired. 

Recently I have endeavoured to overcome these dis¬ 
advantages by excising the varicocele without joining the 
divided ends of the veins and procuring increased support to 
the testicle and raising it to a higher level by shortening the 
fascial 6heath. Various methods of effecting this have been 
tried. At first I excised portions of the sheath and united 
the divided ends by sutures or ligatures, but the inflam¬ 
matory thickening still made its appearance. Lately I 
have employed the method below which has proved very 
satisfactory. 

The spermatic cord is exposed by the usual incision just 
below the external abdominal ring; the cord enclosed in its 
fascial covering is then freed and drawn out of the Wound. 
With a knife or a sharp pair of scissors a longitudinal 
incision an inch or an inch and a half in length is made 
through the fascial coverings in front until the veins are 
exposed. The middle of the incision is secured on each 
side by a pair of Spencer Wells forceps, which apt as 
retractors. With a blunt dissector the veins are separated 
from the sheath on each side until the vas, which is situated 
behind and is more closely connected with the sheath, is 
reached. The anterior three-fourths or so of the venous 
plexus, including all the dilated veins, are then separated, 
leaving the remaining veins with the vas, which is not 
touched and is not separated from the sheath. The anterior 
mass of veins is now drawn downwards and a little dissec¬ 
tion frees them as high as is thought desirable. Next they 
are drawn upwards and the separation can now be effected as 
low as the top of the tunica vaginalis. The separated group 
of veins is now ligatured above and below and the inter¬ 
vening part is cut away. The ends of both the ligatures 
are cut short and the testicle is replaced in the scrotum. 
The sheath is now shortened by retracting the lateral margins 
of the longitudinal incision and closing this by a flue 
continuous catgut suture in the transverse direction. It is 
well first of all to approximate the upper and lower angles 
of the incision with forceps and to observe what effect 
this has on the position of the testicle. As a rule, it 
raises it to a slightly higher level than the testicle of 
the other side, but if further elevation is considered 
desirable the length of the original incision can be increased. 
All bleeding points are then secured, and the wound is 
closed in the usual way. The great advantage of this 
operation is that the opening in the sheath is completely 
closed, and hence the cord and the divided veins do not 
beoome adherent to the surrounding tissue. The tender 
inflammatory nodule around the site of the operation is 
absent or only very slightly marked, while the testicle 
remains suspended in a normal manner in the scrotum at a 
higher level with its mobility unimpaired. I have now 
operated on six cases at No. 3 General Hospital in this 
way. and although they are too recent to enable one to 
speak of the ultimate result, their convalescence has been 
more rapid and there has been much less pain and fewer 
after-symptoms than with the ordinary operation. With a 
little practice the operation thus performed is just as simple 
and as easily carried out as the ordinary operation and it 
has the advantage of being much neater. 


V.A.D. Hospitals.—T otnes, Dovod, has had the 
“Strathmore V.A.D. Hospital” for the past two aDd a half 
years. It contains 22 beds, but recently it has been felt that 
a .larger institution was required, and consequently Follaton 
House, Totnes, has been opened as a V.A D hospital with 
accommodation for 50 beds. Dr. Walter Chapman is the 
medical officer in charge.—Maxstoke Castle, Warwickshire, 
which was built in 1345, has been lent to the British 
Red Cross Society by the Rev. and Mrs. D. L. Lee- 
Elliott as an auxiliary hospital for convalescent soldiers. 
It will accommodate 30 patients with the necessary V.A.D. 
staff. 


Clinical fate: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF GUNSHOT WOUNDS OF FACE AND 
THIGHS; (EDEMA OF GLOTTIS; DEATH 
UNDER NITROUS OXIDE ANAESTHESIA. 

By G. H. Colt, M.B., B.C.Camb., F.R.C.S. Eng., 

TEMPO BABY MAJOR, R.A.M.O. (T.) 


The following case is worth recording because the occur¬ 
rence of acute oedema of the glottis, after a small wound of 
the faoe, has not been bronght prominently before the notice 
of Burgeons since the war began. 

Private F., aged 33, was wounded by splinters of shell on 
Jan. 29th in the upper part of the posterior surface of eaoh 
thigh and in the right side of the face. Two days later 
chloroform was administered, and the sloughs removed from 
the, relatively speaking, small wounds of the thighs. The 
anaesthetic was administered without any difflcnlty and the 
operation lasted 30 minutes. The wound of the face had 
scabbed over, and in faot the condition in this respect looked 
so insignificant that it was nearly left alone. On removing 
the scab a small piece of metal #as felt and removed. It 
was about three-sixteenths of an inch square and larger than 
the scab. The cavity containing it was gently curetted and 
a tube inserted. This wound, which led to the death of the 
patient five days later, was situated half an inch in front of, 
and half an inch below the level of, the tragns of the 
right ear. It admitted a small ourette to a depth of 
three-quarters of an inch. No bare bone could be felt. 
It contained no cloth. It did not communicate with 
the mouth. No bacteriological examination was made of the 
interior. For three days all went on satisfactorily, but on 
the fourth day, six days after the patient had been wounded, 
the right side of the face was slightly more swollen than 
it was on the preceding day and a fomentation was applied. 
In the evening the swelling showed also in the neck and the 
temperature rose to 102° F. On the morning of the seventh 
day after the patient had been wounded there was marked 
oedema of the eyelids on the righ't side and the patient 
complained of pain in swallowing. On examination the 
fauces were seen to be congested and slightly swollen, 
especially on the right side. At this stage it did not ooour 
to us to examine the larynx; the matter looked simple 
enough, the swelling of the face and neck being due to 
insufficient drainage from the abscess. In point of fact two 
of us well used to anaesthetic work had independently 
noticed that there was slight respiratory obstruction; both 
of us had discounted it as being due to the swelling pressing 
on the right side of the pharynx, and both of nB had 
mentioned the fact to the anaesthetist. 

Nitrous oxide gas was administered by the non-rebreathing- 
valve method. After six inhalations the patient became 
blue, the administration was stopped, the mouth was opened 
and the tongue drawn forwards, and two fingers inserted 
down to the epiglottis and separated. Hewitt's artificial 
airway was introduced; respiration continued, evidently 
with considerable obstruction, for about 30 seconds. 
Spasmodic inspirations followed at intervals of about 
20 seconds for something like two minutes, a small 
amount of air entering and leaving the airway. This 
made me hesitate to perform laryngotomy, although if 
such had been done at this stage life would probably 
have been preserved. Liquor strychnin© mm. was 
given hypodermically in the pectoral region, the phrenics 
were faradised and hot cloths applied to the chest. 
No pulse coo Id be felt in the wrist, but the heart 
was beating feebly. About five minutes from the start 
laryngutomy was performed and air then entered freely. 
Fifteen minutes from the start an incision was made into 
the abdomen through the upper part of the left rectus and 
the heart massaged bimanually, this and artificial respira¬ 
tion being continued for 35 minutes. The patient having 
shown no sign of life for half an hour they were dis¬ 
continued. 

Post mortem there was oedema of the fauces and glottis 
extending down as far as the upper border of the true vooal 
cords ana on the right side involving also the posterior part 
of the true cord. The oedema was more marked on the 
right side than on the left and could be traced to the upper 
part.of the right side of the soft palate near the wound. 
The uvula was oBdematons. The rest of the organs, with the 
exception of the spleen, which was somewhat enlarged, were 
healthy and normal. The thymus was not enlarged. 

It seems to me that an immediate laryngotomy following 
on the onset of obstruction to breathing would have saved 
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this patient’s life for the time being, and that it was the 
only coarse to have adopted. Laryngotomy is undoubtedly 
the operation of choice in such a case, for one only requires 
for its performance a knife and a pair of sharp-pointed 
scissors, or even a knife alone. The operation seldom takes 
longer than 20 seconds to perform. The method of drawing 
forward the skin and transfixing it transversely with the 
knife, whereby the vessels on the orico-thyroid membrane are 
left behind uninjured, deserves to be more widely known than 
it is. The membrane being perforated with the points of the 
scissors and their blades being then separated the vessels are 
pressed to each side and haemorrhage is reduced to a minimum. 
In the case of a patient with a short, thick, congested neck, 
for instance a child who has tried to drink hot water from a 
kettle, this absence of bleeding is a great help. In the case 
referred to it is probable that laryngotomy would have been 
needed in a short space of time whether an anaesthetic had 
been given or not, in fact, the next time that the patient fell 
asleep. 

Particular attention should be drawn to the danger of the 
onset* of cedema of the glottis following a wound in the 
parotid region. Such oedema is well known to occur in cases 
of facial aathrax. especially when the pustule is situated 
near the angle of the jaw, and in cases of wounds of the 
mucous membrane, notably after extraction of an impacted 
and septic wisdom-tooth. Not having access at the present 
time to the literature of the subject I cannot state the 
relative frequency of its occurrence in these conditions. 

The proposed operation which was the immediate pre¬ 
cursor of death could have been efficiently and quickly 
performed without any anaesthetic, but this would have been 
a painful proceeding._ 

METHOD OF SUTURING RUPTURED 
PERINEUM. 

By W. H. Bishop, M.B., B.S. Dubh. 

I have long been dissatisfied with the ordinary method 
of dealing with the perineum when ruptured during labour. 
The following plan is probably not new. but I have never 
seen or heard it described, nor have I met with anyone who 
has used it. 

I use a handled needle, such as Spencer’s, or Liston’s No. 3 
(which is excellent), enter it unthreaded through the skin 
at middle of left side of tear and about l inch from its edge 
(see Figure, A) and pass it diagonally across the wound and 
bring the point out just inside the mucous membrane at 
centre of vaginal wound (B). 
It is then threaded and with¬ 
drawn and drawn off the 
suture, leaving this projecting 
from A and B. I now enter 
it on the other side in a pre¬ 
cisely similar manner (at D), 
using my left hand, and bring 
it out at point C. The loose 
end of the suture hanging from 
B is now threaded and drawn 
through, making a figure-of- 
eight loop when the suture is 
tied. The vaginal loop is first 
drawn tight and the ends are 
tied over the skin. Examining 
now, the perineum is found 
to be firmly restored, and this 
can be further demonstrated 
by leaving the placenta un¬ 
expressed till this stage, when 
it can be so removed without 
any opening of the wound or 
forcing of blood through it. 
8hould the tear extend into 
the rectum a precisely similar 
suture could be employed pos¬ 
teriorly, but I have not had the 
opportunity of using it. I consider it better to bury the 
suture completely, but it can be made to emerge as it crosses 
the bottom of the wound if preferred, as in the later operation 
for the repair of an unhealed rupture. 

I use catgut No. 3 for the suture. But silkworm-gut could 
be used and the difficulty of removal overcome by pierciug 
the mucous membrane in the same way as the skin and 
so leaving the suture exposed in the vagina, great care being 
necessary to avoid inverting the mucous membrane when 
tying. This would be divided and withdrawn preferably 
24 hours later. The absorbable material is to be preferred, 
and there are plenty of reliable brands on the market, and 
many reliable ways of efficiently sterilising it for oneself. 


^ebielirs ant Satires of gaaks. 


BOOKS ABOUT THE WAR. 

It is pathetic that many of the books now appearing, and 
dealing with different phases of the war, should be occupied 
with the descriptions of the care of the wounded; in a 
rough way this is an indication of the terrible loss of life 
and health that the war now means to us, and of the very 
general way in which these tragedies are distributed through 
all ranks of our society. 

Wounded and a Pritoner of War. By An Exchanged 
Officer. London and Edinburgh: William Blackwood 
and Sons. 19L6 Pp. 316. 5a.—This is a narrative of the 
experiences of an officer who reached France in the second 
week in Augast, 1914, fought in the front trench at Mons, 
was wounded and taken prisoner at Oaudry, was nursed 
back to life by French doctors and nurses at Cambrai 
—already, of coarse, in German possession—was sent to 
Wurzburg as a prisoner at the beginning of the follow¬ 
ing year, and was finally remitted to England in 
exchange for a German prisoner. It is a studiously simple 
story and gains in vividness thereby ; the odious inhumanity 
of the Germans to our prisoners, their cowardly desertion of 
the sick in the prisoners’ camps, their brutality to the 
wretched inhabitants of the occupied towns all emerge as 

convincing facts from this unpretentious tale.-From the 

same publishers is issued The Tale of a Casualty Clf-aring 
Station ( pp. 306, 5s. net), by A Royal Field Leech, a neatly 
informatory account of a Lospital unit, which accompanied 
as near the front as possible the British Expeditionary Force 
at the outset of war. The personnel, with outfit 44 accurate 
to the last safety-pin, ” embarked at Southampton on Aug. 16th, 
1914. and went to Havre and thence to Rouen by water, being 
the first Englishmen since the reign of Henry V. to see that 
stretch of the Seine from the deck of a military transport. 
The Mons retreat and the formation of the 1915 front, and 
the advance on Neuve Chapelle are the sections of the war 
described, and always described from the point of view of a 
casualty clearing station. This book is a pleasant and 
practical note for the medical history of the war. 

A Doctora Diary in Da mar aland. By H. F. B. WALKER, 
M.D., late Captain, R.A.M.G. London: Edward Arnold. 
1917. Pp. 207. Is. 6d. net.—This is the story of a mounted 
Brigade Field Ambulance which accompanied General Botha’s 
force into Damaraland early in 1915. Dr. Walker has an 
observant eye and a skilled pen, and the value of his book 
lies not in his description of military events—it was his 
usual rdle to be toiling a long way in the rear of his brigade 
—but in his attention to the geographical details, which 
influenced so strongly an extraordinary campaign. Neither 
the text nor the pictures make the late German colony a very 
pleasant place, and life in either Swakopmund, Windhuk, or 
Liideritzbuoht must have been bereft of every amenity. 

The prevailing note of Captain Viaud’s book ( War. By 
Pierre Loti. Translated from the French by Marjorie 
Laurie. London : T. Werner Laurie. 1917. Pp. 228. 
2s. 6 d. net) is one of horror at German barbarity and 
sympathy with its tortured victims. Loti’s style comes out 
even in translation, suggesting that the rendering of 
Miss Laurie is a faithful one; and this series of pictures, 
which bear dates between August, 1914, and April, 1916, has 
all the clearness and sentimental grace expected from the 
authorof l4 Aziyad6” and “ Madame Chrysanth^me.” By the 
side of such passages as the description of Rheims and of the 
exploits of the French Naval Brigade the denunoiations of 
the Kaiser read fustian. But Loti is known to be a good 
hater. In those days when France and England were on the 
edge of mutual misunderstanding he wrote a book about 
India without mentioning England, and this was not meant 
as a compliment to us. We are reminded of this fact by 
Madame Alexinsky’s interesting account of Russian medical 
organisation in the early days of the war ( With the Russian 
Wounded. By Madame Tatiana Alexinsky. London: 
T. Fisher Unwin. 1917. Pp. 180. 2s. 6 d ). The total 

omission of reference to the British share in the war has 
been due to the natural fact that the Russian general 
population can never mention in conversation a country of 
which they know nothing. In this connexion her husband, in 
a prefatory note, makes this witty comment: 4 4 Russia is an 
Elephant, while England is a Whale, so that they have few 
opportunities of meeting and making each other’s acquaintance. 
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Bat now that tbe British Whale has made itself feet of 
steel and is using them to surmount the blood-stained 

heights of the Somme . you may be sure our people will 

appreciate our noble Ally.” Madame Alexinsky’s letters 
describe the passage of a huge hospital train, wherein she 
had charge of six tieploushkas (wagons improvised to carry 
tiers of cot cases), full of seriously wounded cases, 
up and down Russia, between the actual trenches, as at 
the river San, to Petrograd, Moscow, Brest-Litovsk, Warsaw, 
and Smolensk, and the incidents are depicted with obvious 
sincerity. They bring before us in striking manner intimate 
phases of Russian life during the war, and the sufferings 
and strenuous determination of the country at large to fight 
to a finish against German tyranny. The book ends sadly 
with the beginning of the great Russian retreat, but Madame 
Alexinsky, a prominent Socialist, will find in the recent 
revolution in her country grounds for hope ^that the tide of 
success will soon flow westward. 

An accurate impression of life under the hospital organisa¬ 
tion which has sprung into. such colossal being during the 
past two years is given in The Wards in War Time by A 
Red Cross Pro. (London and Edinburgh : William Black¬ 
wood and Sons. 1916. Pp. 343. 5*. net.) The book is 
divided into two parts, the first, and, of course, far the longer, 
dealing with the military hospital proper, and the second 
with the auxiliary hospital; in both the routine is displayed to 
us very clearly with many humorous and discriminating 
character sketches of a hospital population from top to 
bottom. “Red Cross Pro*’ has just the equipment and 
temperament as a writer to do artistically the task 
he has set himself ; his imaginary types live, move, 

and have their being for our better information.-A 

little book with somewhat similar outlook directed towards 
a French hospital ( Letters from a Trench Hospital. Anon. 
London : Constable and Co., Limited. 1917. Pp. 96. 2s. net) 
is far less ambitious. It consists of a series of letters from a 
niece who is nursing in France to an uncle at home in 
England, and many of them were not written deliberately for 
publication. We agree with the uncle, however, who has 
decided to issue them, that they merit attention, for they 
show in a life-like way how active many Englishwomen have 
been moved to be in their attempts to alleviate the sufferings 
of outraged France. And more, the author of the verses 

“ La Maison de-” is a real poet both in sentiment and 

technique.- Outposts of Mercy. By E. V. Luo AS. London : 

Methuen and Co. 1917. Pp. 60. If. net.—This record of 
a visit to the various units of the British Red Cross in Italy 
gives a striking account of the geographical and climatic 
difficulties with which the Italian army has had to contend. Mr. 
Lucas made a tour of the Italian front, comprising the Carso, 
Gorizia, and the Camic and Julian Alps, and brief though 
the form may be which his evidence has taken, he proves to 
us at home how thoroughly our representatives abroad are 
upholding the national traditions for helpfulness and kind¬ 
liness. The notes have a humorous as well as a graphic 
quality. Exactly the same may be said for Miss Spearing’s 
record of the experiences of a V.A.D. ( From Cambridge to 
Camiers under the Red Cross. By E. M. Spearing. Cambridge: 
W. Heffer and Sons. 1917. Pp. 87. 2f. net). Miss 

Spearing describes how in November, 1914 the university 
city, already bereft of most of its undergraduates and many 
of its dons, began to receive wounded Belgians from the early 
battle fronts. A year later she was sent to Camiers, and 
thence to other centres in France, and at each place she 
has gathered reminiscences which she imparts in a charming 
personal style. The episodes are sometimes pathetic, some¬ 
times funny, and sometimes both, and we feel that Miss 
Spearing herself lived through her experience half in tears, 
half in laughter, but always practical and busy. 

Hospital Days. By Platoon Commander. London: 
T. Fisher Unwin. 1917. Pp. 188. 2s. 6d. net.—The author 
has already made his mark in a previous work, 41 With My 
Regiment. ” We thank him sincerely for his graphic testimony 
to the energy, utility, and self-sacrifice of the doctors at the 
front, the theme of the most serious chapter in a collection of 

good things.- Regimental Silhouettes , by Charles Gribble 

(London: T. Werner Laurie, Limited. 1917. Pp. 88. 1 a net), 
has a title well describing its contents. The sketch of the 

regimental medical officer is kind but very goody goody.- 

Dr. Cook has a rather uncertain muse. ( The Happy Warrior and 
Other Poems. By Augustus H. Cook, M.B. London : G. Bell 
and Sons, Limited. 1917. Pp. 85. 2s. net.) There are fine 
thoughts and poetic expressions scattered up and down his 


verses, and the technique is conscientious which is all thejrnore 
laudable, as he has a tendency to use the lilting measures not 
employed by our rising sohool of poets. The last piece in the 
booklet, describing the ideal nurse, is quite happy. 

Two excellent translations from the French, both of 
books dealing with the early phases of the war, have been 
recently issued. The first of these— The Diary of a French 
Private , 1914-1915. By Gaston Riou. Translated by 
Eden and Cedar Paul. (London: George Alien and 
Unwin, Limited. 1917. Pp. 315. 5a net)—is an important 
work. M. Gaston Riou is a leader of young French thought 
and a devout Christian democrat, whose volume entitled 44 A ux 
fiooutes de la France qui Vient ,” has expressed to a wide 
audience the ideals of a group of the finest Frenchmen 
of the present generation. Having an intimate know¬ 
ledge of German life and the German language, he 
received during the year's imprisonment imposed on him at 
Ingolstadt, despite the fact that he was a Red Cross 
official, valuable and intimate impressions of how the 
German people regard the war. He shows how the young 
German intellectuals, professing the same noble and some¬ 
times religious aspirations as his own school of thought, fell 
willing victims to Prussian schemes of national aggrandise¬ 
ment, even though their loathing for the political system, 
which vested autocracy in illiberal leaders, might be 
expressed in language as uncompromising as any that a 
Russian patriot could employ. This simple record of the life 
of a war prisoner in Bavaria is a work of art, so convincingly 
are the details of a terrible monotony infused with high think¬ 
ing and brought out by admirable writing, and so glowing is 

the love of France that burns in the writer’s soul.- Battles 

and Bivouacs: A Trench Soldier's Note-book. By Jacques 
Roujon. Translated by Fred Rothwell. London : George 
Allen and Unwin, Limited. 1917. Pp. 256. 5s.net.—This book 
is also well worth reading. It gives the impression of a 
totally different young Frenchman, a brave unheeding simple 
soldier, caring nothing for ultimate causes and determined 
only to fight, suffer, and die for France. M. Riou and 
M. Roujon have little in common save their patriotism, but 
by that link alone they must love one another. This recital 
of the first six months of warfare demands attention by the 
vivid and minute way in which it describes the sensations of 
a young soldier and the episodes in a life of furious fighting. 

We include in the literature of war such pamphlets as Mr. 
Lansbury's moving call to the nation to deal with labour 
questions on Christian principles, and Mr. Ashbee's exposi¬ 
tion of the views of the United States on the questions of 
national armaments and industrial ethics ( The American 
League to Enforce Peace, an English Interpretation. By 
C. R. Ashbeb. 1917. Pp. 92. 2s. 6 d. net, and Your Part 
in Poverty. By George Lansbury. 1917. Pp. 126. 1a 
net. Both London : George Allen and Unwin), for in each 
case the social conditions brought about or accentuated by 
the war are under consideration, and the intention of the 
writers is to urge the world to ensure a general amelioration 
of them. Both writers are speaking for industrial democracy 
in the same spirit, and with the same faith in the good sense 
of the people at large. There is nothing medical about the 
arguments put forward by either, but sincerely humanitarian 
ideals will always have the support of the majority of 
medical men, to whom the miseries and muddles of social 
life are necessarily revealed with particular clearness. 

JOURNALS AND MAGAZINES. 

Archives MSdioales Beiges. Editorial Committee: MM. 
Brachet, Debaisienx, de Marneffe, Denhaene, Depage, 
Derache, Gaudy, Hainaut, Henrard, Labasse, Maistriau, 
Nolf, Renaux, and Willems; Secretaries : M. Sta«*sen and 
J. Voncken. Seventieth year. Nos. 1, 2, and 3, January, 
February, and March, 1917. Pp. 1-288. Price, annually, 
non-occupied Belgium and France, 16 fr. ; abroad. 18 fr. ; 
monthly number, 1 fr. 50 ; Paris : Librairie J. B. Baillifcre et 
Fils, 19, Rue Hautefeuille.—The publication of this monthly 
journal has been resumed after two years' abeyance owing to 
the war. The journal is open not only to communications 
dealing with war medicine and surgery but to all medical, 
scientific, and social work. With reference to social work, 
the editorial committee’s programme contains the following 
words: 4 4 La m6decine sociale n’occupait pas encore en 
Belgique la place qui lul 6tait due ; le retour au temps de 
paix montrera combien elle 6bait indispensable et combien les 
r£ formes qu’elle suscitera am6neront un mieux-£tre de nofcre 
people. ”—The January number contains articles by Dr. P. 
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Derache on Wounds of the Knee-joint from Projectiles ; by 
Dr. E. Renaux on the Malarial Fever of Flanders ; and by 
Dr. Ren£ Sand on Social Medicine in England. Following 
these comes ar6sum6 of the lesions of peripheral nerves in the 
war and reviews of European and American medical and scien¬ 
tific journals, concluding with a short account of the origin and 
position of the Belgian Doctors’and Pharmacists’ Relief Fund. 
—The February number contains articles by Dr. P. Nolf on 
Injections of Peptone in the Treatment of Typhoid Fever and 
other infectious conditions ; Dr. L. Wilmaers and Dr. Renaux 
on 47 cases of Ictero-Haemorrhagic Spirochaetosis; and Dr. 
Henrard on Localisation of Foreign Bodies, with numerous 
diagrams.—In the March number Dr. Stassen discusses the 
professional re-education of those mutilated by the war. We 
congratulate the promoters on the resuscitation of the archives. 

Journal of Anatomy. —Part II. of this reorganised 
periodical fulfils in every way the expectations that have 
been formed for the future of th# organ of the Anatomical 
Society. The papers published in this issue cover a wide 
range of anatomical subjects, deal with problems of sufficient 
importance to render them permanently valuable, and have 
entailed in their composition more research than is involved 
in the mere recording of a dissecting-room anomaly.—A 
timely contribution is that by Professor M. Boule and 
Professor R. Anthony, which deals with the interpre¬ 
tation of the endocranial casts of fossil man. The 
authors give sound reasons for supposing that those who 
have discarded such interpretations as highly speculative 
and fallacious have gone a good deal too far; and they 
adopt the logical standpoint that positive evidence, when it 
is available, should not be discredited because in other cases 
positive evidence is not to be obtained. No form of 
investigation should be neglected in the study of the 
fragmentary remains of earliest man, and to disparage 
research, because in some cases that research can only 
produce negative results, is poor service to science.—A 
paper which contains a valuable summary of the condi¬ 
tion of the branchial arteries in reptiles is that by 
Dr. Charles H. O'Donoghue, and the utility of the contribu¬ 
tion is enhanced by t“he timely effort made to define 
rigidly that channel to which the term “ductus Botalli ” 
is rightly applied.—Professor T. H. Bryce and Dr. 
Matthew Young give the detailed resultsof their observations 
on metopism. The work was carried out on a long series of 
West Scottish skulls preserved in the anatomical department 
of the University of Glasgow, and the findings furnish a 
valuable and permanent contribution to the literature of 
physical anthropology.—The same may be said of Dr. W. L. H. 
Duckworth’s notes on measurements made on subjects in the 
dissecting-room. The author attempts to correlate head 
measurements and skull measurements, a research which 
might well be carried on in other anatomical departments. 
—Dr. R. H. Robbins contributes a paper on the human 
pisiform ; the study constitutes a preliminary to a more 
extended communication on the comparative anatomy of 
this bone.—Another paper is added by Professor F. Wood 
Jones to the series dealing with the comparative anatomy of 
the genitalia; in the present communication the reproduc¬ 
tive system of the tree shrew ( Tupaia ) is described and 
illustrated.—Two papers which hold rich possibilities of 
useful surgical application are those by Mr. Y. Zachary Cope 
on the sphenoidal air sinus, and Mr. Alwyne T. Compton on 
the intrinsic anatomy of the sciatic nerve trunk. 

The Comhill Magazine for May contains, in an article by 
Mr. Lewis R. Freeman, on the work of the British Red Cross 
and Order of St. John, Italy, an amazing story of resource¬ 
fulness on the part of an ambulance driver:— 

One of the voluntary drivers was bringing down, over an especially 
difficult piece of road, an ambulance full of wounded from a lofty sector 
of the Alpine front, when he encountered a soldier in a desperate con¬ 
dition from a gaping bullet-wound in the throat. " Realising that, the 
man was in imminent danger of bleeding to death, the driver lifted the 
inert body to his seat, propping it up the best he could next to where 
be sat behind his steering-wheel. Driving with his right hand, while 
with a finger of his left he maintained a firm pressure on the severed 
carotid artery, he steered his ambulancee down the slippery, winding 
mountain road to the clearing station at the foot of the pass. The 
laconic comment of the astonished, but highly pleased Italian doctor 
on the incident was direct but comprehensive. “Well, young man," he 
■aid, as he took hasty measures further to staunch the gushes of blood, 
“you’ve saved his life, but in five minutes more you would have 
throttled him." 

Owing to the amalgamation of the famous publishing house 
of Smith, Elder, and Co. with the no less famous house of 
# John Murray the Comhill Magazine has been transferred to 
the latter firm. 


Reports anb Jnaljtital $etorbs 

FROM 

THE LANCET LABORATORY. 

CEYOGENINE (UJMIERE). 

(The Anglo-French Drug Company, Limited, Damage 
Building, Holborn, London, E.C.) 

As an antipyretic and analgesic cryogenine has been 
known for some time, but now that certain restrictions have 
been placed on the supply of phenacetin further attention 
to its therapeutic properties may be given. Chemically it 
is a benzoic acid derivative and is known as meta-benzamido- 
semicarbazide. It is a white crystalline powder freely 
soluble in ether, chloroform, and benzene, and to the extent 
of about 1 per cent, in water at 20° C. It has a marked 
reducing action which is strikingly shown with Fehling’s solu¬ 
tion. The blue colour is reduced in the cold to green, and on 
heating the fluid a rapid reduction to red cuprous oxide 
occurs. This reaction readily enables the detection of the 
drug when it is eliminated in a non-diabetic or non-glycosuric 
urine. Clioical experiments are quoted showing its value in 
reducing pyrexia and in diminishing pain, particularly in 
neuralgia and rheumatism. These effects are said to be 
unattended with secondary phenomena. Its administration 
leads to a strong yellow tint in the urine not referable to 
biliary pigment, but due to oxidation of the drug itself. 

VAPOROLE CHLOROFORM. 

(Burroughs, Wellcome, and Co., Snow-hill Buildings, 
London, E.C.) 

These vaporoles, each containing 3 minims of chloro¬ 
form, may well serve a useful purpose. The chloroform is 
contained in a thin glass tube wrapped in wool and an 
outer case of gauze. The tube is easily crushed by pressure 
between the thumb and finger and chloroform vapour so 
liberated. The suggestion, for one thing, is that the vapour 
in this way can be used for the relief of earache (not to be 
used in suppurating cases). To this end the capsule is 
broken and placed in a small vessel, such as an egg-cup, which 
is then held close to the affected ear. It may also be used 
when inhalation of a small quantity of chloroform vapour 
affords temporary relief in asthma or croup. This small 
measurement of chloroform renders its use safe. 

TOILET SOAPS. 

(Price’s Patent Candle Co., Limited, Battersea, 
London, S.W.) 

We have examined two specimens of toilet soap recently 
introduced by this well-known firm under the names respec¬ 
tively of “White Clover” and “Santal.” Both proved to be 
perfectly neutral soaps, giving no evidence whatever of the 
presence of free alkali. There were, in fact, no extraneous 
ingredients found at all except perfume, which in the one 
case (“white clover”) was of a light, agreeable, “grassy” 
character, and in the other (“santal”) a heavier perfume of 
oriental style. The moisture in the former was 10*6 per cent, 
and the combined alkali 9-3 per cent. (Na,0); in the latter 
the moisture was 91 per cent, and the combined alkali 
9 5 per cent. (Na 2 0). Both specimens gave a pleasant and 
economical lather, perfectly smooth and cleansing to the 
skin. 

• BLEN08AN CAPSULES. 

(Robert Ferber and Co., 98-104, Oakley-street, 
Westminster Bridge-road, London, S.E.) 

This combination of the essential resins of kava-kava, the 
root of Piper methysticum , with santal-wood oil is said to be 
serviceable in relieving pain and the constant desire to 
micturate in gonorrhoea. Kava-kava is referred to as 
possessing an anaesthetic action on the urinary passage, and 
an anaphrodisiac. Blenosan is a clear greenish oil in which 
the resin of kava-kava is dissolved in santal oil. It is 
interesting to note that a beverage is made from kava-kava 
which produces a mild drowsiness in the consumer. 

LIQUEUR RUM (MEDICAL RESERVE). 

(H. N. Gilbey, 15, 17, 17a, Charlotte-street, Tottenham 
Court-road, London, W.) 

Genuine rum is sharply distinguished from all other ardent 
spirits by containing a considerably larger amount of volatile 
ethers. They are probably formed during fermentation by the 
action of the adds in the sugar on the alcohols. There can 
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be little doubt that on this account rum is a more rapid and 
powerful stimulant than the other spirits, and possibly this 
may be a reason for retaining it for the use, under super¬ 
vision, of the military and naval services. The analysis of 
the specimen described above gave the following results :— 
Alcohol by volume, 4CfT4 percent, (equal to 30° under proof) ; 
extractives, 0 41 per cent. ; mineral matter, 0 15 per cent. 
The secondary products given in parts per 100,000 parts of 
alcohol present were as follows : Volatile acidity reckoned 
as acetic acid, 75 0 ; ethers, 176 ; aldehyde, 12 5 ; furfural, 
2 5; higher alcohols, 125. These figures are quite in 
accordance with those yielded by a genuine old mature 
rum. The spirit possessed the peculiar characteristics in 
regard to aroma and taste of genuine rum, and was “ round ” 
and smooth to the palate. The ethers occur to about twice 
the quantity found in genuine Cognac brandy, but show 
some reduction owing to the dilution now required by the 
State to a maximum alcoholic strength of 30° below proof. 


THE BELGIAN DOCTORS 7 AND 
PHARMACISTS 7 RELIEF FUND. 


Subscriptions. 

The following additional subscriptions to the Fund have 
been received :— 

£ s. d. 

Dr. Burrowes . 1 1 0 

Royal College of Physicians of Edinburgh, for the North 
British Branch of Pharmaceutical Society of Great Britain 
(per Dr. Norman Walker)— 

Subscriptions in hand, April, 1915 . 0 15 0 

Dr. James Caskie. 110 

Mr. R. Hay . 0 10 6 

Mr. H. Dryerre . 110 

Edinburgh District Chemists' Trade Association (per Mr. 

A. A. Murray) . 2 2 0 

Mr. W. G. Johnstone. 110 

Mr. J. S. B He idle . 0 10 0 

Mr. Alex. Inglls . 0 10 0 

Dr. G. D. H. Carpenter (24th donation—total £24) . 10 0 

Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W., and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund crossed Lloyds 
Bank, Limited. 

The Appeal for Surgical Instruments. 

Surgical instruments should be sent to the Master of the 
Society of Apothecaries, Apothecaries’ Hall, Blackfriars, E.C. 


KING EDWARD’S HOSPITAL FUND FOR 
LONDON. 


The annual meeting of the Governors and General Council 
of King Edward’s Hospital Fund for London, to receive the 
accounts and the report of the General Council for the year 
1916, was held at St. James’s Palace on April 27th, the 
Duke of Teok being in the chair. 

Lord Revelstokb, honorary treasurer, in presenting 
the account of receipts and expenditure and the balance- 
sheet for the year ending Dec. 31st, 1916, said that the 
Fund had received support enabling it to put a substantial 
adiition to reserve. This addition, which amounted to 
no less than £143,000, was due mainly to the receipt Of 
£137,000 on account of the residue of the estate of the 
late Lady Wilton. Since the end of the year a further sum 
has been received, raising the total of the bequest to 
£163.000. The net loss on the realisation of investments 
shown in the balance-sheet was due to a sale of the 
Fund’s holding of American securities, which the Finance 
Committee had considered it their duty to make in response 
to the invitation from H.M. Treasury, and the re-investment 
of the proceeds in British Government securities. 

The Speaker of the House of Commons moved the 
adoption of the accounts, which was seconded by Viscount 
Sandhurst and carried unanimously. 

Mr. John G. Griffiths, honorary secretary, presented 
the draft report of the Council for the year 1916, of which 
the following is a summary :— 

The tofal receipts for the year 1916 were £326.474 3s. 9d. t of which 
£9447 15$. 5 d. were c intributlona to capital, and £317,026 8s. 4 d. 
receipts on general account., the general fund receipts being made 
up a* follows: Annual subscriptions, £25,403 3s. 6cl. ; donations, 
£6837 is. 5d .; contribution from League of Mercy, £15,000; from 


the estate of Isabella Countess of Wilton, £137,634 18$. lid. ; from 
the Lewis estate, £3000; other legacies, £33,418 Is. 8 d. ; dividends and 
Interest from Investments, £96,532 16$. lOd.; from the Trustees of the 
Bawden Fund, £200. The amount distributed was £170,000, which was 
£39,000 more than the amount applied to this purpose in 1915. and 
£12,500 more than the previous maximum appropriation before the 
war. Of the amount distributed £162,500 were allocated to London 
hospitals and £7500 to consumption sanatoria and convalescent homes 
taking London patients, as against £133,500 and £6500 respectively in 
1915. Of the £162,500 granted by the Fund to the London hospitals. 
£128,425 were given in aid of general maintenance. £15,000 to the 
reduction of debts on maintenance account, aud £19,075 to ward improve¬ 
ment schemes or in reduction of liabilities on such schemes undertaken 
before the war. The Fund had continued to encourage the hospitals in 
the policy of postponing all schemes of capital expenditure not excep¬ 
tionally urgent or not already in hand at the outbreak of war, and the 
total grants in aid of new schemes were only £6525. The increase in 
grants for maintenance over those made in 1915 amounted to £25,900. 
This large addition to the grants was, however, by no means in excess 
of the needs of the hospitals. The total sum distributed amongst 
hospitals, convalescent homes, and consumption sanatoria during the 
last ten years (after deducting conditional grants to the extent of 
£6500 that had been allowed to lapse) was £1,544.750. Since the founda¬ 
tion of the Fund a total amount of £2,268.416 had been distributed. 
The average annual distribution for the whole period of 20 years had 
been £113.420 16$. 5d. During the year the amount spent on adminis¬ 
tration was £3161 2$. 3d., or 19$. 4^. per £100 of the toial amount 
received, as compared with £3205 16s. Id., or £1 8$. 3d. per £100, last 
year. The corresponding percentage for the whole period since the 
inauguration of th« Fund had been £1 4s. 3d., or less than 3d. in every 
£1 received, the average yearly outlay in this respect being £2836 2$. 8d. 
The League of Mercy this year had contributed £15,000, a larger sum 
than was received from the League in any of the la-t three years. The 
total amount contributed to the Fund bv the League of Mercy since its 
foundation in 1899 now amounted to £245,000, apart from the sums 
awarded by the League to institutions outside the area of the Fund's 
distributions. The legacies received during the year included, in 
addition to the bequest of the late Isabella Countess of Wilton and a 
further amount of £3000 from the Lewis bequest. £20,193 19*. 5d. from 
the late Lady Brownlow, widow of Field- Marshal Sir Charles Brownlow ; 
£10,000 given by the executors of the late Mr. Thomas Stephen 
Whitaker in the exercise of their discretionary powers; and £6000 to 
capital from the late Rt. Hon. Sir Andrew Richard Scoble. 

Viscount Iveagh moved the adoption of the report* 
which was seconded by Viscount Knutsford and carried 
unanimously. _ 


ftefo Indentions. 


AN INSTRUMENT TO ENABLE ARMLESS MEN TO 
TURN OVER THE LEAVES OF BOOKS. 

One of the great difficulties with which men who have 
lost both hands have to contend, is turning over the leaves of 

books they may be 
reading. With the 
aid of Captain C. 
G. M Hatfield of 
the 18th Middlesex, 
and Mr. Barker of 
the Engineering 
Laboratory, I have 
devised a small 
instrument,one end 
of. which is held 
between the teeth 
and the other— 
which is provided 
with an indiarnb- 
; ber cap—is pressed 
against the leaf and 
with a little practice 
the leaf can be 
readily turned over. The instrument is raised on two 
diverging feet so that one end is lifted off the level of the 
table and can be easily picked up by the 
mouth. The figures show the instrument 
in use and the details on a larger scale. 
The metal-work is aluminium, and the 
pad for the teeth is made 
of compressed fibre—any 



Fig. 2. 



kind of rubber seems to serve the required purpose. The 
instrument maybe obtained of Messrs. S. M<w, Son, and , 
Sons, 7-12, Aldersgate-street, London, E.O. 1. Price 3$. each. 
Christ’s College Lodge, Cambridge. A. E. SHIPLEY. 
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THE LANCET. 


LONDON: SATURDAY, MAY 19, 1917. 


The Supply of Medical Officers for 
the Army: Civil and Military 
Medical Needs. 

The supply of medical officers for the Army has 
been kept up by the Central Medical War Com¬ 
mittee, the Committee of Reference of the English 
Royal Colleges, and the Scottish Medical Service 
Emergency Committee, in accordance with the 
demands of the War Office, and it has been possible 
to accomplish this by strenuous work on the part 
of the Executives of those three bodies, in coopera¬ 
tion with Local Medical War Committees which in 
some districts have worked with great energy and 
discrimination. The result, moreover, reflects a 
real desire on the part of the medical profession 
as a whole to help their country in its need 
or the efforts of the Committees would have 
failed in their object. Without going into the 
exact figures, which would have no particular 
meaning unless they were considered in connexion 
with figures which alter from time to time in 
accordance with the military situation, as well as 
with the general statistics of the medical profession, 
we may say that last week the War Office required 
250 additional medical officers by a certain date, and 
that 234 of them were found within two days of 
that date. Those who know how firmly in many 
areas the claims of the civilian population have 
been pressed, and how scrupulously the right or 
fairness of exemption has been tested in the cases 
of appeal, must agree that the results of a system 
based on a voluntary principle, and still working in 
the thirty-third month of the war, are creditable to 
the patriotism of medical men as a section of the 
community. 

There is no doubt, however, that the Committees 
entrusted by statute with the duty of recruiting 
the members of the medical profession for military 
services have nearly come to the end of their 
resources. This has been signified quite plainly 
to the War Office during the last few days, and must 
have been common knowledge to the medical 
profession as a whole, for the local efforts to spare 
practitioners and to fill the gaps created become 
more and more strenuous as time goes on and as 
the War Office needs remain unsatisfied. There 
are certain areas from which only incomplete 
returns have been made as yet to the Central 
Medical War Committee, and there are medical 
men about whose arrangements the Local Medical 
Committees are doubtful, and other medical men 
who, according to these Committees, cannot be 
spared unless the principle of substitution is 
put in hand in some large and general way. 
From these sources a certain number of medical 
men can still be obtained whose age and 


qualification are quite in keeping with their 
acceptance of commissions, but it must not be 
forgotten that a proportion of these men will 
certainly be rejected on physical grounds, and it 
may be that some who still are calculated in the 
returns as potential officers have already failed to 
come up to the physical standard. It is also believed 
that, depleted as the ranks of the men holding 
whole-time appointments may be, a further contri¬ 
bution can be obtained from them, and in this direc¬ 
tion the substitution of women doctors, which has 
already proved so helpful, may be open to extension. 
Comprehensive estimation of the whole supply at 
the disposal of the three Committees shows, there¬ 
fore, that the material remaining is capable of 
yielding only a very small number of men, and that 
the civilian public is already putting up with a 
marked shortage. This suggests inevitably that 
unless some difference is made in the methods 
of employment of the medical men when 
they have received commissions, some method, 
that is, which would enable economy to be 
effected, the public will have to ration itself 
as rigidly with regard to the ministrations of 
medicine as they have to with regard to cereal 
foods. Unfortunately, any real dearth of medical 
service in a country has a more lasting and worse 
effect on a population than a period of scarcity of 
food, for the latter, when remedied, is found to leave 
a far less lasting effect. The machinery for the distri • 
bution of food remains intact and soon returns to 
normal working, but the machinery for the main¬ 
tenance of national health cannot be laid aside and 
suddenly resumed. This being so, it is obvious 
that we must look anxiously on all sides for 
economical plans in the employment of our medical 
personnel. Already most civilian communities are 
working their hardest to dispense with unnecessary 
medical aid, and every civilian hospital does, in 
addition to its ordinary medical work, extra¬ 
ordinary work of a military nature, performing 
the increased duties with a decreased personnel. 
Already the medical administration of many public 
authorities is shorthanded, and, magnificent as 
the substitution work of the recently qualified 
women who have taken men’s places has been, 
there is no doubt that much valuable preventive 
and sanitary organisation has been arrested in its 
development. Therefore, it is inevitable that we 
should find the eyes of many fixed on the Army, 
with the question on their lips whether th military 
needs cannot in any way be made less by some 
reforms in the employment of the medical material 
already supplied. 

We have in these columns pointed out over and 
over again, in reply to ill-considered criticisms of 
the medical administration of the Army, that local 
must not be taken as an indication of general con¬ 
ditions. Time after time we have had communica¬ 
tions from correspondents saying that at a certain 
time in a certain place there appeared to be 
a certain number of medical officers whose work 
was very light, and that if this was the 
state of affairs which prevailed throughout the 
Army, there could be no wonder at a position of 
shortage being quickly reached. For these critics 
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the conditions of training and the periods of 
transition had no being; they saw what lay 
beneath their eyes and failed to imagine that a 
supply of medical men can only be forthcoming at 
a desired spot without delay by placing them more 
or less in communication with that spot some time 
beforehand. We would not say that none of 
these critics was ever right, but it remains a fact 
that their general message was incorrect. Now, 
however, the position is somewhat altered. We 
have been at war for a long time, and the 
scope of our military activities is far better 
defined than it was during 1915 and 1916. We 
occupy a different attitude towards our powerful 
enemies, the initiative, generally speaking, is with 
us, our needs can be forecast, and there is not the 
same necessity to keep idle, against an unexpected 
demand or a rapidly projected expedition, large 
medical personnel. Whereas in the early days of 
the war it was absolutely necessary to leave to the 
War Office the right to ask whatever men they 
required from the medical profession, the circum¬ 
stances are now modified, if only by the response 
already made by the profession to the War 
Office. For it must be remembered that some 
of the best civilian medical brains have been 
obtained by the Army from the earliest days 
of the war and a proportion of these officers have 
been engaged in the work of medical organisa¬ 
tion for over two years. They possess what are of 
necessity largely denied to the regular members of 
the Royal Army Medical Corps—namely, a know¬ 
ledge of the conditions of the civilian medical life 
and a familiarity with the civilian needs. We feel 
that the inclusion of these men in the Royal Army 
Medical Corps should make it quite easy for the 
military authorities to enter into intelligent con¬ 
ference with civilian medicine, and that from such 
a laying together of heads solid good would be 
derived. Such matters as the staffing of Voluntary 
Aid Division hospitals and the employment of 
medical men in part-time military posts could, we 
believe, be settled with a real saving of materiel 
by a conference between people equally alive to 
military and civilian needs. 


The Vital Statistics for the First 
Year of War. 

There is not yet a Ministry of Health, although 
in receiving a deputation on infant welfare last 
week Lord Rhondda said he was becoming more 
and more convinced of the need for one, adding a 
hope that the Ministry, when created, would be 
largely based on the present Local Government 
Board. One substantial ground for this need is 
given by the figures of Sir Bernard Mallet, the 
Registrar-General, who has recently issued his 
report for the year 1915. 1 This report, although 
dealing with matters 18 months distant, gives 
information to our profession that has not appeared 
in any document previously issued from Somerset 
House. We limit our comments in the main to 
the salient vital statistics of the year, because the 

1 Seventy-eighth Annuel Report of the Registrar-General. 


facts of natality and mortality for 1915 have already 
appeared in the Annual Summary issued in March 
of the following year. In that publication, however, 
the facts were derived from returns furnished by 
the local registrars, whereas the statistics for this 
report are compiled from the statutory registers 
and are analysed in considerable detail by experts 
in the central office. 

From the Statistical Section of the Registrar- 
General’s report we learn that the marriage-rate 
for 1915 was the highest on record; it was equal to 
19*5 per 1000 living, and exceeded the average rate 
in the ten preceding years by 4T per 1000. The birth¬ 
rate, 22*0 per 1000, was the lowest hitherto recorded, 
and was in defect of the decennial average by 3 a 5 
per 1000. Nevertheless, the fall in the English birth¬ 
rate in the year under notice compares favourably 
with the experience of other belligerent countries. 
The civilian death-rate was 15*7 per 1000, and 
although 1*2 above the average in recent years 
for the whole population, was yet below this 
rate in any year before 1903. The rate among 
civilians is adversely affected (a) by the withdrawal 
for service abroad of a large body of men whose 
mortality experience is below the average rate at 
the same ages, and (b) by the fact that the men 
remaining in the civil population at military ages 
are on the whole less healthy than those who have 
been withdrawn. Although the standardised 
mortality of 1915 exceeds the standard of the 
immediate past, the excess is smaller than 
might have been anticipated in the circum¬ 
stances. Apart from the abnormally high death- 
rate of men of military age who have remained at 
home, the increase of mortality in 1915 mainly 
occurred in later childhood and in old age. There 
is still no provision for the registration of still¬ 
births, although, in view of the present dangers to 
child life, the vital importance of this information 
was emphasised in 1904 in the report of the Com¬ 
mittee on Physical Deterioration. Of the total 
deaths registered in 1915 in England and Wales 
almost 16 per cent, were those of infants under 
the age of one year, corresponding to a mor¬ 
tality of 110 per 1000 births. The immediate 
chances of survival differ but little at birth in 
the towns as compared with the country, but 
the noxious influences of town life speedily 
appear and make themselves felt increasingly 
as the first year of life progresses, and to a 
still greater extent in the second and third years^ 
when the urban excess generally approaches 100 per 
cent. The fact has, however, been recently brought 
out by Sir Arthur Newsholme in a report on child 
mortality that the relatively low death-rate in 
rural districts is attainable under urban, conditions 
by enlightened administrative measures. The mor¬ 
tality during 1915 of illegitimate infants was about 
twice as high as that of children born in wedlock.. 
Among male infants the excess was highest at 
ages from one to three months, and among females 
at ages from three to six months. The mortality 
of illegitimate infants exceeds that of legitimate 
infants, more particularly in the case of deaths 
attributed to syphilis, which are nearly eight times 
as many. Probably ther is less reluctance to 
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certify the true cause of death in the case of these 
infants, but the difference is greater than can be 
explained in this way. Before leaving the subject 
of infantile mortality it is only fair to point out 
that the figures given in the returns of medical 
officers of health for 1916 are almost uniformly 
lower, in some cases much lower v than those for 
1915, and this fall is of particularly good omen, 
having regard to the circumstances of war in the 
midst of which it occurred. 

Except in the case of scarlet fever, enteric fever, 
and diarrhoeal diseases, most of the principal 
causes of death showed increased mortality in 1915 
as compared with the previous year. The death- 
rate from enteric fever was the lowest on record, 
but influenza was more fatal than in any year since 
1900, and measles was exceptionally destructive 
to child life. Another special feature in the 
year’s mortality is the abnormally high death-rate 
from cerebro-spinal fever, consequent upon the 
•first outbreak in recent years of this very fatal 
disease. The figures for 1916 and those at 
present available for 1917 show that this high 
mortality has not been maintained, especially 
in regard to the civil population. The mortality 
atributed to diphtheria and croup in 1915 was 
practically the same as that of the preceding 
year, and the rate of both years was heavier 
than at any time since 1908. In each of the last 
five years the county boroughs of Northampton and 
Stoke-on-Trent experienced a diphtheria mortality 
in excess of that for England and Wales. This fact 
confirms the statement emphasised in previous 
reports, that in the tendency to recurrence of high 
mortality in successive years in the same area 
diphtheria resembles enteric fever and scarlet 
fever. The mortality from pulmonary tuberculosis 
showed a marked increase among males and a slight 
increase among females, but it must be remembered 
that the rates for 1915 relate exclusively to the 
civil population and that enlistment has withdrawn 
a very large number of healthy males at ages con¬ 
siderably affected by the incidence of tuberculosis. 
Judged by the ordinary or crude death-rates in 
1915, a higher mortality than in any other year 
was caused by malignant disease, but, in view 
°* *jhe present abnormal constitution of the 
civilian population, this form of statement is 
misleading in dealing with such a disease as 
cancer. When these death-rates are standardised, 
as they should always be, comparison shows that 
the mortality of both males and females from this 
disease was slightly below that of either of the two 
preceding years. Taken as a whole, and seen in 
the light of later experience, Sir Bernard Mallet’s 
report is an important and vastly interesting 
chronicle of the first completed year of the war 
in its effect on the nation’s health. The appear¬ 
ance of the report for 1916 will be awaited with 
impatience, tempered by the fact that a rough 
comparison is already available from other sources. 


on^Drn 24th EI M yP r alge dledat Kochestei 
8 m « s , bor ?, near Launceston, Cornwall, or 
"° v - 2nd, 1815.—Mrs. Mary Shittlerdied recently at Hoi well 
near Sherborne, aged 103 years. 
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PUBLIC HEALTH AND THE CONTROL OF THE 
LIQUOR TRAFFIC. 

In his lecture delivered on Wednesday last at the 
Royal Institute of Public Health Lord D’Abernon, 
chairman of the Central Control (Liquor Traffic) 
Board, dwelt on the curious fact that with one 
trifling exception the State has hitherto never 
attempted to regulate the conditions of the liquor 
trade on grounds of public health. The protection 
of revenue, the safeguarding of public order, the 
maintenance of morals, have afforded occasion for 
restrictive measures, but even the Public Health 
Acts barely allude to the hygienic dangers of 
the public-house. He regards this as the more 
remarkable since the important part which 
alcohol plays in the causation of suicide and 
accident, in the diffusion of venereal diseases, 
in the mortality from many diseases not them¬ 
selves due to alcohol, and in the production 
of infantile mortality is an old and familiar fact. 
Lord D’Abernon went on to show how the policy 
of reasoned and moderate restriction had already 
resulted, beyond doubt, in reducing alcoholism, 
as shown not only by the diminished number 
of convictions for drunkenness and of deaths 
from excessive drinking, but also by a corre¬ 
sponding diminution in delirium tremens, which 
was generally admitted to be an index of less overt 
forms of intemperance. The latter conclusion he 
based upon the figures for the cases treated in 
Liverpool infirmaries for three periods of 12 months 
each provided him .by the Poor-law officials. The 
issue of the third report of the Central Control 
Board on May 7th gives the general reader also the 
opportunity of studying the striking figures in 
regard to the diminution of convictions for 
drunkenness in the area under the Board’s 
control. One instance will suffice. In the four 
weeks immediately preceding the issue of the Con¬ 
trol Board’s Orders the weekly average of such 
convictions was 3956 ; for the same period ending 
March 25th the average was 1755, or less than one- 
half the number. Lord D’Abernon’s conclusion, 
therefore, seems a fair one, that intemperance can 
be diminished in considerable degree by legislative 
and administrative action. Important, and almost 
new, as this conclusion is, there remain many 
problems in relation to the drink question which 
await solution, and we therefore welcome the 
appointment of an advisory committee by the 
Control Board which we foreshadowed in The Lancet 
of July 29th last. 

The composition of this technical oommittee was given by 
Mr. Kellaway, Parliamentary secretary to the Ministry of 
Munitions, in the House of Commons in answer to a ques¬ 
tion by Sir W. Collins, viz.: Lord D’Abernon (chairman), 
Sir G. Newman, Dr. A. R. Cushny, F.R.S., Dr. H. H. Dale, 
F.R.S., Mr. M. Greenwood, jun.. Dr. W. McDougall, F.R.S., 
Dr. F. W. Mott, F.R.S., Dr. C. S. Sherrington, F.R.S., and 
Dr. W. C. Sullivan. The terms of reference are as follows: 
To consider the conditions affecting the physiological action 
of alcohol, and, more particularly, the effects on health and 
industrial efficiency produced by the consumption of bever¬ 
ages of various alcoholic strengths, with special reference 
to the recent Orders of the Central Control Board, and further 
to plan out and direct such investigations as may appear 
desirable, with a view to obtaining more exact data on these 
and cognate questions. 

As Lord D’Abernon pointed out on another recent 
occasion, the problem of drunkenness has become 
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numerically a smaller one, and it should therefore 
be now possible to apply more specialised methods 
in dealing with it. We shall not be wrong in 
expecting from the technical committee, with its 
abundant scientific equipment, suggestions for 
methods which may well solve many of the hygienic 
problems of the drink question within our own 
time. _ 


THE LARDER AND THE DUSTBIN. 

Regulations affecting the economic management 
of both the larder and the dustbin have recently 
been issued by the Local Government Board, and 
to these special prominence has been given by a 
prosecution which took place early in the week 
on account of bread found in the dustbin. In 
the case of the larder a definite order has been 
given conferring on local authorities and their 
officers the powers and duties of enforcing certain 
provisions set out in a schedule. The Order leaves 
it to the local authority to arrange as it thinks 
fit for enforcing these provisions. Any expenses 
incurred by a local authority in the execution of 
this Order are to be counted as work carried out 
under the Public Health Act, 1875, or the Public 
Health (London) Act, 1891, as the case may be, 
and defrayed accordingly. 

The schedule sets forth that part of the various Orders 
issued in respect of which the powers and duties are conferred 
and imposed upon local authorities and their officers. In the 
cases of the Bread Order, 1917; the Swedes (Prices) Order, 
1917; the Food (Conditions of Sale) Order, 1917; the Tea 
(Nett Weight) Order, 1917 ; the Public Meals Order, 1917 ; the 
Cake and Pastry Order, 1917; the Wheat, Rye, and Rice 
(Restriction) Order, 1917; and the Maize, Barley, and Oats 
(Restriction) Order, the local authorities are instructed to 
carry out the whole of the provisions. In the cases of the 
Brewers’ Sugar Order; the Potatoes, 1916, Main Crop (Prices) 
Order (No. 2), 1917; the Price of Milk Order, 1917; the 
Feeding of Game Order, 1917; the Sugar (Confectionery) 
Order, 1917 ; and the Manufacture of Flour and Bread Order 
(No. 2), 1917, only certain clauses of the Order as regards the 
powers of local authorities come within their exercise. 

It is to be hoped that this comprehensive Order 
will work smoothly, as it can only do if it receives 
the loyal cooperation of the householder, and is 
administered by the local authority with fairness 
and individual consideration. 

The immediate removal of household refuse 
becomes of pressing importance now that the heat 
of summer has begun to assert itself, and the 
householder who scents danger to himself and his 
family from the accumulation of his own waste pro¬ 
ducts should realise that here also his cooperation 
is essential to a proper safeguarding of the national 
health. The circular just issued by the Local Govern¬ 
ment Board to local councils frankly recognises 
the difficulties under which the removal and disposal 
of refuse are now carried out by local authorities, 
and suggests methods of facilitating their work. 
Householders are encouraged to sift out and burn 
cinders, to separate kitchen refuse from waste 
paper, cardboard, and like substances, and to burn 
either of these if not duly collected. Householders 
may have to be asked to place their refuse-bins 
where they can be emptied with least labour. The 
cooperation between householder and scavenger 
thus suggested should be undertaken cheerfully by 
all right-minded men and women. The labour 
involved will not be great, and if some of the 
economies resulting from it would have been 
looked upon as petty in days now bygone they are 
of real importance now. To burn cinders until 
they are incapable of producing further heat will 
help to preserve a coal-supply which is now neither 


ample nor cheap. Broken cardboard boxes and 
waste paper used to kindle fires will save 
wood, the scarcity of which is roughly indicated 
by its greatly augmented price. That fires can thus 
be lighted easily, especially in kitchen ranges or 
where there is a good draught, is probably not 
realised by many who still look upon “ fire-lighters,” 
which consume resin or paraffin unnecessarily, or 
firewood especially prepared in bundles for the 
purpose and used with reckless prodigality, as 
essential to the kindling of coal. To burn all 
vegetable refuse which cannot be utilised for the 
feeding of pigs and other domestic animals will be 
a matter of trouble rather than of difficulty where 
there are kitchen ranges heated by coal. Where 
this is not the case a bonfire in the garden will 
result in ash useful for manure. In town houses 
where there are no gardens, and where only gas 
is used in the kitchen, it will not be so easy for 
the private individual to get rid of organic refuse, 
although neat and simple gas destructors are 
specially made for this purpose. The town house¬ 
holder’s duty will consist mainly in seeing that 
as little as possible accumulates, and that this 
little is kept well protected from flies and under 
conditions preventing it from offending his family 
and neighbours until it can be removed. 


GENERAL HUMAN CYSTICERCU8 INFECTION. 

However rare and interesting may be a case of 
human cysticercosis in generalised form and 
diagnosed during life, the clinical record of such 
a case would be devoid of real practical and 
scientific importance if it did not tend to elucidate 
those details of pathology and symptomatology 
which have remained hitherto obscure. Dr. Andrea 
Boccavilla, in reporting such a case (R Policlinico , 
Medical Section, Feb. 1st, 1917), considers that it 
merits special consideration both in regard to the 
nature of the pathological condition caused by the 
infection, its symptomatology, and the elaboration 
of the diagnostic methods already known and the 
eventual acquisition of new ones. The symptoms 
of the case were instructive as a whole and in 
connexion with the elective - seat of the parasite 
in man — i.e., muscles and brain. The case 
exhibited, besides the presence of nodules of 
cysticercus in the skin, the following prominent 
symptoms: severe general malnutrition and intense 
blood dyscrasia, dyspepsia and obstinate constipa¬ 
tion and phenomena connected with the neuro¬ 
muscular system, one being striking and curious— 
viz., a brisk plantar cremasteric reflex. Dr. 
Boccavilla undertook some important serological 
investigations which yielded interesting results. 
Precipito-reaction was positive in all instances with 
an antigen of Cysticercus celluloses , negative with 
an antigen of Cysticercus bovis . Deviation of the 
complement: results strongly positive for antigens 
from C. celluloses in dilutions of 1 in 10, nega¬ 
tive in controls with antigen of Tesnia inermis. 
Abderhalden’s test was strongly positive with 
an antigen of T. solium . A further series of 
experiments showed a defective absorption both 
of nitrogen and phosphorus. The details given of 
this case point to the conclusion that cysticercus 
infection, especially if generalised, may produce 
in man a condition of toxaemia with definite 
changes demonstrable by serological tests and 
marked disturbance of metabolism. Clinically 
the symptoms of human cysticercosis, although 
they may be few and ambiguous, yet in some cas6s 
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in which the tolerance of the individual to the 
toxsamic condition is limited, assume a character 
entirely sui generis and such as to permit, under 
the guidance of an accurate semeiological study, a 
diagnosis of great probability, even apart from 
any specific investigations. Hence when an in¬ 
dividual is observed to be the subject of a severe 
organic toxic condition, not attributable to any 
special infection, and presents phenomena referable 
to a multiple intracranial localisation or exhibits 
evident signs of muscular hyperexcitability to 
various stimuli accompanied by intense hypokinesis, 
early exhaustion, irregularity of the ergographic 
curve, without myotonia or change in the electrical 
reaction, then the possible existence of a latent 
cerebral and muscular cysticercosis must be taken 
into consideration even in the absence of intestinal 
evidence or peripheral cutaneous nodules. The 
suspicion will develop into probability if clinical 
investigation can eliminate the presence of tubercu¬ 
losis, cerebral syphilis, or idiopathic myopathy. 
Finally, the diagnosis of latent cysticercus infec¬ 
tion will derive valuable aid and confirmation from 
the application of serological methods, especially 
those of the precipito-reaction, deviation of the 
complement, and Abderhalden’s test. 


THE QUEEN’S HOSPITAL FOR CHILDREN. 

At the annual meeting of governors of the 
Queen’s Hospital for Children, Hackney-road, E., 
held at the Mansion House on Tuesday last, with 
the Lord Mayor in the chair, the work and needs of 
this institution were prominently brought before 
the public. They are matters with which the 
medical profession is unfortunately too familiar 
in regard to civilian hospitals in general. The 
Queen’s Hospital for Children specially serves a 
surrounding population of at least half-a-million 
people, mostly of the industrial classes, of East and 
North-East London, also drawing patients from 
Tottenham, Enfield, Edmonton,* Walthamstow, and 
Leyton. Pressure on its beds has been greatly 
increased of late by the military occupation 
of most of the infirmary beds. The Poor-law 
authorities are endeavouring to meet their re¬ 
sponsibilities with regard to the civil population by 
carrying out an increased system of out-door 
medical relief, but this does not meet the case of 
the sick child in the homes of the poor. Several 
general hospitals have reduced the work of their 
children’s departments, thus throwing additional 
responsibility on the special hospitals. The official 
number of beds at the Queen’s Hospital is 134, but 
lastyear the daily average of children in the wards 
worked out at 139, additional cases being put in 
basket cradles or in extra beds. This work has 
been done without an increase in the nursing staff, 
which has remained the same with the greatly 
increased work. A full medical staff has been 
kept up by the appointment of qualified women 
and by temporary appointments to the visiting 
staff for the period of the war. The accommodation 
of the seaside branch at Bexhill, opened in 1911 
with 30 beds, has been increased by six beds, 
with the use of open-air shelters throughout the 
year, and in this way a larger proportion of sick 
children brought back to robust health. The period 
of stay at this branch is arranged' at the discretion 
of the medical officer, working out last year at an 
average of 39 days. The total figures for 1916 
showed: In-patients, 2161; out-patients, 43,665; 
and attendances, 108,432. Expenditure in 1916 
exceeded £20,000, of which £19,000 have to be raised 


by voluntary contributions. At the end of four 
months’ working this year the hospital is £3000 
short of the sum required to pay outstanding 
accounts. _ 


COLLOSOL COCAINE AND THE DURATION OF 
ANESTHESIA. 

Since the publication in The Lancet of April 28th 
of the reports of Professor W. J. Simpson, Professor 
R. Tanner Hewlett, and Dr. John Eyre on the experi¬ 
ments made with the view of testing the toxic and 
anesthetic properties of collosol cocaine, several 
inquiries have been made by our readers on the 
important point of the duration of anesthesia, 
to which a further report which has reached us 
provides an answer:— 

Test of a Fresh Sample of Collosol Cocaine (1 per cent.) 
delivered April 25th % 1917. 

University of London, King's College, Bacteriological Department. 

May 8th, 1917. 

Toxicity Test , May 4th, 1917. Rabbit, weight 2050 grammes. 

19'5 c.c. injected intravenously. No toxic effect whatever produced. 
Amrsthesia Test. 

I. i c.c. injected subcutaueously in rabbit at 2.36 p m. 

At 2.38 slightly insensitive at area of Injection. 

,, 2.39 quite insensitive ., „ ,, 

This was maintained until 2.55. 

At 3.0 sensibility returning, which continued until at 3 30 sensi¬ 
bility had completely returned. 

II. 1 c.c. dropped in two lota (l.e., A c.c. each) into eye of rabbit at 

interval of 3 minutes—at 2.37 and 2.40 p.m. 

At 2.44 eye quite insensitive. 

„ 2.47 do. 

2.55 do. 

„ 3.0 sensation returning. 

„ 3.15 sensation practically returned. W. J. Simpson. 

R. T. Hewlett. 

Apart from the duration of anesthesia it is note¬ 
worthy that as much as 19*5 c.c. of a 1 per cent, 
solution of collosol cocaine proves to be non-toxic 
when intravenously injected into a rabbit. Further 
investigations in this interesting field are being 
carried out. _ 


ANKYLOSTOMIASIS IN ASSAM. 

An interim report upon an investigation into the 
incidence of ankylostome infection among the 
coolies employed in the tea-gardens of the Darjeeling 
district, Assam, has been recently published by 
Major Clayton Lane, I.M.S., in the Indian Journal 
of Medical Research. The object of the inquiry 
was threefold—namely, to ascertain the amount of 
the infection in the locality, to free those infected 
from the parasites, and to find out if possible what 
effect the existence of ankylostomiasis had upon 
the general health and working efficiency of the 
labourer. Having secured the cooperation of the 
managers of the tea-gardens, Major Clayton Lane 
proceeded, as a preliminary measure, to rouse the 
interest of the native workers in the investigation 
by means of lectures and demonstrations, illustrated 
by lantern slides. This he did for the purpose of 
inducing the coolies to permit samples of their 
bowel discharges to be examined microscopically 
for the presence or absence of the ova of the 
ankylostome worm. After surmounting numerous 
difficulties he was ultimately successful in obtain¬ 
ing 11,142 samples of feces from the workers in 
10 tea-gardens, from prisoners in the local jail, 
from members of the local police, from children 
attending some schools, and from inmates of the 
mission homes. Of the total examined 7356, or 
66 per cent., were found to be infected by the 
hookworm, Necator (or Uncinaria) americanus , 
which is the only variety of ankylostome worm found 
in the locality. It may be remarked here that in 
spite of its name the Necator js widely distributed 
in the old world, being found in other parts of 
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India, e.g., Burma, while it is common in Ceylon. 
The Philippine Islands, tropical Africa, and North- 
West Rhodesia are also among its hunting grounds. 
Among the 11,142 samples of faeces examined 
7541, or 68 per cent., were infected by Ascaris 
lumbricoides. A register was kept of the results in 
each instance; those persons found not to be suffering 
from ankylostomiasis received a certificate to that 
effect, and those infected received treatment which 
was mainly by thymol, the dose for an adult being 
60 grains divided into three doses given at hourly 
intervals on an empty stomach. The stools were 
subsequently re-examined and, if necessary, a 
second or a third course of treatment was given to 
ensure freedom from the infection. As regards 
the attempts to estimate the effects upon bodily 
energy that may have followed upon the freeing of 
the coolie from infection, nothing very definite can 
as yet be stated; but the investigation is being 
continued and information is being collected from 
the managers of tea-gardens as to the amount of 
work now done by those cured of their worm 
infection as compared with what they did a year 
ago. The coolies themselves have expressed satis¬ 
faction with the results of their treatment in 
bringing to them a new feeling of energy and 
well-being. _ 

MICROPSIA AND MACROPSIA. 

The latest volume of Transactions of the Oph - 
thalmological Society of the United Kingdom con¬ 
tains a paper by Dr. S. A. K. Wilson on a symptom 
of not infrequent occurrence, under both physio¬ 
logical and pathological conditions, which presents 
certain features of interest. By micropsia is 
signified a disturbance in the visual appreciation 
of the apparent size of objects, whereby they seem 
smaller than they really are; macropsia is the term 
for the opposite condition. As a new word to 
combine both of these Dr. Wilson suggests “ dys¬ 
metropsia,” which may be taken to indicate 
defect in the visual appreciation of the measure 
or size of objects, whether by over-estimation 
or under estimation. It is well known that dys- 
metropsia may occur as a transient phenomenon in 
fatigue states; and in the normal individual 
with uniocular vision alteration in the apparent 
size of objects can readily be demonstrated. If, one 
eye being closed, the other is directed on the finger 
placed between the eye and a printed page, the letters 
on the latter appear to grow smaller or larger as 
the finger is moved to or from the eye. Further, 
objects appear larger when seen through a fog 
while the sun and moon are apparently larger when 
seen at the horizon than at the zenith. There are 
various pathological states of the nervous system 
in which the phenomenon of micropsia or macropsia 
occurs, and Dr. Wilson has collected in his paper a 
number of instances from his own observation. 
These he has classified into two groups—viz., 
dysmetropsia of peripheral causation, and of 
central causation, the latter group being sub¬ 
divided into cortical and transcortical varieties. 
In the first category are placed examples of the 
syndrome occurring in the course of tabes dorsalis, 
syphilitic basal meningitis, and disseminated 
sclerosis, where it is clear the cause of the dys¬ 
metropsia is a defect in the peripheral mechanism 
of accommodation. Actual retinal distortion from 
sarcoma of the choroid, retinitis, &c., may also 
have the same effect. In the second group Dr. 
Wilson records cases illustrating micropsia or 
macropsia as an aura in epilepsy, as a prominent 
feature in migraine, as a symptom in the course of 


cerebral tumour. In the transcortical group, includ¬ 
ing so-called psychical cases, he records, among 
others, a severe case of hysteria, the patient being 
a woman of 29, with hysterical ptosis and other 
typical hysterical symptoms. She had noticed that 
objects seemed much larger with the right eye than 
with the left, and, further, that with binocular 
vision the right half of objects was always much 
bigger than the left. Any round object, such 
as a ball, always appeared to bulge out on 
its right side. In other words, with the right 
eye only the condition was one of macropsia, with 
binocular vision of right hemimacropsia. This case 
in some ways resembles one described by Pierre 
Janet in his work on the psychoneuroses. Dr. 
F. W. Mott has reported the case of a Canadian 
officer suffering from shell shock who complained 
of seeing everything greatly magnified—his 
bandolier of cartridges looked as large as a 
pom-pom belt. Organic cases also, however, may 
show this dysmetropsia as a transcortical or 
psychical symptom, as in one under Dr. Wilson’s 
care where the patient was a member of the 
medical profession and his observation therefore 
of enhanced value. This patient suffered from 
a cerebral tumour of the right occipito-parietal 
region, and among his symptoms were visual 
hallucinations of a macropsic nature; he thought 
he saw objects in front of him which were not 
really there, and they were apparently “ very large 
and very near.” It appears, then, that the pheno¬ 
menon of dysmetropsia may be caused by disturb¬ 
ance of function on any of the levels of nervous 
function described by the late Dr. Hughlings 
Jackson as the lowest, middle, and highest levels— 
i.e., peripheral or subcortical, cortical, and trans¬ 
cortical or psychical levels. In his paper Dr. Wilson 
gives a suggested explanation of the pathogenesis 
of the condition and discusses the various factors 
that may be implicated. 


THE MEDICAL INSURANCE AGENCY. 

At a meeting of the committee of the Medical 
Insurance Agency held last week, at the offices of 
the British Medical Association, the chairman, Dr. 
G. E. Haslip, presented the audited financial state¬ 
ment for the year 1916. 

The annual statement showed that, in spite of the war, 
the surplus available for medical benevolent purposes had 
reached the sum of £841, compared with £798 in the previous 
year. The Agency was able during the year to distribute 
£230 to the Royal Medical Benevolent Fund, £160 to the 
Royal Medical Benevolent Fund Guild, £145 to Epsom 
College Benevolent Fund, £50 to the R.A.M.C. Officers’ 
Benevolent Fund, £50 to the Auxiliary R.A.M.C. Fund 
(Officers’ Benevolent Branch), £30 to the Royal Medical 
Benevolent Fund Society of Ireland, £25 to The Lancet 
Special Fund, and £15 to" the Royal St. Anne’s School. In 
addition to these amounts, last week the committee was 
able to make an interim distribution on the current year of 
£200 to the Royal Medical Benevolent Fund, £100 to the 
Royal Medical Benevolent Fund Guild, £150 to Epsom 
College Benevolent Fund, and £50 to the Royal 8t. Anne’s 
School. 

Dr. Haslip mentioned in his report that since its 
formation the Agency had been able to devote a 
total sum of £2805 to medical benevolence, while 
the individuals insuring had received rebates 
amounting in the aggregate to £5300. This may 
be regarded as a highly satisfactory financial posi¬ 
tion and one which demonstrates the good work 
which the Agency is accomplishing for the medical 
profession. By insuring through the Medical 
Insurance Agency favourable premiums are obtained 
as well as benefit conferred on medical charities. 
The secretary of the Agency is Mr. Guy Elliston, 
429, Strand, W.C. 2. 
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OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM : ANNUAL CONGRESS. 

Thb Annual Congress of this Society was held on May 3rd 
to 5th inclusive, under the presidency of Mr. E. Treacher 
Collins. The general discussions took place at the house 
of the Royal Society of Medicine, a debate on “ Employ¬ 
ment of the Blind ” was held at St. Dunstan’s, Regent's 
Park, and the clinical cases were inspected and discussed 
at the Royal London Ophthalmic Hospital, City-road. 

At the opening meeting on Thursday morning the President 
referred to the great loss which the society and ophthal¬ 
mology had sustained by the death of Mr. Walter H. Jessop, 
a former President and a most enthusiastic worker in the 
specialty. In his introductory address he dealt at length 
with the subject “The Sequelae of Hypotony.” The follow¬ 
ing is a brief statement of his conclusions :— 

I. That hypotony may occur in connexion with several 
different affections of the eye, and the sequel ee to which it 
gives rise may be considered apart from the affeotion 
causing it. 

II. That the sequelae of hypotony vary in different cases 
according to the chamber (the aqueous or the vitreous) in 
which the pressure is most reduced, and according to its 
degree, duration, and rapidity of onset. 

III. That the sequelae of hypotony may be classified as 
follows 1. Those due to relaxation of tissues usually kept 
taut: (a) wrinkling of the anterior elastic lamina of the 
cornea, producing superficial double-contoured lines; (6) 
wrinkling of the posterior elastic lamina of the cornea and 
layers of the substantia propria immediately adjacent to it, 
producing deep-seated striated opacities; (c) thickening of 
the sclerotic and the production of puckers in it behind the 
insertions of the recti muscles; (d) wrinkling of the elastic 
lamina of the choroid, and heaping up of the pigment epi¬ 
thelium on its inner surface where the folds are deep ; and 
(e) displacement forwards of the lens and slackening of its 
suspensory ligament, both of which tend to increase the 
refraction of the eye. 2. Those due to production of 
relatively higher blood pressure compared to intra-ocular 
pressure than exists under normal conditions : (a) In the 
choroidal veins the normal excretion of lymph through them 
is arrested, and, instead, an exudation of lymph takes place, 
giving rise to detachment of ciliary body and choroid; 
(&) in the veins of the iris the normal excretion of the 
aqueous humour through them is arrested, and, instead, an 
exudation of lymph into the anterior chamber takes place, 
this exudation altering the normal consistency of the 
aqueous by increasing its percentage of proteids and render¬ 
ing it spontaneously coagulable; (c) in the capillary vessels 
of the ciliary body the secreting function of that struc¬ 
ture is quickened, and an exudation of lymph takes 
place, the albuminous constituents of whicn, in a 
rabbit’s eye, being unable to permeate the epithelial 
lining of the part, raises it up in the form of vesicles; 
(d) in the capillary vessels of the choroid the normal exuda¬ 
tion of lymph is stimulated, which, if it permeates the 
pigment epithelium, may collect beneath the retina, 
causing detachment of that membrane; and (e) in the 
retinal vessels of the optic disc the normal excretion of 
fluid from the vitreous is arrested, and an exudation of 
lymph into the head of the optic nerve takes place, giving 
rise to the appearances of choked disc. 

The paper was discussed by Sir Anderson Critchett, 
Mr. S. Johnson Taylor, and Mr. J. Herbert Parsons. 

Lieut.-Col. R. H. Elliot, discussing the foregoing address, 
said that some years ago he pointed out that a condition of 
hypotony might exist for many months, or even for years, in 
patients who had undergone sclero-corneal trephining with¬ 
out any evidence that the eyes had suffered thereby. Others, 
including Mr. Treacher Collins, had confirmed the observa¬ 
tion. Because cataract followed, or was considered to 
follow, the operation for glaucoma, it was not neces¬ 
sarily the result of the hypotony produced, or even 
of the operation itself. Cataract might precede glaucoma, 
and, under the conditions met with in high-tension eyes, 
it was possible for the lens opacities to be overlooked at the 
time. He thought there were other conditions besides a 
direct wound of the lens during operation which might 
determine the formation of a cataract. He bad been able 
to keep in touch with cases for six years, and was able to 
say it aid not necessarily cause opacities of the lens; indeed, 
it was open to question whether it ever did. The expecta¬ 
tion that an artificial hypotony would lead to serious 
changes in the eye was largely due to a confusion of ideas. 
It was very erroneous to consider the condition of the con¬ 
tents of the eye as though the problem were one of hydro¬ 
statics ; it was really one of hydrodynamics. The manometer 
was far too coarse an instrument to give reliable indications 
of the minute differences of pressure which certainly existed 


in the various chambers of the eye. The most helpful part 
of the President’s contribution was that which referred to 
the transudation of serum into the anterior chamber from 
the surface of the iris, the posterior chamber remaining 
free of the pathologic exudate. He agreed as to the 
transitory tendency towards myopia after trephining: he 
had often noted it; he had seen as much as 2$ diopters 
of myopia within a fortnight of the procedure. As the flap 
consolidated the chamber deepened, the lens system receded, 
and the myopia disappeared, the eye gradually returning to 
its original state of refraction. 

The President replied. 

Mr. A. Hill Griffith read a paper on Transmitted Glioma 
of the Retina. 

Captain W. Wallace contributed a paper on Conditions 
Affecting the Standard of Vision in the Army. He urged 
that in aiming at efficiency in this matter the standard of 
the patient, and especially his mental attitude, must not be 
disregarded. He discussed the changed visual standards set 
up by the Army Council, which, he believed, had not 
resulted in any considerable transfer into Class A of those 
formerly in a lower category. For example, of 723 oases only 
46 were raised from B to A, while 11 went from A to B. He 
supported his views by a carefully compiled table. 

The discussion revealed conclusions at variance with those 
of the author, and in the end a resolution was agreed to in 
regard to the visual standards in the Army. 

Captain R. R. Cruise read a paper on Protection of the 
Eye in Warfare. He said it was noped that the measure 
of protection against injuries to the head afforded by the 
steel helmet would find a parallel, in the case of the eye, 
in the visor which he had designed, and which the War 
Office had accepted and adopted. This visor was now on 
extensive trial. From the point of view of protection, the 
injuries may be divided into two classes : (a) preventable, and 
( b) non preventable. The simplest instances of the first class 
were those in which a small shell splinter penetrated the 
globe, and of the second category a bullet traversing both 
orbits. To obtain an accurate conception of the extent of 
the preventable class, a large number of cases must be 
carefully examined. In some cases it was difficult to know 
into which category to place them. Among the definitely 
preventable were cases in which the cornea was incised, the 
iris prolapsed, and a septic panophthalmitis ensued, cases in 
which a foreign body had had sufficient energy to penetrate 
the globe but not to pass out of it. In the same class also were 
contusions of the globe producing a varied and common 
picture of dislocated lens, traumatic cataract, irido-dialysis, 
intraocular haemorrhage, and retinal lesions. He had been 
surprised at the relatively few cases of detachment of the 
retina which his war experience had included. Morex and 
Moreau, of Paris, estimated that 54 per cent, of casualties to 
eyes in a series of 468 cases of injury caused by shell, 
grenade, or bomb were produced by small particles, the 
condition being that 50 per cent, of all eye injuries could 
be prevented by some sort of gauze shield. From the exami¬ 
nation of a very large number of cases of eye injury 
during the war Captain Cruise found that 58 per cent, 
of them were preventable; 42 per cent, non-preventable. 
The visor consists of a transparent mean of steel 
rings so closely linked together that only the most 
minute particles could pass through its meshes, and then 
only if the impact occurred at right angles to the plane of 
the surface. The visor is attached to the helmet, and when 
not required is easily thrown on to the brim of the helmet 
and as easily lowered again into position when required. 
The links were chemically treated to render them rust-proof. 

The society passed the following resolution :— 

The Optathalmologcal Society of the United Kingdom, having 
examined the steel visor designed by Captain Cruise, has every reason 
for believing that it would prevent at lea*»t 50 percent, of the eve 
injuries received in warfare. The visor has received the strong approval 
of ophthalmic surgeons in the field and at home. This society begs 
respectfully to urge that it* production should be expedited, and that its 
application and method of use should be placed under the supervision 
and control of a competent authority. 

Mr. J. Gray Clegg read a paper on “ Sclerocorneal 
Trephining for Hypertension, with Results of some 250 
Cases.” (To be concluded.) 


The Recent Vaccination Order.— The Associa¬ 
tion of Public Vaccinators of England and Wales has been in 
communication with the Local Government Board regarding 
the scope of the recent Order permitting medical officers of 
health to vaccinate small-pox contaots. The reply of the 
Assistant Secretary to the Board, dated April 25th, runs as 
follows:— 

I am directed bv the President of the Local Government Board to 
advert to your letter of the 30th ultimo and to state that the object of 
the Public Health (Small pox Prevention) Regulations. 1917. Is to 
empower a medical officer of health to vaccinate or reva ctnate contacts 
with rases of small-pox. The Board anticipate that the need for this 
will only arise when the services of the public vaccinator are not imme¬ 
diately available. In ordinary circumstances the operations should be 
performed by the public vaccinator as hitherto. 
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PARIS. 

(From our own Correspondent.) 

The Society of Medical Radiology. 

The Under Secretary of State for the Service of Health 
recently presided at a meeting of this society. M. 
Ledoux-Lebard contributed a study of practical methods 
at the front and at the base. He agrees with Ombr6danne 
that extraction of foreign bodies by the aid of intermittent 
screen control is now a possibility, given conditions allow¬ 
ing the surgeon sufficient latitude for operating without 
exposing him dangerously to the rays. But whatever 
technique may be adopted any difficult exploratory 
operation should be performed on a radiological table. 
Of this there seems to be no doubt. M. Aubourg 
and M. Barret reviewed the various types of radiological 
installation in the Army, and asked for the radio¬ 
logist to be given the choice of exploratory method 
for establishing his diagnosis, alleging a great saving of 
plates by this means. M. Rechou emphasised the large place 
now held by radiotherapy in the treatment of gunshot 
wounds. M. Belot described a very exact procedure demand¬ 
ing the minimum of special appliances, while allowing the 
ophthalmologist to locate a foreign body precisely by means 
of four radiographic plates. M. B6cl6re stressed the necessity 
of confining the direction of radiological services to doctors, 
requiring, as it does, a combination of anatomical, physio¬ 
logical, pathological and chemical knowledge which only 
medical men possess. Finally, M. Delherm and M. Kindberg 
demonstrated the advantages of radio-diagnosis in suspected 
pulmonary tuberculosis among soldiers. Sometimes the 
symptoms may be shown by means of the rays to be of purely 
functional origin, in other cases early diagnosis is rendered 
possible, and in a third group the pulmonary origin of obscure 
symptoms is established thereby. The help of the radiologist 
is likely to result in great benefit to Medical Boards. 


The Administration of Quinine in Syphilis. 

In his malarial clinic at the Pantheon Hospital, M. 
Jeanselme has collected a number of observations having 
the absolute value of laboratory experiments. At this 
hospital patients are submitted to intensive quinine treat¬ 
ment, some of them having received as much as 40 grammes 
of the hydrochlorate. A few of these patients developed 
syphilis during quinine treatment, the exact day of 
infection being ascertainable; the disease was found to 
run its course in precisely the same way and in the same 
time as in cases not under the influence of quinine. It 
follows that in syphilis quinine has neither a preventive nor 
a curative action. 

A Gastric Hair-ball in a Girl. 

Dr. Dauriac aroused keen interest at the Academy of 
Medicine last month by communicating the case of a girl aged 
13 whose stomach was entirely filled by an enormous bundle 
of hair of the same consistency as those sometimes found in 
horses. The child'had contracted in infancy the strange 
habit of biting and swallowing locks of her own hair. This 
mass occupied the lumen of the stomach and the first part of 
the duodenum. Digestion was defective and the ohild was 
becoming emaciated. Dr. Dauriac excised the stomach with 
its contents, the nature of which was not suspected. The 
end of the oesophagus, fortunately much elongated, was 
sutured to the pylorus, the child recovering rapidly from the 
operation and regaining full digestive powers. 


THE CONTROL OF VENEREAL DISEASES. 


A Comparison of English and Amerioan Methods of Venereal 
Control. 

The Journal of the Amerioan Public Health Association for 
April, contains an editorial article on the prevention and 
cure of venereal diseases, in the course of which, after 
describing the Local Government Board Regulations, the 


Superiority of Agricultural Work to Physioo- Therapy. 

At the Academy of Sciences M. Bergonte related the result 
of comparative observations extending over 30 months 
showing the superiority of agricultural work, medically 
prescribed and supervised, over the physical institutional 
treatment of the results of gunshot wounds. This is 
specially the case with men formerly agricultural labourers, 
who naturally return with readiness to their former habits 
of fresh-air life, and in so doing recover almost uncon¬ 
sciously the movements to which they have been accustomed 
since early youth. Fatigue is diminished thereby, inasmuch as 
attention is not continuously in demand; it is the reflex arc, 
physiologioally almost inaccessible to fatigue, that is brought 
into play. M. Bergoni6 finds agricultural work applicable to 
all varieties of disability, granted that the routine is pre¬ 
scribed and supervised by a medical man. The results of this 
functional re-education in the Bordeaux district have been 
most gratifying from the point of view of both moral and 
physical fitness. Naturally the treatment has a wider 
application daring fine weather than in autumn or winter. 

The War-time Pot-belly. 

M. D6n6ohau and M. Mattrais recently drew attention at 
the Medical Aociety of the Hospitals to a singular morbid 
condition observed by them on several occasions, manifest¬ 
ing itself in a peculiar deformation of the abdomen asso¬ 
ciated with gastro-intestinal disturbance. The subjects are 
tired persons complaining of colitis, vomiting, altercate 
constipation and diarrhoea, with emaciation ; the abdomen 
becomes distended and prominent, walking is impeded, and 
the presence of Pott’s disease occurs to the mind. The 
resemblance to a seven or eight months pregnancy is 
striking, but the size of the abdomen varies somewhat in 
different positions, especially on lying down, and the volume 
is reducible to some extent by vigorous flexion of the thighs. 
The poor general condition of the patients may also raise a 
suspicion of chronic peritonitis, and discharge be recom¬ 
mended on this account. Of M. D6n6chau’s 18 cases, 5 were 
already under consideration for discharge. The deformation 
was, however, shown to be of a motor nature, partly volun¬ 
tary or subconscious, resulting from depression of the 
diaphragm—a fact which could readily be established by 
radioscopy. The crises of oolitis and the occasional aero- 
phagia from which these patients suffer give rise to 
auto-suggestion of grave abdominal mischief. 


writer adds:— 

This remarkably thorough organisation for dealing with social 
Hneases is the outcome of the report of the Royal Commission, which 
contains statistics and facts regarding the situation, full of interest 
md illustrative not more of the conservative way in which legislation 
s undertaken in Great Britain in matters affecting the liberty of the 
citizen than of the scientific and thorough manner in which legislation 
when once enacted is put in foree. The elevated ideas along social lines 
which prevail in Parliament are well illustrated when they accept the 
findings of a scientific commission as a sufficient guide to them m 
passing legislation of so drastic a character as that in recent Aets. 

It is probably true that on the American continent similar legislation 
is more readily obtained when public agitation has been worked up 
than in England; but the practical difficulties in its enforcement are 
usually found not more in the refusal of the general public to submit 
to drastic regulations than in the extremely varied character of our 
administrative machinery. It is true that in most States and Provinces 
local Boards of Health are appointed, while In probably all sueh the 
boards in cities and towns where hospitals are located have fairly 
adequate public health by-laws. What is, however, altogether too 
prevalent is the evil of temporary political appointments of health 
officers with. In consequence, tenures of office unfortunately very 
uncertain. 

The article concludes by foreshadowing for the United States 
Legislation of an adequate character, such as that recently 
passed in this country, but including compulsory notification 
and supervision of all patients until completion of treatment. 
In this way “ the first real steps in advance in the solution 
of this, the most difficult of all public health problems, will 
have been taken.” 

Dr. R. R. Rentoul calls our attention to penal clauses in 
regard to venereal diseases which appear in the legislature of 
various North American States, e.g.:— 

State of Oregon, Feb. 28th, 1913.—S. 1. Applicant for permit to 
re-marry must file 4 certificate from an authorised physlelaa. made 
under oath, that the male applicant is fr*»e from contagious or infectious 
venereal disease. 8. 2. Physician making false statement shall lose his 
diploma. S. 3. Fee for doctor’s certificate 2 50 dols. 

North Dakota, 1913.—8. 1. No woman under the age of 45, or man of 

any age, except he marry a woman over 45. either of whom U. 

afflicted with pulmonary tuberculosis in its advanced stage, or of any 
contagious venereal disease, shall hereafter inter-marry or marry any 
otherperson within this State. 8. 2. Penal for clergyman to join in 
marriage such persons. 8. 5. Fee fordoctot'soerfcificate2dols. S. 6. 
Fine for illegally joining in marriage 50 to 600 dols. or imprisonment 

f °8Ut« M , pennsylv»Qi». 1913.-S. 1. No permit to myijlf of 

the contracting parties is afflicted with a transmissible disease. 
9. 4. Applicant may appeal to a court free of expenses. 

Stateof Michigan, 1SD5 — 9. 6. No insane person, idiot. Imbecile, 
or person who baa been afflicted with syphilis or 1 

notbeen cured of the same, shall be capable of oontiwctingmarrfage. 
Certificate of being cured must be signed by 

Anyone aiding or assisting such to marry may be fined up to 1000 dols., 
or to imprisonment up to five 3*ears. 
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Salvartan or Neosalvarsan ? 


The relative value of the various organic preparations of 
arsenio at present on the market is by no means firmly 
established. In the 1British Medical Journal of May 5th 
Lieutenant-Colonel L. W. Harrison and his coadjutors at 
the Rochester Row Military Hospital, Major 0. F. White 
and Mr. C. H. Mills, emphasise the obvious difficulties which 
seriously limit the intravenous administration of these 
preparations, and the great advantage of the hypodermic 
method if rendered painless and proved to be as effective as 
the other. After investigating the Wassermann reaction 
in a series of more than 100 cases treated by means 
of the various preparations, some administered intra¬ 
venously, others hypodermically, they conclude: (1) 
The intramuscular or subcutaneous injection of neo- 
salvarsan, novarsenobenzol, or novarsenobillon is superior 
in immediate therapeutic effect to that of the intra¬ 
venous injection of salvarsan, kharsivan, arsenobenzol, or 
arsenobillon ; (2) spiroobsetes disappear from syphilitic 
lesions just as rapidly after the first intramuscular as after 
the first intravenous injection, and the Wassermann reaction 
is more quickly influenced ; (3) solution of the dose of 
neosalvarsan in 1 c.c. of 4 per cent, stovaine and emulsion 
in creo-camph cream eliminates discomfort sufficiently to 
make the intramuscular injection of neosalvarsan practicable 
for routine use. This result, if confirmed, will much simplify 
the work of the venereal treatment centres as well as that 
of the practitioner called on to administer organic arsenio. 

Routine Treatment of Syphilis at the Hdpital Broca, Paris. 

Military needs require a short, intensive treatment of 
syphilis for the soldier in order to send him back as soon as 
possible to his place at the front. In the Paris midical of 
May 5th Dr. Hudelo, physician to the Hopital Broca, 
describes the routine treatment, lasting 40 days, adopted in 
the hospital since the outbreak of the war. Nine injections 
of 0*3-0 *9 gm. of novarsenobenzol (4-5 gm. in all) are given 
at intervals of five days interspersed with 20 injections each 
of 0 01 gm. mercuric cyanide. In every case the patient left 
the hospital with a negative Wassermann reaction. On his 
discharge-sheet is written an instruction to receive further 
mercurial treatment, by pill or injection, after an interval of 
not more than two months. Dr. Hudelo writes: 


We hope, by this association of arsenic and mercury, that the spiro¬ 
chetes put out of action but not killed by the arsenobenzol. which dis¬ 
appears from the system in 48 hours, and still maintaining a stand in 
some corners of the organism will succumb completely to the spiro- 
chsetlcidal action of the mercury. We note with pleasure that a method 
identical with that here suggested has been adopted in military 
practice, amongst others, by Pavre and Longln, Pautrler, Goubeau, 
Pasteau and Mallein, Ravaut. and Thibierge. 


The British Journal of Dermatology and Syphilis. 

The British Journal of Dermatology has existed for 28 
years, and during that long period has done a large 
amount of excellent work in the province of dermatology. 
It has now been decided to change its title by the addition 
of “Syphilis/’ in view of the prominent place that syphilis 
holds in dermatological work. All who have had much 
experience in the diagnosis and treatment of diseases of the 
skin know that syphilitic rashes are frequently unrecognised, 
and the results of these errors of diagnosis are deplorable. 
If syphilis is recognised and treated in the secondary stage 
when skin manifestations are mostly seen, the spread of the 
disease would be greatly diminished and those more serious 
and later results would be rendered impossible. We there¬ 
fore welcome the change in the title of this important 
journal, for it emphasises the need for syphilis to be 
recognised and treated while it affects mainly the skin and 
before it has had time to establish itself as a constitutional 
affection. 

Courses of Instruction. 

A oourse of instruction in the clinical pathology of 
venereal diseases will be given by Dr. J. Eyre to practi¬ 
tioners, post-graduates, and students, in the pathological 
theatre of Guy’s Hospital Medical School, at 5 p.m. on 
May 21st, 23rd. 24th, and 25th. Laboratory demonstrations 
in the bacteriological laboratory follow each lecture at 6 p.m. 
Members of the medical profession to be admitted on 
presentation of their cards. 


Enlightenment Campaign . 

The acting medical officer of health of the borough of 
Deptford, Dr. Murdoch Maodonald, has arranged or a 


conference of the citizens representing the various interests 
—municipal, industrial, educational, social, and religious— 
in the borough of Deptford, to be held in the Council 
Chamber at the Town Hall on Wednesday, May 23rd, at 
8 p.m., when Mr. A. R. Turner and Mrs. Gotto will outline 
the work of the National Council for the Prevention of 
Venereal Diseases. 

Major F. W. Mott, F.R.S., delivered an illustrated lecture 
on the Pathology of Venereal Disease at the Royal Institute 
of Public Health on May 9th. He emphasised the fact that 
pathology had now done its work in finding the cause of 
venereal diseases and the means of remedying them, and 
that it was for the 8tate, acting on this work, to take such 
measures as were necessary to prevent, or failing that to 
cure, venereal diseases. 


NATIONAL HEALTH INSURANCE. 


The Public and Panel Practice in London . 

Recknt circulars, numbered D 8, D 9, have been addressed 
to various bodies interested in the administration of National 
Insurance, and a Subcommittee of the Panel Committee for 
London has drafted a memorandum upon them, which has 
been adopted by the Committee and which is of interest 
because of its broad outlook. Recognising itself as only 
competent to speak for members of the medical profession 
upon the panel in London, but at the same time representing 
a body of 1500 such practitioners, the Subcommittee has 
been able to compile a series of notes and suggestions 
of a very varied character. Some of the questions are 
not such as medical men directly engaged upon insurance 
work can answer authoritatively, but it is all to the 
good that medical attention should be drawn to them. 
Fof example, the general feeling of insured persons towards 
insurance and the medical benefit provided under it is a 
matter deserving the notice of a busy panel practitioner, 
but for the most part his time is so fully occupied in attend¬ 
ing to his patients’ illnesses that their opinions on panel 
practice at large may not interest him. His hours of work 
and his banking account may afford him the impression that 
his own efforts are appreciated, or otherwise, but that is an 
individual matter. According to the memorandum of the 
London Panel Committee, he is likely to be told by his 
patients about administrative difficulties, such as delay in 
the payment of sickness benefit, or in providing medical 
cards, if he shows himself sympathetic, and this he should 
certainly be. This would seem to suggest that the insured 
person may be more prone to grumble, whether justly or not, 
at the shortcomings of those engaged on administration 
when in conversation with the medical man, and to ventilate 
any grievance against his medical attendant in communica¬ 
tions with officials of his Approved Society, or with the 
Insurance Committee. In any case the small number of 
applications by insured persons in London to make their own 
arrangements with medical practitioners outside the panel 
is evidence of general satisfaction with the attendance 
provided by those within it. 

With reference to the general feeling of the medical 
profession in London towards insurance practice, the Sub¬ 
committee believes that the majority of those engaged in it 
find the conditions preferable to those formerly prevailing 
in club practice or private practice in poor districts. It 
does not go further than that. As to the conditions which 
would bring into panel practice more of those general 
practitioners who, chiefly in wealthier areas, now decline to 
engage in it, the Subcommittee offers no precise opinion. 
It has suggested, however, certain improvements which it is 
inclined to believe would bring in a considerable proportion 
of those who now stand aloof. In any case, however, it has 
been found that an overwhelming majority of panel prac¬ 
titioners in the metropolis prefer the present conditions to 
the prospects offered by a whole-time salaried service, for 
which, by the way, no definite scheme has ever been put 
forward for consideration by anyone in a position to do so 
with authority. The memorandum summarises the principal 
reasons upon which the preference referred to is based. 
The suggestion may be added that at the present time a 
very large proportion of the medical profession is now 
gaining experience as to some, at least, of thfe drawbacks 
or advantages of service under a controlling authority. 
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Service under the War Office, whether at home or abroad, 
at the present date may differ widely from service under a 
civil authority in time of peace, but the mere experience of 
service as such is likely to have done much in shaping the 
opinions of those most concerned as to the desirability 
of the revolutionary change which a “service” implies. 
All these general topics affecting medical practitioners on 
the London panel have their bearing on the question of the 
remuneration, summarised in the question, “If a panel 
practice and the remuneration derived from it were the sole 
work and pay of a practitioner, would such a practice of 
average size enable him to maintain a social position suitable 
to his professional status ? ” The memorandum replies by 
calling attention to the fact that panel practice is usually 
combined with other forms of practice, but as to the question 
as it stands expresses the view that the remuneration there 
referred to is inadequate, having regard to the length and 
cost of the period of education, and 1 ‘ the desirability of a 
professional man being able to educate some of his children 
to follow his own calling.” It might have said that the 
maintaining of his social position by a professional man 
must include the bringing up of all the members of a 
fair-sized family so as to enable them to occupy a 
position equal to that of their father. This, we suggest, 
would constitute a problem of some difficulty for a 
member of the medical profession in the metropolitan area 
earning only the income aff>rded by a panel practice of 
“ average size.” It emerges from the memorandum that the 
question of remuneration will be one of the first importance 
if ever any statesman proposes a concrete scheme of salaried 
service. If that remuneration is to be based upon the accept¬ 
ance of panel conditions by panel practitioners under pre¬ 
war conditions it is not likely to prove satisfactory to its 
proposed recipients. As to this the memorandum contains a 
timely reminder in a note which calls attention to the vary¬ 
ing economic and other conditions due to the war—to rising 
costs of commodities and of services which may never resume 
their former rates, and to the lowered comparative value of 
salaries and fees. With these altered conditions affecting 
all professional life in the future there must be included 
for the consideration of medical practitioners the grave 
problem of the disabilities of soldiers, sailors, and civilian 
workers likely to be found due to the ordeal through which 
the country is passing. The above are, as we have indicated, 
some of the general questions dealt with in the memorandum 
of the Panel Committee of London. More particular topics 
have to be discussed in the light of conditions prevailing in 
and affecting particular localities. 


URBAN VITAL STATISTICS. 


(Week ended Hay 12th, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with j 
an aggregate civil population estimated at nearly 17,000,000 persons, 
the annual rate of mortality was 15 3, against rates declining from 18*5 
to 15*7 per 1000 in the fourpreceding weeks. In London, with a 
population exceeding 4,000,000 persons, the death-rate was 15 4 per 
1000, and was equal to that recorded in the previous week; among 
the remaining t >wns the rates ranged from 5*4 in Acton, 6*7 in 
Eastbourne, and 7*5 in Barrow-in-Furness and in West Hartlepool, to 
236 in Halifax. 23*7 in Sunderland, and 29*8 in Middlesbrough. 
The principal epidemic diseases caused 419 deaths, which corre¬ 
sponded to an annual rate of 1*3 per 1000, and included 252 
from measles. 54 from whooping-cough, 47 from infantile diarrhoea, 
45 from diphtheria. 12 from enteric fever, and 9 from scarlet 
fever. The deaths from measles were 34 below the- average in the 
pre-ious weeks, and caused the highest annual death-rates of 
3*1 in Dudley, 3*2 in 8alford, 3 9 in Sunderland, and 4 8 in South 
Shields. The 707 cases of scarlet fever and 1179 of diphtheria under' 
treatment in the Metropolitan Asylums Hospitals and the London 
Fever Hospital were respectively 32 and 24 below the numbers remain¬ 
ing at the end of the previous week. Of the 4936 deaths from all 
causes in the 96 towns. 152 resulted from violence. The causes of 
39 deaths were uncertified, of which 8 were registered in Birmingham, 

5 in Liverpo >1, and 3 each in Bury, Manchester, and South Shields, 
but not one in London. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual death- 
rate was equal to 15*9, against. 18 4 and 17*2 per 1000 in the two 
preceding weeks. The 339 deaths in Glasgow corresponded to an 
annual rate of 15*8 per 1000, and Included 41 from measles, 36 from 
whooping-cough, 6 from infantile diarrhoea. 3 from diphtheria, and 

I from scarlet fever. The 107 deaths in Edinburgh were equal to 
an annual rate of 16*8 per 1000, and included 15 from whooping-cough, 

II from measles, and 1 from sc irtet fever. 

Irish Towns. —The 155 deaths in Dublin were equal to a rate of 20 3, or 
1*7 p«r 1000 less than that recorded in the previous week, and included 

6 from measles, 3 ea**h from enteric fever and whooping-cough, and 
1 each from diphtheria and infantile diarrhoea. The 132 deaths in 
Belfast corresponded to an annual rate of 17*5 per 1000, and Included 
4 from infantile diarrhoea, 3 from measles, 2 from enteric fever, and 1 
each from scarlet fever and diphtheria. 



MARC ARMAND BUFFER, Kt., C.M.G., M.A., 

M.D. OxON., F.L.S., 

PRESIDENT OF THE SANITARY COUNCIL OF EGYPT. 

Sir Armand Buffer, who died at sea as he was returning 
to Egypt from Salonika, where he had gone to reorganise the 
sanitary service for the Greek Provisional Government, was 
one of the great medical administrators of his time. 

Marc Armand Buffer was born at Lyon in 1859, son of the 
late Baron Alphonse Jacques de Buffer. His mother was 
German, and the son was therefore brought up with an 
intimate knowledge of three European languages. He was 
educated at Brasenose College, Oxford, and University 
College, London, taking his Arts degree in 1883 and 
obtaining his medical qualification four years later. From 
the first interested in pathological work he became 
a pupil of Pasteur and Metchnikow at the famous 
Institute in Piris, and on returning to London con¬ 
tinued to work at the problems of phagocytosis, which 
were then of new and surpassing interest. His first im¬ 
portant article was contributed in 1890 to the Quarterly 
Journal of Microscopical Science, and in the same year he 
read a paper at the annual meeting of the British Medical 
Association on the destraction of micro-organisms during 
the process of inflammation. In these papers clear ex¬ 
pression was given to the conception of inflammation as a 
protective mechanism serving a useful purpose against infec¬ 
tion, and in one of them Buffer described the diphtheritic 
membrane as a battlefield in which amoeboid cells contended 
with the pathogenic microbes of the disease. His further 
work on phagocytosis in the intestinal canal has not yet 
received the recognition which it deserves. It was at this 
time that Buffer became the first director of the British 
Institute of Preventive Medicine, where he was assisted by 
Professor H. G. Plimmer. At Metchnikow’s suggestion 
the two pathologists turned their attention to cancer, and 
they succeeded in establishing the fact that the intracellular 
objects seen in cancer cells did not resemble any known form 
of cellular degeneration. The last work Raffer carried out 
at the Institute was on diphtheria, for which the antitoxic 
serum was then a new discovery. The preparation and 
testing of the serum was a laborious and dangerous task, both 
Buffer and Plimmer falling victims to the disease, Bnffer 
himself suffering so severely from diphtheribio paralysis that 
he resigned his directorship of the Institute and sought 
health on a visit to Eg?pt. 

In 1896 Buffer was appointed professor of pathology in the 
Medical School of Cairo in succession to Dr. Kanfmann, and 
here his latent administrative ability served Trim in good 
stead. He started to reorganise the school, collecting around 
trim a staff of able men to carry on his traditions. His 
success was so evident that two years later he was offered 
and accepted the presidency of the International Sanitary, 
Maritime, and Quarantine Council of Egypt, which he 
retained thronghout his life. The organisation which freed 
Egypt from cholera began with the building of stations on 
the pilgrim routes, especially at Tor on the Bed Sea, where 
the director personally inspected the pilgrims, letting no 
suspicious case pass through. Without special knowledge 
of Arabic his linguistic capacity, combined with the exercise 
of great tact, enabled him to surmount the difficulties of the 
situation. In his administrative work he was upheld 
throughout by the late Lord Cromer, and later by the late 
Lord Kitchener, who both had the fullest confidence in the 
measures he proposed. His appointment on the Indian 
Plague Commission took him away from Egypt for a time, 
and the volumes of the Commission’s reports may still be 
read with profit. To Buffer was due the increasing 
recognition of the value of Haffkine’s work. 

Buffer took the greatest interest in antiquarian work for 
which Egypt provided him ample opportunity. He made a 
careful investigation of the mummies of the eighteenth, 
nineteenth, and twentieth dynasties in the Hearst collection 
at Cairo, finding in them a great variety of grave patho¬ 
logical phenomena, including arterio-solerosis, tuberculosis, 
lung disease, anthracosis, and multiple abscess of the kidney. 
In the morbid lesions micro-organisms were found still recog¬ 
nisable by their staining reactions, among them the tubercle 
bacillus. The aorta of Rameses II. which he sent to London 
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was examined by Professor Plimmer and found to show 
marked atheromatous change. Ruffer concluded that 
arterial lesions were as frequent 3000 years ago in Egypt 
as at the present time, and were even then due to the 
stress and responsibility of civilised life rather than of 
toxic origin. A study of the artistic productions of ancient 
Egypt enabled Ruffer to analyse the prevailing diseases of 
even earlier times, 5000 years or more ago. Achondroplasia, 
Pott’s disease, talipes were recognised with certainty, 
probably also rickets. A volume of antiquarian studies 
likely to be of surpassing interest was ready for the press, 
but unfortunately prevented by the conditions of war from 
appearing. 

At the outbreak of war Ruffer was appointed head of the 
Red Cross in Egypt and did a large amount of useful work in 
this connexion. After completely organising the means at 
his disposal he felt free to accept an invitation from the 
Greek Provisional Government to undertake the sanitary 
reorganisation in the Salonika district. His last letter 
records the fact that in 9pite of grave difficulties and dis¬ 
couragement good progress had been made in this work. It 
w-as during his return to Egypt that his lamented death 
occurred. Many honours fell to his share, among them the 
Grand Order of Medjidie and the Grand Order of Omanieh in 
Egypt. He was a Commander of the Order of St. Saviour of 
Greece, St. Anne of Russia, and of the Cross of Italy, and an 
Officer of the Legion of Honour. His Companionship of the 
Order of St. Michael and St. George was granted in 1905 and 
supplemented by a Knighthood in 1916. Ruffer was a man 
of deep culture in the best sense. With his linguistic 
powers and knowledge of men he was peculiarly fitted to be 
a sanitary administrator of a great dependency. He was 
also a keen musician with technical mastery of the violon¬ 
cello. Sir Armand Ruffer married Alice Mary, eldest 
daughter of the late Captain Greenfield, R.A., and is survived 
by his widow and three daughters. 


Professor LANDOUZY, 


DEAN OF THK FACULTY OF MEDICINE, PARIS. 



. With the death of Professor Landouzy in Paris, at the 
age of 72 years, on May 10th, after a long illness, the Paris 
Faculty of Medicine has lost its senior and most distinguished 
member. Louis Th6ophile Joseph Landouzy was born at 

Rheims in 1845, the 
son and grandson of 
medical men. Beginning 
his studies in the place 
of his birth, he went to 
Paris in 1867 to com¬ 
plete them, becoming 
hospital * resident in 
1870, and steadily 
ascending the pro¬ 
fessional ladder until 
his appointment as 
physician to the Hos¬ 
pital Laennec in 1890. 
Three years after this 
he accepted the chair 
of therapeutics at the 
Faculty of Medicine in 
Paris, bringing with it 
the membership of the 
Academy of Medicine. 
In 1907 he was chosen 
by the Faculty to be 
its dean, and in 1912 
he was elected a member of the Institute. His most 
recent honour was the award of a gold medal for his work 
» on infectious diseases by the Ministry of the Interior. 
Vw^fcSndouzy had long become one of the familiar figures of 
contemporary medicine both in France and abroad. Endowed 
with a great capacity for work associated with remarkable 
physical activity he accomplished a very large amount of 
scientific work bearing on a variety of important questions. 
With D6jerine he described the special type of facio- 
scapulo-humeral myopathy which is now associated with 
both their names. But it is in connexion with tubercu¬ 
losis that his name will be best remembered. The 
pathology of the lungs owes to him important researches, 
notably on primary tuberculosis of the pleura. He first 


described in 1883 a type of acute tuberculosis which 
he characterised as ficvre bacUlaire non-grannlique a forme 
typhoide , or more briefly later as typho baoillose, in which 
the ordinary morbid lesions of tuberculosis failed to make 
their appearance. More recently, in the Prase medicate 
of April 21st, 1906, he described a flexure of the little finger 
as camptodactylie occurring in tuberculous subjects. The 
little finger of a patient, he said, 44 tells his past, shows his 
temperament, and foretells his future.” Later still he 
showed that the serum from the lesions of erythema 
nodosum produced tuberculosis when injected into guinea- 
pigs. In opposition to Calmette and others he upheld the 
origin of laryngeal tuberculosis by direct surface-infection. 
In the struggle against tuberculosis as a social disease 
Landouzy was ever to the front. He was delegate to the 
several international congresses on tuberculosis, and at 
Washington in 1908 expressed the. belief that the centenary 
of Pasteur would witness the final extinction of tubercu¬ 
losis. If he had lived to complete it, his last work would 
have been devoted to the organisation of an antituberculosis 
campaign in the Army and to the invaliding of the tuber¬ 
culous soldier. 

Two qualities in Landouzy which contributed specially to 
his success were his great facility in physical examination 
and an unusual clearness of verbal exposition. The com¬ 
bination made him a really great clinical teacher, a fact 
which Paris students did not forget even when his ruling as 
dean ran counter to their inclinations. He was devoted to his 
pupils, showing himself always a sure and considerate friend 
to them, an example of goodwill and approachableness. He 
organised travel studies to the French thermal stations, con¬ 
ducting them himself for a dozen years. He was present in 
London at the last International Medical Congress of 1913, 
when he read a paper on thermal treatment and spoke as 
the official delegate at the dinner given by Lord Beauchamp 
on behalf of the British Government. During the last winter 
his health had been very variable, largely due to the extra work 
which he had taken upon himself in the charge of a military 
clinic at the Lycce Buffon in addition to his ordinary occupa¬ 
tions. He had recently undergone two surgical operations 
and death was due to an attack of uraemia. He leaves behind 
him regret on the part of all who knew him. 


HENRY WILLIAM WILLIAMS, M.D., C.M. Abkrd. 

Dr. H. W. Williams, whose death has occurred at the 
village of Guilsborough, Northants, was 81 years of age, and 
had been for more than 30 years actively associated with 
the Salvation Army. Born in 1836 and educated at Aberdeen 
University, Queen’s College, Birmingham, and Anderson 
College, Glasgow, he was for a long time on the active staff of 
two London hospitals, the Western Skin Hospital and the 
Margaret-street Hospital for Consumption, to both of which he 
was at the time of his death senior consulting physician. He 
was one of the founders of the British Medical Temperance 
Association and a vice-president of the Society for the 
Study of Inebriety. Dr. Williams was an ardent upholder 
of the legal rights of the medical profession against the 
quack and impostor, contributing on the subject to our 
columns at the time of the Medical Acts Amendment Bill of 
1867. Joining the Salvation Army in 1885, he held for 
27 years the position of honorary director of the medical 
department at the International Headquarters in Queen 
Victoria-street, London, with the rank of lieutenant-colonel 
in the organisation. 


Central Midwives Board. —A meeting of the 
Central Midwives Board was held at Queen Anne’s Gate 
Buildings, Westminster, on May 10th, with Sir Francis H. 
Champneys in the chair. A letter was considered from the 
National Association for the Prevention of Infant Mortality 
and for the Welfare of Infancy transmitting a copy of a 
draft circular prepared jointly by the Midwives Institute and 
the Committee of the Association, with the view of assisting 
practising midwives in promoting breast-feeding, and express 
ing the hope that permission may be given for the publica¬ 
tion of the circular with an expression of the approval of 
the Board. The Board decided that the reply be that the 
Board gives its general approval to the circular of the 
National Association for the Prevention of Infant Mortality 
and for the Welfare of Infancy on Breast-feeding with the 
exception of the note at the end and has no objection to the 
publication of the circular with an expression of this general 
approval. 
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Thh Casualty List. 

• The following names of medical officers appear among the 

casualties announced since our last issue:— 

Killed. 

Capt. F. Hun ton, R.A.M.C., attached Northumberland 
Hussars Yeomanry, received his medical education at 
Newcastle-on-Tyne, and qualified at Durham in 1891. 
Prior to joining the R.A.M.C. he was in practice at 
Sedgefleld, Ferry Hill, in which district he held several 
appointments. 

Died of Wound*. 

Capt. G. 8. Blandy, M.C.„R.A.M.C., qualified at Edinburgh 
in 1902, and was medical officer at Napsbury Asylum 
previous to joining up. He formerly hela appointments 
at the Norfolk and Norwich Hospital and at the 
Scarborough Hospital, and was for some time assistant 
medical officer at the Norfolk County Asylum at Thorpe. 
The award of the M.C. was announced in The Lancet 
of June 10th, 1916, p. 1195. 

Capt. J. Ewing, R.A.M.C., attaohed Royal Welsh Fusiliers, 
was educated at Leeds and qualified in 1903. Prior to 
joining up he was in practice at Leeds. 

Died . 

Major C. Ryley, R.A.M.C., was a student at 8t. Mary’s 
Hospital, London, and qualified in 1901. After holding 
appointments at Paddington Green Children’s Hospital 
and at St. Mary’s Hospital, he joined the R.A.M.C. in 
1904<^nd saw service in China and Bermuda. He went 
to the front in the middle of last year and contracted 
pericarditis, from which he died. 

Capt. C. B. Burden, Australian A.M.C. 

Wounded. 

Capt. R. M. Alcorn, R.A.M.C., attached Northumb. Fus. 

Capt. J. D. Marshall, R.A.M.C., attached Suffolk Regiment. 

Capt. C. F. Searle, R.A.M.C., attached Northampton Kegt. 

Capt. O. C. S. Tandy, R.A.M.C., attached 8eaforth High. 

Lieut. J. Young, R.A.M.C., attached Gloucester Regiment. 

Capt. P. E. Voss, Australian A.M.C. 

Capt. I. D. Dickson, R.A.M.C. 

Lieut. G. E. 8picer, R.A.M.C. 

Capt. F. R. Armitage, R.A.M.C., attached R.F.A. 

Capt. E. W. Adcock, R.A.M.C., attached E. Yorks Regiment. 

Lieut L. Kilroe, R.A.M.C. 

Capt. J. M. Moves, R.A.M.C. 

Capt. H. G. Hobson, R.A.M.C., attached R.F.A. 

Capt. E. S. Cuthbert, R.A.M.C., attached Middlesex Regt. 

Capt. E. C. Gimson, D.S.O., R.A.M.C., attached E. 8urrey R. 


Deaths among the Sons of Mbdioal Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 

Lieut. E. B. D. Brunton, Middlesex Regiment, only son of 
Dr. C. E. Brunton, of Walthamstow, London. 

Seoond Lieut. J. Newton, H.A.C., younger son of the late 
Dr. W. T. Newton, of Lakenheath, 8uffolk, and formerly 
of Goswell-road, London. 

Second Lieut. J. C. Orr, Royal Berkshire Regiment, second 
son of Dr. W. R. Orr, of East Finchley, London. 

Major J. H. Clapperton, Royal Field Artillery, third soirof 
the late Dr. J. Clapperton, of Broughton, Hants. 

Capt. T. S. King, East Surrey Regiment, only son of the 
late Dr. T. R. King. 

Second Lieut. G. W. Clapham, Royal Field Artillery, second 
son of Mr. L. Clapham, M.R.C.8., of Thorney, 
Peterborough. _ 


The Honours List. 

The following awards are made in connexion with the 
engagement between H.M.S. Shrift and Broke and a flotilla 
of German destroyers on the night of April 20th-21st 

Distinguished Service Cross. 

Surg.-Prob.Christopher Thomas Helsham, R.N. V.R. (Broke) 
Surg.-Prob. John Sinclair Westwater, R.N.V.R. (Swift). 
Worked with great energy and ability In attending to the wounded. 
The following award is also announced :— 


Military Cross. 

Capt. Stanley Sextus Barrymore Harrison, R.A.M.C. 
attaohed South Staffordshire Regiment. 

For conspicuous gallantry and devotion to duty. He worker 
continuously for 10 houni under very heavy fire, and was responslbl 
for saving many lives. He displayed great courage and determlnatloi 
throughout. He has on many previous occasions done fine work 


THE PARIS CONFERENCE ON THE WAR 
CRIPPLE. 

The Conference Interalli6e pour l’fitude de la Re¬ 
education Professionnelle et des Questions qui Interessent 
lea Invalides de la Guerre was held in Paris, in the Avenue 
d'Antin side of the Grand Palais, from May 8th to 12th. 
That all sections of French society realise the national 
importance of the questions to be discussed was shown by 
the presence of labour leaders, socialists, heads of industrial 
concerns, agricultural syndicalists, lawyers, and deputies, as 
well as members of the medical and military professions and 
a fair sprinkling of disabled soldiers. 

Delegates. —Official delegates were sent by each of the 
Allied Governments. The British delegates were: Lieu¬ 
tenant-Colonel Sir Arthur Grifflth-Boscawen, M.P., Parlia¬ 
mentary secretary to the Ministry of Pensions; Major- 
General Russell (representing Sir Alfred Keogh); Sir Charles 
Nicholson, M.P., chairman to the Disablements Subcom¬ 
mittee of the London War Pensions Committee; Colonel 
E. A. Stanton, C.M.G.,of the Statutory Committee; Colonel 
Stewart, representing the British Red Cross Society; Lord 
Chamwood, Comite Anglo-Beige; Lieutenant-Colonel Sir 
Berkeley Moynihan, C.B., M.S., F.R.C.8., R.A.M.C.; Major 
Robert Mitchell, Adviser to the Minister of Pensions on 
Training; Fleet-Surgeon Percy H. Boyden, R.N.; and 
Lieutenant-Colonel Finlay, C.A.M.C., and Captain C. 
McClure, C.A.M.C., representing Canada. The English 
members attending the Conference were Lieutenant-Colonel 
Sir Thomas Oliver, Colonel J. Wallace, Colonel J. Cowen, 
Colonel J. Reed, and Mr. Samuels. 

Organisation. —The Conference was organised by a Fran co- 
Belgian committee under the presidency of Baron de 
Brocqueville, the Belgian Minister of War; M. L6on 
Bourgeois, the French Minister of Labour ; M. Justin Godart, 
head of the French Army Medical Service; and M. Roden, 
Under Secretary of Labour; and was formally opened on 
Tuesday, May 8th, in the presence of the President of the 
French Republic. The members were divided into six 
sections, classified by the questions to be discussed and 
meeting at the same time in different rooms. While this 
plan facilitated the covering of much ground in a short time 
the drawback was only seen at the general meeting of all 
the sections at the end of the Conference, when it was fonnd 
that the questions discussed were so interrelated that not 
only had it been possible for some of the sections to arrive 
at different conclusions as to the same subject, but that three 
or four had made the same recommendation in different 
terms. Since many of the 80 decisions voted will have to 
be re-edited to avoid repetition, it was finally decided not 
to publish any of them for the present. Some of the most 
important points dealt with may, howEter, be noted. 

Work of Sections. —The first section, presided over by 
Senator M61is, Inspector-General of the Belgian Medical 
Service, discussed physical re-education from the point of 
view of—(«) physiotherapy and medical gymnastics ; 
( b ) artifical limb appliances; and (o) work as an agent of 
physical restoration. 

(а) The Belgian school of treatment, voioed by Dr. 
Marneffe, director of the Belgian Military Hospital of 
Bonsecours at Rouen, is in favour of Swedish methods 
of gymnastics and massage, and inclined to the use 
of mecano-therapic apparatus of the Zander type. This 
view was not shared by the majority of his colleagues, and it 
was decided to develop on lines not necessarily Swedish. 
The omission of any paper on X ray and hot-air treatment 
was commented upon by M. Laborde and Dr. Zimmern. 
“ La gymnastique m6dicale ” applied to men suffering from 
lung wounds was advocated by Dr. Philippe 'Cissi£, of Pan, 
and an interesting paper by Dr. Schaer, of the Hdpital du 
Grand Palais, demonstrated the cure of muscular contraction 
in less than 15 days by a course of “ mobilisation r£4ducative." 
Dr. Larat and Dr. Billiard insisted on the importance of 
electro-diagnosis in nerve wounds, particularly in view of 
the patients’ future, as they must be enabled to work while 
undergoing treatment. 

(б) The question of prothesis is a complex one in Fr&noe, 
but as the difficulty is more or less a domestic one it does 
not greatly affect the other Allies, and the recent establish¬ 
ment of a Commission by the Service de Sant£ will doubtless 
solve the problem.. Professor Patti, of Bologna, upheld the 
employment of the so-called “ American ” artificial limb, but 
many of the French surgeons prefer their own types. Some 
of these are very much cheaper than the English ones, but 
it is not yet possible to judge of their lasting qualities. 

( c) Sir Berkeley Moynihan briefly described the system 
for orthopedic treatment of the wounded in the British 
Isles. He pointed out that many of the conditions now 
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needing treatment could be prevented by timely attention 
to sound principles. Joints in which ankylosis was inevit¬ 
able could be fixed at better angles. Joints whose nerve- 
supply was severed might be kept supple, and tendous 
might be spared the overstretching of their fibres, from 
which recovery was so difficult. The various forms of 
treatment at orthopaedic centres and in “ curative work¬ 
shops ” attached to them necessitate constant control by the 
surgeon. Instruments of the Zander type were chiefly 
useful when looked upon either as mechanisms to be worked 
by the injured member rather than as a means whereby 
joints were quietly rocked by the agency of a sound limb, 
or as preparatory to or auxiliary to those purposeful exer¬ 
cises in which the patient bad something to see and show as 
a result of his labours. The importance of the fact that a 
man’s mind as well as his muscles should be engaged in the 
task of restoring function was pointed out. In the curative 
workshops a patient quickly regained self-reliance when 
he found himBelf once more a useful working member of 
society. 

The chances open to the discharged disabled soldier in 
the labour market were discussed, and the relations of the 
Pensions Ministry to these problems briefly reviewed. The 
paper ended with a tribute to the constant help given to 
orthopaedic work by the British Red Cross 8ociety and by 
their representative, King Manuel of Portugal. 

Among the suggestions made in Section I. were several 
concerning the class of agricultural labourers, which is 
far larger in France than in England. It was felt that 
any organisation to further functional restoration by means 
of agricultural work should pay great attention to special 
conditions of each region, and not form any stereotyped 
plan. It was also pointed out that (1) any work undertaken 
as auxiliary to physio-therapic treatment should be chosen by 
the medical director and remain under his close surveillance ; 
(2) such work should be made obligatory in all physio- 
therapic institutions; (3) schools for functional restoration 
should be placed under the single control of the Service 
de Sant6; (4) schools for professional re-education should 
be directed by a committee representing ( d ) medical men, 
(£) employers, (<j) skilled workmen, ( d) labour unions. 

A paper was read by Captain C. McClure describing the 
treatment given at the Canadian Hospital at Ramsgate, and 
another on Les Appareils. de Proth&se was sent in by MM. 
Rieffel and Gourdan. 

Section II .—In this section, presided over by Dr. Bourlllon, 
the director of the well-known Institut National Profes- 
sionnel des Invalides de la Guerre at St. Maurice, there 
* was much discussion as to whether the doctor or the in¬ 
structor should have more authority over the disabled. The 
opinion was expressed that doctors should direct the in¬ 
dustrial work and teachers should execute it. A Portuguese 
delegate opposed this idea on the ground that, generally 
speaking, doctors were not sufficiently trained to carry out 
the education of the maimed, but should limit themselves to 
advising what kind of work they could do. Mistakes had 
been made, and men had been obliged to change their 
occupation. In view of the fact that overcrowding in one 
trade in certain localities may occur, as at Bordeaux, where 
the majority of the disabled have chosen commercial occupa¬ 
tion, an inquiry was advised as to the losses sustained 
through the war in each trade, so that an equilibrium may 
be maintained in filling the gaps. Men wishing to take up 
a non-manual occupation should be examined as to capacity. 
It was also pointed out that there was a wide field for train¬ 
ing men in the mechanism and working of agricultural 
motor tractors, which can be used all the year round in the 
French and Belgian villages for different purposes. The 
establishment of a permanent inter-Allied committee to keep 
in touch with and disseminate news of the work done for the 
disabled in all the Allied countries was voted for in this 
as well as in several other sections. 

Section III. —This section, under Senator B6renger and 
Sir Thomas Barclay, discussed the placing of the disabled in 
civil life. Here, again, the different conditions obtaining 
in England and France gave this problem rather a personal 
flavour. The creation last year of POffice National des 
Mutil6s et Reform^ de la Guerre, under the joint direction 
of the Ministries of Labour, War, and Interior, does not 
seem to have smoothed out all difficulties, since one 
of the changes most ardently demanded in this sec¬ 
tion was unification of the employment bureaux for 
agriculture, industry, and commerce, the same bureau 
to serve both for disabled and valid men. Even though 


France, having had a greater number of men first in the 
field, and consequently a greater number of casualties, has 
felt the pressure of this problem before England, the opinion 
of the section seemed to be that it had been more carefully 
thought out in England. Lord Charnwood explained the 
English expedient of the creation of a Ministry of Pensions 
to solve this difficulty instead of leaving it to be shunted 
about between three Ministries as in France. Another point 
commended by the French members of this section was the 
creation by the Ministry of Labour at the request of the 
Ministry of Pensions of joint committees of masters and 
men to settle such questions as rates of pay for the disabled. 
Lord Charnwood also explained that local organisations 
under the Ministry of Pensions have been constituted to 
deal with all the various requirements now occupying the 
attention of this section. One of the duties of these local com¬ 
mittees in the neighbourhood of a hospital is to get in touch 
with the men before they are discharged and do everything 
possible in the way of interest and influence to help them 
to make the best of their lives The French members, who 
are keenly alive to the difficulty of dealing with men whose 
mental outlook has been affected either by their sufferings 
or by the enervating conditions of hospital life, were 
particularly appreciative on this point. 

Section IV. —This section was concerned with the economic 
and social interests of the disabled. Among the papers read 
and discussed was one by the President of the Section, 
General Malleterre, who advocated the reorganisation of the 
Hotel des Invalides for the reception of a number of war 
pensioners incapable of earning their living. The report 
prepared by Major Robert Mitchell pointed out the results of 
the system recently adopted in England—that the ultimate 
decision as to his future was left to the man himself; that 
instruction was given according to the needs of the different 
localities ; that institutional workshops had been created 
specially for men incapable of competing with valid men, &c. 
The section voted for the creation in the other Allied countries 
of such special workshops as those existing in England. 

Section V. —This section met to disouss the difficulties of 
the blind, the deaf, and the nerve cases. Under the 
presidency of M. Brieux, of the Acad6mie Fnw^aise, several 
interesting votes were taken after discussing papers by 
Dr. F. Ghavanne de Lyon, M6decin-Major Jean Camus, 
M6decin-Major Roussy, and others. Among the measures 
voted for were those concerning the pre-re-education, 
the re-education, and the return home of the blind soldier. 
As far as possible it is proposed to carry out the treatment of 
the blind on the lines first laid down by Saint Louis when he 
founded the Hospice des Quinze-Vingts and allowed his 
blind beggars to live there with their families. Husbands 
and wives are not to be separated, but lodgings are to be 
found for them near their work. 

Section VI —The work of this section was concerned with 
the documentation and propaganda of matters relating to the 
disabled. Here, too, a vote was given for the formation of 
a permanent Central Inter-Ally Committee to hold all docu¬ 
ments and information as to steps taken in different 
countries at the disposal of inquirers. The greatest interest 
was shown by the President of the section, M. Honnerat, and 
the other members in the accounts of English methods of 
dealing with the return of the disabled soldier to civil life, 
and especially the liberal financial provisions for men under¬ 
going training and treatment, given by Sir Arthur Griffith- 
Boscawen and Sir Charles Nicholson, who had concisely 
detailed the measures taken by the Government in the ques¬ 
tions of pensions, re-education, &c. The published report 
made by Sir Alfred Keogh, and included in the brochure of 
the collected reports which had formed the basis of the dis¬ 
cussions, was studied by the members of all sections. The 
following resolutions were passed at the last meeting of the 
section:— 

1. That since the question of the disabled as to pensions, professional 
re-education, placing, and social protection is common to all the 
countries of the Entente, and that it is to the interest of each of 
these countries to seek a solution that will be the logical result of the 
experience gained; that since this result can only be obtained by 
the organisation of an inter-allied bureau of documentation in the 
matter; that while waiting for the creation of such bureau through 
the cooperation of the Governments interested, the Direction of the 
General Statistic Department of France be at once charged to gather 
such documents with a view to publishing and communicating to Allied 
countries such details on each question as may be asked. 

2. (vt) That an active and coordinated propaganda should be organised 
in each of the Allied countries by tracts, addresses, lantern 
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lectures, meetings. Ac. : (1) To make known in all parts of the 
country the resolutions adopted by the Inter-AUled Conference; 
(2) to make the disabled understand the reasons that determined 
these resolutions, as well as the advantages to be gained for 
them and for the country; and (3) to combat opi>o8ition tendencies 
and open or secret opposition propaganda. (Zf) That in order to 
facilitate professional re-education (1) the authorities undertake 
the expense of this re-education as well as the maintenance of 
the disabled man and of his family during the course ; (2) that a 
special propaganda should be carried out among the doctors a d nurses 
of hospitals as well as in the institutions for re-education with a view 
to accentuate their effort to persuade the disabled to tit himself for 
work according to the resolutions of the committee with due attention 
to the normal outlets in each region. ( C) That a permanent inter-Allied 
committee should be instituted to maintain the bonds that have been 
created by the Conference between the institutions and the people who 
have shared in the work and prepared the ulterior meetings. 

Exhibition .—Not the least interesting part of the Confer¬ 
ence was the exhibition arranged in the galleries of the 
Grand Palais showing (1) charts, statistics and photographs 
of the different institutions for the disabled ; (2) artificial 
limbs used in re-educdtion, arms and hands for work purposes, 
instruments and tools adapted for use by the disabled; (3) 
inventions, games, modifications of tools and ingenious 
methods of relieving the helplessness caused by the loss of 
limbs. All the exhibits belonging to the French Army 
Medical Service or the institutions under its control are to be 
removed to the permanent war medical and surgical museum 
now installed in the Val-de-Grace, and the manufacturers of 
the different prothesis appliances are to be asked to add 
where possible specimens of their work. 

The proceedings of the Conference were varied by the 
visits of inspection paid by the members to the 6cole 
d’Agriculture at Grignon, to the £cole Nationale de Reeduca¬ 
tion at St. Maurice, and to the Belgian School for the disabled 
at Port Villez. 

From the English point of view the great value of the 
Conference was confirmatory. Where methods sometimes 
differed slightly it was seen that each country was moving 
largely along the same lines only varied by local conditions. 
Many phases of the English problem differ from the French 
owing to the fact that the agricultural question is so much 
more important in France, where 40 per cent, of the men 
mobilised and 37*5 per cent, of the disabled belonged to the 
agricultural class. 

While the Frenoh system of keeping the disabled under 
military authority until a complete cure is effected does 
away with the difficulty of after-treatment, in the matter 
of professional training they have to cope with the same 
difficulties. 

Many of the discussions that took place were more or less 
of a domestic character, but the Portuguese, Serbian, 
Russian, Italian, and British members of the Congress 
listened to the Belgian and French problems with an 
interest which was, as M. L£on Bourgeois expressed it in 
his opening speech, a sign of “solidarity morale” among 
the Allies. _ 


The United States and Medical Organisation 
for the War. 

Hospital Staffs .—The Hospital Committee of the Council 
of National Defence has recommended general hospitals 
throughout the country, having a capacity of 100 beds or 
over, to reorganise their staffs in order to allow every avail¬ 
able man to join the Medical Reserve Corps of the Army 
and Navy. The men selected to remain with their home 
hospitals will wear a badge to indicate that they are perform¬ 
ing indispensable home service. The suggestion has been 
made to draw up a list of all available hospital accommoda¬ 
tion at convenient points along the Atlantic and Pacific 
coasts and of special facilities for the treatment of 
neurological, orthopaedic, and shell-shock cases. 

Hospital Units for France .—Six base hospital units have 
been organised and notified to hold themselves in readiness 
to be sent to France within the next few weeks. They will 
be in charge of Dr. G. E. Brewer. Dr. George W. Crile, 
Dr. Harvey Cushing, Dr. Richard H. Hart, Dr. Frederick 
Besley, and Dr. Frederick T. Murphy. American surgeons 
for service with the Army in France will go as members of 
the medical corps of the United States Army. Each 
hospital unit consists of 23 medical men, 2 dentists, 
65 nurses, and 150 enlisted men of the medical department. 
In addition to these units, which are each capable of 
attending to 500 men, the statement is again made that 
1000 American surgeons are ready to pat themselves at the 
disposal of the Allies in Europe. 


The Supply of Medioal Men .—As in this country, the 
question of emergency alterations in the medical curricnlom 
is being considered. At a recent meeting of the General 
Medical Board of the Council of National Defence the 
question of keeping the medical schools of the country in 
continuous operation was discussed, and the State Boards of 
Medical Registration were asked to consider the recognition 
of the “ continuous teaching plan ” as an equivalent of the 
usual four-year course, as well as the recognition of various 
forms of substitute work. 


The Exchange of Invalid Prisoners of War. 

A certain number of prisoners of war, both British and 
German, have been repatriated from their internment in 
Switzerland, but a good deal of disappointment is felt in 
this country that the number has been so small. Mr. Hume- 
Williams, whose question in the House of Commons gave 
expression to this feeling, evoked the reply from Mr. 
J. F. Hope, the representative of the War Prisoners 
Department, that the qualification for exchange from 
internment in Switzerland is the same standard of physical 
disability as that demanded in the case of men repat¬ 
riated direct from prisoners’ camps. This standard, as 
we saw in The Lancet of April 29th and June 10th, 1916, 
is a high one, although it is not so high for men in the ranks 
as for officers. The loss of a limb in an officer, whether 
commissioned or’non-commissioned, renders the prisoner 
eligible only for internment in Switzerland, whereas privates 
similarly mutilated are repatriated. Mr. Hope thought it 
unlikely that many of our interned men will qualify for 
repatriation under the present rnles. As this would involve 
a considerable increase in disability, we can hardly wish 
them to do so. _ 


The Treatment of Men Discharged from the 
Army on Account of Neurasthenia. 

Provision is being made for the institutional treatment of 
men discharged from the Army on account of neurasthenia, 
shell shock, and allied nervous conditions, at a branch 
hospital attached to the Hospital for Epilepsy and Paralysis, 
Maida Vale. This hospital was founded 50 years ago for 
the treatment of a class of patient whose needs up to the 
present time have not been recognised by the State, and 
has accepted the responsibility for the treatment of func¬ 
tional nervous disorders arising in civil and industrial 
life. Since 1896 an attempt has been made with some 
success to act as third party between employer and 
employee under the Workmen’s Compensation Acts. Light 
employment is the great desideratum for these cases, bat 
in industrial life there is great difficulty in finding the 
suitable milieu to enable them to become fit or hardened 
before returning to employment. In the Army this need has 
been met by the institution of Command Depots. A man 
broken by strain is more likely to break down when subjected 
to similar strain than when put to a changed mode of life, 
and experience has shown that cases of nervous breakdown 
previously engaged in professional or clerical work do well 
when sent to sea or on taking up farm work. The exigencies 
of the Service do not permit of such consideration of the 
individual being given prior to discharge, and hence invalid¬ 
ing is a necessary stage in the recovery of the neurasthenic. 
This has been recognised in the recent Military Service 
Revision Act, which excludes from its operation men suffering* 
from functional nervous disorders. These pensioners never¬ 
theless require an environment suitable for the restora¬ 
tion of their mental powers, which demands suitable 
oversight and stimulating interests. A careful study has 
to be made of the previous life, interests, and 
ability of the patient, as well as of the stock from 
which he came. At “ Highfield,” Golder’s Green, the new 
branch of the Maida Vale Hospital, only selected cases of 
patients suffering from functional nervous disorders are to 
be admitted. The institution occupies the buildings of & 
former well-known girls’ school, and contains accommoda¬ 
tion for 150 persons, including 35 single-bed wards. A 
gymnasium is provided, surrounded by large well-wooded 
grounds. The facilities offered include: (1) Isolation beds with 
provision for local and general massage, and the application 
of modern electro-therapeutic treatment; (2) a gymnasium 
equipped for physical drill and Swedish exercises ; (3) a 
range of workshops ; (4) organised games with instmetors ; 
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(5) personal contact with a trained staff ; (6) an employment 
bureau and after-care in conjunction with the Local Pension 
Committee. Generous terms have been granted by the 
Ministry of Pensions, so that all who enter the hospital 
will receive a pension, while the wives and children of 
married men draw separation allowance. 

The Naval Hospital, Truro, has received the 
sum of £50, being a portion of $500,000 recently raised by 
means of a bazaar at Chicago. 

The President of the French Republic has 

appointed Surgeon J. D. Milligan, R.N., to be a Chevalier 
of the Legion of Honour. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 
8urgeon-General William H. Norman, C.B., hat been appointed 
to succeed Surgeon-General Sir Arthur W. May, K.C.B., as Director- 
General of the Medical Department of the Navy from June 1st, 1917, 
And has b*en granted the relative rank of Vice-Admiral. 

Surgeons to be Staff Surgeons : H. P. Briggs, M. P. Fitzgerald, A. G. 
Malcolm, H. C. Devas. 

To be tempora y surgeons: M. McKerrow, R. N. B. McCord, S. L. 
Higgs, and A. J. Muir head. 

Tne following appointment? have been notified:-Fleet-Surgeons : 
R. M. Richards to Powerful: R. F. Clark to Vivid ; and C. J. E. Cock 
to Suffolk. Staff Surgeons: D. H. C. Given and R. M. Riggall to 
Donegal and Hearty respectively. Surgeon: P. B. Wallis to Portland 
Hospital. Temporary Surgeons: A. P. Barrett, F. G. Lloyd, and 
K. H. McMillan to Victory ; K. N. B. McCord to Haslar Hospital; 
M. McKerrow to Chatham Hospital. 

ARMY MEDICAL SERVICE. 

Lieut.-0ol. O. H. H iwklna to be temporary Colonel whilst holding 
the appointment of Assistant Director of Medical Services. 

Lieut.-Col. A. L. A. Webb, C.M.G., to be an Assistant Director- 
General (temporary). _ 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. H. J. Hargrave, Suffolk Regiment (T.F.), to be temporary 
LJeutenant-Colouel. 

To be acting Lieutenant-Colonels whilst in command of a Field 
Ambulance: Majors: E. E. Powell, EL W. Russell, and A. W. Gibson. 
Captains: T. J. Mitchell, J. W. L. Scott, and G. P. T*ylor. 

To be acting Lieutenant-Colonels whilst In command of a General 
Hospital: Majors J. G. Foster, J. F. Whelan, and Capt. O. H. H. 
Milner (T.F.). 

The undermentioned are granted temporary rank: As Lieutenant- 
Colonel: B. H. Taylor, A. R. Parsons. As Major: W. A. Winter, 
R. C. B. Maunsell, K. B. L. G. Gunn. As Captain: W. Boxwell, C. B. 
Boyce, F. H. Me J. C. Crawley, E. J. M. Watson. 

Temporary Majors to be temporary Lieuten&nt-Coloucls whilst 
■employed at hospitals as state i : H. W. Bruce. Southwark Military 
Hospital; J. H. Brooks, Mile End Hospital; W. D. Buncombe, City of 
London War Hospital; W. Scatterty, Keighley War Hospital; F. S. 
Too good, Lewisham Military Hospital. 

Temp. Hon. Capt. M. Gamble to be teraoorary honorary Lieutenant- 
Colonel whilst serving with Withington War Hospital. 

Major (Brevet Lieut.-Col.) H. J. Crosaley to be acting Lieutenant- 
Colonel whil-t in command of a Stationary Hospital. 

Captains, R.A.M.C. (T.F.), to be temporary Majors: L. G. Parsons, 
G. P. Mills. 

Capt. B. Biggar is seconded for service with Egyptian Army. 

To be temporary Majors: W. A. Brend, F. L. Collie, J. Kerr, W. D. 
Knocker, Temp. Capt. H. F. Woolfenden, and W. B. N. Dunn (whilst 
-employed at the Horton (County of London) War Hospital). 

To be temporary Captains: Temp. Lieut. P. C. E. d'B. Wheeler and 
Temp. Lieut. G. de B. Turtle. 

To be temporary Honorary Lieutenant: C. E. Fearn. 

To be Lieutenants : V. T. Borthwick Yule and A. G. Lumsden (from 
Aberdeen University Contingent, O.T.C.), R. Lloyd-Jones and W. 
Christopher. 

Qfflcers relinquishing their commissions: Cant. T. B. Roberts (on 
account of ill-bealth caused by wounds; granted the honorary rank 
•of Captain) and Trnnp. Lieut. D. E. H. Cleveland. 

The undermentioned officers of the Canadian Army Medical Corps 
are appointed as follows:—Col. H. A. Bruce is seconded for service with 
the British Medical Services as a Consultant Surgeon. 

To be temporary Colonels: Temp. Col. G. E. Beauchamp, Temp. 
Lt.-Col. H. A. Cni8holm. D S.O., and Temp. Lt.-Col. H. A. Bruce. 

To be temporary Lieutenant-Colonels : Temp. Maj. W. T. Connell, 
Temp. Maj. J. R. Spires, Temp. Lt.-Col. K. D. Panton, Temp. Maj. 
C. H. Reason (while specially employed). 

To be temporary Majors: Temp. Capt. J. N. Gunn, Temp. Maj. G. E 
Gillies, and Capt. T. H. McKillip, D.S.O. 

Temporary Captains to be temporary Majors: G. E. Kidd, S. M. 
Poison, W. H. Ballantyne, J. P. Quigley, G. A. Platt. W. F. Nicholson, 
and N. J. Barton. 

G. W. Badgerow to be temporary Honorary Major. 

To be temoorary Captains: C. A. Yates. J. W. Begg. Temp. Capt. 
F. H. H. Mewburn. P. X. O’Connor, G. E. Mlllette, C. G. Main, A. D. 
Campbell, C. R. Wallace, Temp. Lieut. R. H. Bonnycastle, Temp. Lieut. 
B. V. Frederick, and Temp. Lieut G. S. Gordon. 

To be temporary Lieutenants: C. A. Brisco, B. E. Scstt, C. M. Kelller, 
R. B. Martin, M. E. Gorman, H. W. Whytock, D. A. Murray, H. 
McKinnon. W. J. Bell, A. B. Mann, and L. D. Orr. 

Temp. Maj. J. N. Roy resigns his temporary commission. 

The undermentioned officers of the Canadian Army Dental Corps 
are appointed as follows: Temporary Captains to be temporary 


Majors: J. E. Holmes, W. J. Bentley, W. R. Greene, A. E. Mullin, 
G. N. Briggs, L. N. Trudeau, G. H, A. Stevenson, J. F. Blair, G. S. 
Cameron, C. E. Brown, and O. A. Elliott. 

To be temporary Captain : L. R. Dufresne. 

To be temporary Lieutenants: A. C. Steele, J. W. McDonald, and 
A. G. Lough. 

SPECIAL RESERVE OF OFFICERS. 

Lieutenants to be Captains: G. H. Barry, C. P. L. Carrier, F. G. L. 
Dawson. R. R. Scott, M. C. Cooper, D. H. Anthony, J. J. Murphy, and 
A. G. Harsant. 

To be Lieutenants: D. C. Beaumont, C. V. Pink, H. W. Letfham, 
W. G. Woolrich, J. E. Carpenter, E. B. Andre*e, A. G. E. Wilcock, 
J. B. S. Lewis, and T. Hawke McLeod (from the University of London 
Contingent O. T.C.), C. C. Chesfcerman (from Bristol University Con¬ 
tingent O.T.C.), and J. C. Collins. 

TERRITORIAL FORCE. 

Captain J. D. Allen, from Territorial Force Reserve, to be Captain. 

Major D. L. Fisher to be acting Lieutenant-Colonel whilst command¬ 
ing a Field Ambulance. 

Major D. W. Patterson to be acting Lieutenant-Colonel whilst hold¬ 
ing the appointment of Administrator. 

Captain W. T. Harkness to be acting Major whilst holding the 
appointment of Registrar. 

The undermentioned Lieutenants to be Captains -. A. C. Beaooby and 
M. Wilson. 

To be Lieutenant: J. H. Churchill (from Territorial Force Reserve). 

VOLUNTEER FORCE. 

H. Chadwick, 11th Battalion, Lancashire Volunteer Regiment, to be 
temporary Captain and Medical Officer. 

NEW MEDICAL LEGISLATION IN SOUTH 
AFRICA. 

A South Africa Correspondent writes as follows: The 
Union Government has introduced a Medical, Dentistry, 
and Pharmacy Laws Consolidation Bill into the South 
African Parliament, and at the time of writing it has passed 
a second reading in the Senate and been referred to a 
Select Committee of that House. The Bill was introduced 
into the Senate by the Minister of the Interior (Sir Thomas 
Watt), who moved its second reading on March 19th. The 
Bill is styled a Bill for the purpose of consolidating and 
amending the laws in force in the Union relating to 
medical practitioners, dentists, chemists and druggists, 
midwives, and trained nurses; the keeping and sale of 

S oisons; the importation, sale, and use of habit-forming 
rugs; and other matters relating thereto. It was 
introduced first in the Senate, and not, as is usual, in the 
House of Assembly. Sir Thomas Watt said that the Bill 
was intended to protect the public and the profession against 
improperly qualified practitioners, and also to apply the prin¬ 
ciple of reciprocity as between the Union of South Africa and 
other countries granting medical degrees and, of course, 
recognising the medical diplomas granted by British univer¬ 
sities. There was nothing in the Bill to prevent storekeepers 
in South Africa from selling sheep dips or even patent medi¬ 
cines, provided that there was no chemist within five miles. 
Any storekeeper could, of course,^ell patent medicines that 
did not contain poison. The farmers’ cooperative societies 
would be allowed to sell certain poisons to their members. 
Dealing with novel features of the Bill, Sir Thomas Watt 
said that a new principle had been introduced, to the effect 
that the seller of poisons must add a leaflet showing 
the antidotes to such poisons should they be taken in 
mistake. Restrictions were placed by the Bill on the 
sale of drugs producing evil habits. A difficulty had 
arisen in dealing with “dagga” smoking amongst the 
natives, as the herb grew wild in many parts of the Union. 
One subject dealt with in the Bill was the grievance that 
some medioal practitioners who could practise in the Orange 
Free State and the Transvaal were debarred from doing so 
in the Cape and Natal, owing to the absence of reciprocity 
respecting foreign diplomas and degrees. The South African 
Union was making arrangements for a three-year medioal 
course, and in due time, the Minister said, they would have 
a full medical course in South Africa. At present the course 
had to be completed elsewhere. The registration fee for a 
medical practitioner, £25, was rather high, but the wish was 
to make the Medical Council self-supporting. A pharmacist 
would pay £12 10*. Sir John Fraser thought that the 
Government should schedule in the Bill foreign diplomas 
which would not be accepted. Sir Meiring Beck, replying 
to the suggestion of scheduling, said that medical schools 
were changing every day. They could not, therefore, adopt 
a cast-iron system, but must adapt themselves to change of 
circumstances. He pointed out that the Medical Council 
of Great Britain, which had worked smoothly for many years, 
was constituted exactly as that proposed in the Bill. 


Dr. E. Graham Little has been elected by his 
fellow graduates in medicine and surgery of the University 
of London to fill his fourth term of office (1917-1921) as 
their representative on the Senate of the University. 
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Corns panfrmt. 

"Audi alteram partem.” 

THE TREATMENT OF AMCEBIC 
DYSENTERY. 

To the Editor of Thb Lancbt. 

Sir, —In your issue of July 29th, 1916, you published a 
note by me on Treatment of Carriers of Amoebic Dysentery, 
in which I gave reason for supposing that the double iodide 
of emetine and bismuth would be useful in such cases, and 
recorded some preliminary results obtained by those who 
were giving the suggestion a clinical trial. Since then 
several reports have been published on the action of this 
compound, and these have, on the whole, so strengthened 
the preliminary impression formed of its probable value that 
its use, at any rate in the immediate future, seems likely to 
be extensive. 

My own connexion with the matter has been slight, but I 
appear to be primarily responsible for a historical in¬ 
justice, the rectification of which is my object in writing 
to you now. My note of July, 1916, referred to a paper 
published in 1915 by Du Mez, in which the double iodides 
of emetine with bismuth and with mercury were described, 
and their use suggested to ensure the passage of emetine 
through the stomach and its gradual liberation in the 
intestine. I was at that time quite unaware of the 
fact, which Da Mez also had evidently overlooked, 
that a compound of this kind had been prepared as 
long ago as 1891 by the late Major Warden, I.M.S., 
and an account of its use in the treatment of dysentery 
published in the same year by Surgeon-Captain Tull Walsh, 
I.M.S. (now Lieutenant-Colonel, retired) in the Indian Medical 
Gazette (vol. xxvi., p. 269, 1891). The “ emetine ” of those 
days was an impure mixture of the alkaloids of ipecacuanha, 
and the differentiation of amoebic from bacillary dysentery 
was then still a matter of dispute. But by careful clinical 
observation of cases of “acate dysentery” Captain Walsh 
established two points : firstly, that the curative effect of 
ipecacuanha in dysentery was due to its alkaloids (the 
“emetine” of that date), the drug being inert when freed 
from these completely; and, secondly, that the “ emetine” 
could be effectively administered for this purpose by the 
mouth in the form of its double iodide with mercury. In 
the one case he clearly anticipated the discoveries made 
20 years later by Yedder and by Rogers, though the inter¬ 
vening development of chemical and protozoological know¬ 
ledge gave a greater precision to their observations ; in the 
other case he even more definitely anticipated, by a quarter 
of a century, what we have been regarding as a recent 
development of the emetine treatment. 

I need hardly point out that this acknowledgment affects 
only my own small and secondary share in the introduction 
of emetine bismuthous iodide into practice, and in no degree 
affects the credit due to those whose patience and skill, 
whether in ward or laboratory, have demonstrated the value 
of this compound in conditions which the hypodermic method 
often fails to cure. Their work has, of course, been largely 
concerned with infections which the methods of 1891 could 
not have detected at all. 

I should add that Colonel Walsh has had no part in this 
attempt of mine to repair the injustice of failing to mention 
his observation of so many years ago. I wrote to him when 
I discovered it; and, in a letter of most kindly encourage¬ 
ment which he sends me in reply, he expresses his own 
attitude as follows : “ So long as good work is done I do not 
care who does it.” 1 am, Sir, yours faithfully. 

May 7th, 1916. _ H. H. DALE. 

BLACKENING OF TETANUS CULTURES. 

To the Editor of Thb Lanobt. 

Sir, —In your issue of May 5th Mr. R. S. Adamson and 
Mr. D. W. Cutler in their paper, entitled “Note on a 
Bacillus resembling B. tetani ,” quote my statement that 
B. tetani produces blackening in meat medium. I should be 
glad if you would allow me the courtesy of your columns to 
correct this statement which is an error on my part. The 
tetanus culture which I described was later found to 


be contaminated with a proteolytic organism. At the 
time of writing, although I was alive to the difficulty of 
obtaining anaerobes in pure culture from wound materia]., I 
was not prepared to find that the same difficulty would arise 
in dealing with laboratory tetanus cultures of long standing. 
The reactions of this impure culture agreed with the account 
of B. tetani given by v. Hibler and with that of v. Lingels- 
heim in Kolle and Wassermann’s edition of 1912 I am 
engaged in investigating various tetanus cultures, with 
results which will be published in due course. I am not 
at present quite prepared to state what the cultural reactions 
of a pure tetanus culture are, but I have found that tetanus 
cultures, when freed from this foreign proteolytic organism, 
do not cause blackening of the meat medium. 

I am, Sir, yours faithfully, 

Muriel Robertson. 

Lister Institute of Preventive Medicine, Chelsea, S.W.. 

May 9th. 1917. 


WHOLE-TIME APPOINTMENTS AND THE 
POSITION OF TEMPORARY MEDICAL 
OFFICERS IN THE NAVY OR ARMY. 

To the Editor of Thb Lanobt. 

Sir, —Since August, 1914, a number of vacancies caused 
by death or resignation has occurred in the Public Health 
Service. At many places temporary appointments only 
have been made, and the posts are to be advertised and duly 
filled up permanently when this great war is at an end and 
competition will be unrestricted. 

However, some whole-time places have been permanently 
filled by men “on the spot.” Is this fair or just to those 
who have joined up to serve our King and country and so 
have no chance of competing for these posts ? 

There is no credit attached to men who obtain places 
for which probably they would have had no selection if 
pre-war conditions existed, and they had had to range 
themselves against men better qualified for important work 
than these interlopers are. 

I hold strongly that the Local Government Board ought 
not to penalise patriotism by approving any appointments in 
the public health or school medical or Poor-law medical 
services except temporarily and only for the duration of the 
war. I have reason to know that this neglect of their 
interests is giving rise in certain instances to considerable 
dissatisfaction amongst medical men serving abroad. 

I am, Sir, yours faithfully, 

May 7th, 1917. “ FAIR PLAY. ” 


gtrincal Sefos. 


Royal Colleges of Physicians of London and 
Surgeons of England. —At a meeting of Comitia of the 
Royal College of Physicians of London on ApriJ 26th and of 
the Council of the Royal College of 8urgeons of England on 
May 10th, diplomas oi L.R.C.P. and MJR.C.S. were respec¬ 
tively conferred upon 103 candidates—93 men and 10 women— 
who have passed the Final Examination of the Conjoint 
Examining Board and have complied with the by-laws of each 
College. The following are the names and medical schools 
of the successful candidates 

Gustave Adler, London ; Ewart Gordon Anderson, New Zealand and 
London*; Eric Burn Andreae, Otago and London ; Philip 
Ardern Ashcroft, Manchester; Brie Victor Beale, Cambridge and 
London; Douglas Charles Beaumont, Cambridge and London; 
Wilfrid Thomas Beswick, Cambridge and St. Thomas's; Alethea 
Josephine Bolton, Birmingham ; Alfred Octavius Bolton, 
St. Bartholomew's; Alfred Henry Boon, Chicago: Marian 
Noel Bostock, St. George's and Royal Free; Ernest William 
Bowell, Guy’s ; James Bassett Brash, Cambridge and St. 
Bartholomew’s; Israel Braun, St. Bartholomew’s; Edward Daven¬ 
port Brostor, Cambridge and University College ; Donald 
Cameron. St. Bartholomew’s; Oliver St. Leger Campion. Guv’S; 
James Edwin Carpenter, London; Kathleen Lydia Cass, Man¬ 
chester ; Harold Chadwick, Cambridge, St. Bartholomew’s, and 
Manchester; Clement Clapton Chesterman, Bristol: Henry Joseph 
Constantine Churchill, St. Bartholomew’s ; Stella Churchill, Royal 
Free; Antonio Mario Clement, St. Thomas’s; Geoffrey Francis 
Cobb, St. Bartholomew’s; Joseph Clinton Collins, London ; Rupert 
Shelton Corbett, Cambridge and St. Bartholomew’s; Ralph Coyte, 
St. Bartholomew’s; William Cramer. Edinburgh and University 
College ; Thomas Morley Cunnlngton, University College ; 
Peter Gerald Stevenson Davis, St. Thomas's; Howard I>xster 
Douglas, London; Frances Jane Du Pr^, Manchester and 
Charing Cross; John Rosslyn Earp, Cambridge and University 
College; Mahmoud Brian, Cairo and St. Bartholomew’s; 
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James Fair brother, Cambridge and London; Robert French, Cam¬ 
bridge and St. Bartholomew's; Philip Edward Francis Frossard, 
London; Hugh Gainsborough, Cambridge and St. George's; 
Lawrence Gill, Guy's; Henry Gluckman, London ; Edward Fran' is 
Strathearn Gordon, Cambridge and St. Bartholomew’s; Mendel 
Gourevitcb, Paris and London; Grace Mary Gulston Griffith, 
University College, Cardiff, and Leeds; Leslie Briggs Hartley, 
Cambridge and St. Thomas's; Frederick John Harvey, Birming¬ 
ham ; Lily Fanny Harwood. Royal Free; Sydney Limbrey Higgs, 
Cambridge and St. Bartholomew's; Harold Wheweil Hogarth 
Holmes, Cambridge and St. Thomas’s ; Cawas Hoini, Bombay and 
Middlesex; Joseph Christopher Campbell Howe and George 
Raymond Hubbard, Guy’s; Oscar Hyara Hymin, St. Thomas's; 
Karam Chand Jaioka, Leeds and Bristol ; Loiza Elwell 
Johns* on, American Medical Missionary College; David 
Bruce Stewart Jones, f haring Cross; David Joseph Heritage 
Jones, St. Mary’s; John Isaie Keen, Charing Cross; James Douglas 
Kenyon, Manchester; Hugh William L^a’ham, Cambridge and 9t. 
Thomas’s; Harol-i Warburton Lewis, Middlesex; John Biddulph 
Strafford Lewis, Cambridge and St. George's; Isaac Jacob Lipkln, 
Liverpool ; Bvan Edwards Llewellyn, Cambridge and St. Bartholo¬ 
mew's; Leslie Grantham Lutinoa, Middlesex; Thomas Hawks 
McLeod, 8 t. George's; Arthur Neil McMillan, Middlesex; 
William Marriott, St. Thomas’s; John Aston Martin, Cam- 
■bridge and Guy's ; Harold George Victor Mence, Birmingham; 
Frederick Maurice Mo ely, Cambridge and London; Chris¬ 
topher Kllvinton Mowll, London; William Wateon Newton, 
Birmingham; Arthur Leslie Packham, Middlesex; Alexander 
Bdwara Patrick Parker, Westminster; Andrew Harman 
Pearce, Cambridge and St. Thomas’s; Cyril Valentine Pink, St. 
Thomas’s; William Irving Fitzgerald Powell, London; Henry 
Norman Pritchett, Guy's ; Walter Murad Abdul Rtlman, Uni¬ 
versity Col'ege; Ronald Brie Rampling, St. Thomas’s; David 
William Ryder Richardson, Cambridge and London ; Ralph Leslie 
Robinson and Arthur Rose Innes, University College; John 
Rowland, St. Thomas’s; John Douglas Rutherford, Cambridge and 
-St. Bartholomew’s; James Jules Avit Scott. Birmingham ; Norman 
Fairbanks Smith, Oxford and £t. Bartholomew's; Eric Dickens 
Bpackman, Csmbridge and St. Baith lomew’s ; Meredith Blake 
Robson Swan, Cambridge and King’s College ; Ellen 8 ylk. Royal 
F»ee; Ronald Henry Tasker, Bristol; John Percy Reginald Tenne- 
koon, Ceylon Medical College and London; Lewis Henry Douglas 
Thornton, Cambridge and Middlesex ; Frederick FltzGeraldTisdall, 
Toronto; William James Walters. Cambridge and Guy’s; Francis 
Eaton Gordon Watson, St. Bartholomew’s; Winifred Hannah Wells, 
Sheffield; William Harold White, St. Thomas’s; John Prichard 
Williams, University College Cardiff and Westm'nster; James 
Harry Wiseman. Sheffield and London ; Leonard Heat ley Woods, 
St. Bartholomew’s; and William G ant Woolrlcb, Cambridge and 
St. Thomas’s. 

The Licence In Dental Surgery was also conferrel upon Mr. Percy 
King, Guy's Hospital, who has passed the requisite examinations and 
complied with the by-laws. 

Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England. —As the resalt of the Final Examination, held from 
April 10th to 27th, the following candidates were approved 
in the undermentioned subjects, but have not yet completed 
the examination :— 

Medicine. —A. L Abel, University College; K. A. Anklesaria. Bombay 
and London; H. C. Apperly, Middlesex; B. B. Ash, Birmingham ; 
Ruth Balfour, Royal Free; N. A. H. Barlow, Guy’s; G. Bourne, 
St. Bartholomew’s; F. Cameron, Charing Cross: H. Carpenter, 
University College; O. C. Carter, London ; Annie Clark, Sheffield ; 
Ruth Bden Conway, Manchester ; A. J. Cope'and. Glasgow and St. 
Bartholomew’s; H. Das, University College; W. L. de Silva, 
Liverpool; Phyllis Declma Dixon, Royal Free; H. B. Dodwell, 
Cambridge and University College; (Constance Maude Edwards, 
Liverpool; M. Edwards, St. Thomas’s; W. Eldlrow, London; 
8 . Ghosh. Royal Free; Alice Mary Ley Greaves, Royal 
Free; B. G. Harris, London; A. H. Hilmy, St. Thomas’s ; C. V. 
Isard, Si. Thomas’s; N. R. Jenkins, Westminster; D. J. A. 
Lewis, London; A. G. F. McArthur, Cambridge and 8 t. 
Thomas’s; Ruby Eva McBIrn'e, Liverpool; J. G. McCann, 
■St. Thomas’s; D. G. Macpherson, Univorsfty College; Ethel 
Mary Mathews, Sheffield; P. N. Menon, University College; 
R. S. Millar and H. Mlllett. Guy’s; B. W. Mottau, 
University College; Annie Shortridge Mules, Royal Free; 
F. C. OdUng, Cambridge and St. Thomas’s; S. W. Page, St. Ba~- 
tholomew’s; A. V. Pegge, Cambridge and Si. Bartholomew’s; W. E. 
Powell, Charing Crots; S. H. de G. Pritchard, London; H. 
Ratnsrajah, St. Mary's; F. N. Reynolds, St. Thomas’s; S. 
Rlddlough, Cambridge; Sophie Sarah Rosenberg, Royal Free; 
Helen Roth, Birmingham; H. Rowan, University College; J. P. 
Ryan. 81 . Thomas's; S. Sacks, London ; Eleanor May Scarborough, 
Royal Free; K. L. Singer, Middlesex ; B. L. Skaggs and P. A. 
Smuts, St. Bartholomew's; R. C. W. Staley, Guy’s; 0. M. 
Titterton, St. Bartholomew’s ; A. R. Tothill, Charing Cross ; D. J. 
Valentine, London; J. A. van Heerden, St. Bartholomew’s; J. 
Victory, Guy’s; C. H. Warner and R. E S. Webb, Middlesex; A. S. 
Westmorland, St. Mjry’s; A. Winfield, Cambridge and Liverpool; 
and B. B. Woolf, London. 

Surgery. —E. Ahmed, London; R. D. Aylward, London; F. E. 
Benllx, Middlesex ; J. A. Birrell, Cardiff and St. George’s; A. G. 
Brett-, Liverpool; W. B. Buer, Guy’s; F. W. Chamber’aln, 
Middlesex; Florence Marjory Edwards, Royal Free; J. S. Eloff, 
•Cambridge and St. Thomas’s; Bryl Glynne, Royal Free; J. Hale, 
Cambridge and St. Thomas’s; Bertha Hinde, Royal Free; B. O. 
Hlnde, Guy’s; J. M. Hughes, Middlesex; Emily Catherine 
Lewis and Marguerite Frances Jane Lowenfeld, Royal Free; 
K. McFadyean, University College; H. M. Menage. St. Bartholo¬ 
mews; A. K. Menon, Madras and London; P. D. J. Mllanlus, 
Ceylon and Middlesex; H. Morris-Jones. Liverpool; J. W. M. 
NScholl, Cambridge and Middlesex; H. Palmer, London; B. B. 
Peirce. Birmingham; A. R. Poduval, Madras and St. Bartholo¬ 
mew •; H. J. R. Barrage, Cambridge and King’s College; 0. M. 


Titterton, St. Bartholomew’s; G. H. Ward, Cambridge and 
6 t. Thomas’s ; ano G. Zacharlah, Madras. 

Midwifery.— C. W. W. Armstrong, Guy’s; E. B. Ash, Birmingham ; 
K. B. Attenborough. St. Mary’s; R. D. Aylvard, London ; R. W. 0. 
Ball. Middlesex ; E. R Batho, St. Bartholomew’s ; G. E. Blrkett, 
Cambridge and Manchester; J. W. Brash, St. Many's ; E. H. Bryant 
and A. Bulleid. Guy’s ; F. Cameron, Charing Cross; Annie Clark, 
Sheffield ; W. B. L. G. Clark, S . Thomas's; B. 8. Collings, University 
College; O. F. Conoley London ; C. G S. Corner, University College; 
Dorothy Trevor Dalntree, Royal Free; E. S. Davies, Westminster; 
W. L. dc Silva. Liverpool ; Phyllis Decima Dixon, Royal Free ; C. L. 
Donne, Middlesex ; F. B Dutton, St. Thomas's; Constance Maude 
Edwards, Liverpool; Florence Marjory Edwards, Royal Free; 
M. Edwards, St. Th mas’s; S. el D. A. Bl Daab. Cairo and St. Bar¬ 
tholomew’s; J. S. E'off, Cambridge and St. Thomas’s; J. C. Gle, 
Guy’s; E. H. Glenny and L. C. Goument, St. Bartholomew’s; 
Lilian Maud Griffith*, Royal Free; A. G. Hewer, Middlesex; 
Bertha Hinde. Royal Free; E. A. Holmes, King’s College; 
P. G. Horsbu-gh, St. Bartholomew’s; J. F. Howells, Univer¬ 
sity College; H. B. Jackson, Camhrldge and St. Baitholoinew's; 
M. i Jackson, St. Barthomew’s; G. H. Johnson, Middlesex; 
W. A. Jolhffe, St. Barholomew’s * A. K. 1. Jones and J. W. 
Jones. Middlesex ; H. U. C. Joyce, St. Bartholomew’s; N. 
Kamchorn and C. H. Laver, Guy’s ; Ruby Rva McBirnie, 
Liverpool; K. McFadyean, University College; H. I. Marrlner, 
8 t. Thomas’s ; H. Mlllett, Guy’s ; D. C. Miutzman, King’s College; 

F. Morcos, St. Mary's; H. Morris-Jones, Liverpool ; G. B. Mullins, 
Birmingham; J. G. Nel. Charing Cross; W. P. Nelson. Bir¬ 
mingham; G. Noott, Guy’s; F. C. OdUng, Cambridge and St. 
Thomas's ; M. J. Panthaky, King's College ; C. S. Parker, Charing 
Cross; Irene Grace Parsons, Royal Free; J. C. Pauw, London; 
R. W. Payne. Charing Cross ; C. P. Rainer, London ; C. G. J. 
Rayner. St Barth- lomew’s ; Joyce Baron Reed, Royal Free; Helen 
Roth, Birmingham; II. B. Russell and K. Sahib, St. Thomas's; 
M. Sarkies, Middlesex; J. J. Savage, St. Bartholomew’s; H. M. 
Savery and W. M. r-avery, Midd'es*»x; Charlotte Annie Shields, 
Royal Free; A. T. Spo r »r, Cambridge and St. Thomas's; F. H. 
Stuttaford, St. Mary’s; P. W. Symons, Middlesex ; N. B. Thomas, 
St. Bartholomew’s ; J. A. van Heerden. St. Bartholomew’s ; 

G. Verghe e. St-. Andrews University ; J. Victory, Guy’s ; P. B. 
Williams, St. George's; A. Winfield, Cambridge and Liverpool; 
and S. T. Wong, Guy's. 

Royal College of Physicians of London.—A n 
extraordinary Comitia was held on May 10th, Dr. Frederick 
Taylor, the President, being in the chair. The following, 
elected to the Fellowship at the last meeting, were 
admitted to the College : Dr. R. H. Cole, Dr. D. N. Nabarro, 
Dr. H. W. Gardner, Dr. R. H. Miller, Dr. P. W. Saunders, 
Dr. W. E. Hume, Dr. H. MacCormac.—Licences to practise 
physic were granted to two candidates who had passed 
the required examination, their names not being included in 
the list submitted to the last meeting of the College.— 
A report from the Censors’ Board concerning the will of the 
late Samuel Mathias Carl, advising the College to decline 
the bequest offered, was received and adopted after some 
discussion.—The Streatfleld Research Fund Committee pre¬ 
sented a report embodying a scheme for the administration 
of the Trust, which was adopted.—The Committee of 
Management having considered the proposal referred from 
the last Comitia concerning the suspension of the Regula¬ 
tions that students should attend systematic courses of 
lectures, reported as follows :— 

The Committee of Management beg to recommend to the Royal 
Colleges that, in consideration of (he urgent conditions resulting from 
the war. Paragraph XIV., Clause 2 (a) and 6 ), and Paragraph aXI., 
Clause 1 (a) ,to [g). Section II. of the Regulations of the Examining 
Boaid in England, which require attendance on systematic courses of 
lectures, he not enforced for the present . 1 

This was agreed to.—A further grant of money was voted 
towards the expenses of the Committee of Reference. 

Royal College of Surgeons of England.— 
An ordinary meeting of the Council was held on May XOfcb, 
Sir William Watson Cheyne, the President, being in the 
chair.—Mr. Ernest W. Hey Groves was introduced and the 
President handed to him a cheque for £15, the Jacksonian 
prize for the year 1916, together with a document declaratory 
of the award.—It was resolved to grant diplomas of Member¬ 
ship to 103 successful candidates.—In accordance with a 
report from the Committee of Management it was resolved 

That iii consequence of (1) he depletion of the staffs of the hospital 
and medical schools. ( 2 ) the redui tion in the number of students, and 
( 3 ) the amount of time necessarily devoted by students in the’r fourth and 
fifth years to practical clinical work owing to the shortage of resident 
medical officers, the regulations requlr'ng attendance on systematic 
courses of lectures be not enforced for the i lesent . 1 
The President reported that he had appointed Mr. William F. 
Haslam the representative of the College on the Medical 
Board of the University of Wales for three years. 

At the Primary Fellowship Examination held on May 2nd, 
3rd, and 8tb, 30 candidates presented themselves, of whom 
12 were approved and 18 were referred. The following are the 
names and medical schools of the successful candidates:— 

Alberto Henrique Ferreira Bizarre, Lisbon University and University 

College; Reginald Stafford Foss, St. Thomas’s; Lionel George 

1 The courses of lectures referred to are those on Anatomy, Physio¬ 
logy, Medicine, Surgery, Midwifery, Pathology, Pharmacology and 
Therapeutics, Forensic Mediolre including Insanity, and Public 
Health. 
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Higgins, Cambridge and St. Thomw's ; Tbomas Bm».st Victor 
Hurley, Melbourne; Hoy Russell Kenr, Bllnburgh and King’s 
College ; Vasant Ram.rl Khanolkar, University College ; Fede 
Margaret Mackenzie, Roy*l Free ; Kenneth Holl McMillan, St. 
Tnomas’s ; Charles Dundas Maitland, St Thomas's ; Maurice 
Marcus, London; Neil Frederick Sinclair, London; and Man Wong, 
8t. Thomas’s. 

Royal College of Surgeons OF Edinburgh.— 
At a meeting of the College hold on May 15th the following 
gentlemen, having passed the requisite examinations, were 
admitted Fellows: Marsham A‘Beokett M'Carthy, Herbert 
Evelyn AUenson, John Henry Cobb, George William Gower, 
Edward Ratoliffe Holborow, Hugh John M‘Caw, and 
Frederiok Agar St. Joan.—The Bathgate Memorial Prize, 
consisting of bronze medal and books, was, after a com¬ 
petitive examination in materia medica, awarded to Mr. 
Len Philip Samarasinha. 

At the examinations, just concluded, for the Diploma in 
Public Health (Triple Qualification) the following candi¬ 
dates were successful 

First Fxamination. —Ella Ferrier Pringle, Tha Doe, Gladys Ward, 
Leopold Mandel, John Lewis Owan.Glalys Rieharda May Violet 
Williamson, and Michael Wilson Symington. 

Second Examination,— Gladys Ward and KUa El phi niton. 

Medical Society of London.— At the annual 
general meeting, held on May 14th, the following Fellows 
were elected to officePresident: Sir StClair Thomson. 
Vice-Presidents: Sir Anderson Critohetfc, Dr. A. E. Garrod, 
C.M.G., F.R.S., Dr. J. H. Stowers, and Mr. H. J. Waring. 
Treasurer: Dr. J. Mitchell Bruce. Librarian: Dr. A. F. 
Voelcker. Honorary Secretaries: Mr. Hugh Lett and Dr. 
Edmund Cautley. Honorary Secretary for Foreign Corre¬ 
spondence: Dr. H. R. Spencer. Conncil: Mr. D. Armour, 
Sir Robert Armstrong-Jones, Dr. F. F. H. Bateman, Sir John 
Broadbent, Mr. L. V. Cargill, Mr. H. W. Carson, Dr. E. A. 
Cockayne, Mr. Edred M. Comer, Dr. J. Fawcett, Dr. W. J. 
Fenton, Dr. B. E. Goff, Mr. Owen Lankester, Mr. J. D. 
Malcolm, Dr. F. W. Mott, F.R.8., Mr. C. J. Ogle, Mr. G. C. 
Parnell, Mr. D’Arcy Power, Dr. D. Lloyd Roberts, Mr. C. 
Ryall, and Mr. R. Jocelyn Swan. 

Insanity in Ireland.— An Irish correspondent 
writes : The report for 1915 of the Inspectors of Lunatics 
in Ireland, recently issued, is remarkable in that for thd 
first time since 1865 there has been no increase in the 
number of insane nnder care in Ireland. There has, in 
fact, been a decrease of 77, the total number on Jan. 1st, 
1916, being 25,103. Moreover, the decrease is to some 
extent due to a lessened admission rate, the decrease, 
however, being entirely among males. There was an 
actual increase among females. Although this is the first 
actual decrease recorded for many years, the rate of 
increase had for the past five years been considerably 
retarded. Thus the average annual increase from 1904 
to 1914 was 218, but from 1909 to 1914 it was only 104. 
In proportion to the total population there were, in 1915, 573 
insane per 100,000. It is noted that in 132 per cent, of the 
total admissions to asylums during the year the w r ar was 
assigned either as the principal or a contributory cause of 
the insanity. Moreover, this cause appeared to affect women 
more than men. 1 Dining the year there were in the district 
asylums two deaths from suicide, two from misadventure, 
and three from injuries inflicted by fellow-patients. From 
the notes of the inspectors on the several asylums visited it 
is Clear that in many of them there is much room for 
improvement. 

Donations and Bequests.— The King has sent 

a donation of £200 to King Edward VII. Hospital, Windsor, 
towards the extinction of a debt of £1925, and a lady has 
offered to give £1000 provided the balance of the debt is 
subscribed before the end of May.—By will the late Miss 
Sarah Jane Waddell, of Bridgwater, Somerset, bequeathed 
£500 each to the Bridgwater Nursing Association, the 
Bridgwater Hospital, the Devonshire Hospital, Buxton, 
and £100 each to the Queen's Hospital, Birmingham, Dr. 
Barnardo’s Homes, and the Charity Organisation Society. 
—The late Mr. Samuel Bayley Verney Asser, of Westwood- 

S laoe, Windlesham, Surrey, has left £500 lor such hospitals in 
le City and County of London as the executors may select.— 
Miss Anna Pigeon, of South Side, Glapham Common, has 
left £300 each to tbe Clapham Dispensary and the Royal 
Surgical Aid Society.—The late Mrs. Harriet Stock Bradley, 
of Leamington Spa, has bequeathed £1000 to the Midland 
Home for Incurables, Leamington, and part of tbe residue 
of her estate to the Walsall and District Hospital and the 
Leamington and Warneford Hospital.—The late Mr. William 
Walmetoy Simpson, of Winkley, Wbailey, Blackburn, has 
left by will £10(X) to tbeBlaokburn Infirmary and £359 to tbe 
Oswaldtwistle Nursing Association.—After certain small 
bequests, the residue of the estate of the late Mrs. R. M. 
Acock, of Croydon, valued at £10,000, has been left to Guy's 


Hospital, Croydon General Hospital, the Cancer Hospital, 
Fulham, and the Hospital for Consumption, Brompton.— 
The late Mr. Charles E. Godfrey, of Soutnaea, has left by will 
1000 shares in Chas. Godfrey & Co. in trust for the Royal 
Portsmouth Hospital.—Mr. R. F. Bolitho has given £1500 to 
the West Cornwall Infirmary, Penzance, to endow a bed to 
the memory of his late sister, Miss Sage Ley Bolitho.^The 
late Mr. T. R. Batcher, of Bath, has bequeathed £8000 to tbe 
British Red Cross Society.—By the will of the late Mr. Charles 
James Atkinson, of B&tb, the British Home for Incurables, 
Streatham, will receive £1000, and the Royal United Hospital, 
Bath, and the Mineral Water Hospital, Bath, £500 each. 

The Late Dr. T. E. Underhill. —We regret to 
record the death of Thomas Edgar Underhill, M.D., C.M. 
Edin.,F.R.C.S. Edin., aged 62. He had practised for tbe 
last 27 years at Barnt Green in Worcestershire, having 

E reviously for four years practised at Bromsgrove, where 
e had succeeded foe late Dr. Prosser. Or. Underhill 
belonged to a well-known medical family, his father and 
uncle having been among the best-known praotltfoners 
in South Staffordshire, where their work and name 
are still continued. After taking his degree at Edinburgh 
in 1876, he joined his father in practice at Tipton, 
Staffordshire, where he remained for 10 years, holding 
at that time the post of surgeon to the Guest Hos¬ 
pital at Dudley. On moving to Bromsgrove he became 
medical officer to the school and surgeon to the local 
Volunteer Battalion of the Worcestershire Regiment, 
retiring with the rank of surgeon-major after 16 years’ 
service. He also took au active part in k>oal affairs, being 
vice-chairman of the School Board and bailiff of the Broms¬ 
grove Court Leet. The activities of a large practice did act 
prevent him taking part in other publlo work. He was 
President of the Midland Medical Society, and latterly 
worked in connexion with the British Red Cross, being 
medical officer to the “Beaconwood ” Convalescent Hospital 
for Wounded Soldiers. Dr. Underhill leaves a widow. Jive 
of bis sons are serving in H.M.'s Forces. He will be greatly 
missed by a wide circfe of friends and patients. 


parliamentary intelligence. 

NOTES ON CURRENT TOPICS. 

Secret Session. 

At the conclusion of questions on Thursday, May H>ife, 
and Friday, May 11th, the House of Common* sat in secret 
session. 

Venereal Disease Bill. 

The Venereal Disease Bill has passed through report in 
the House of Commons and been read a third time. In tbe 
course of a short debate cm the motion for the third reading, 
which took place on Tuesday, May 15th, Mr. Hayes Fisher 
(Parliamentary Secretary to the Local Government Board) 
repeated his statement that there was no evidence that venereal 
disease was on the increase in this country, but the report of 
the Royal Commission bad thrown a very powerful searchlight 
on the problem, and had shown the necessity for dealing 
with the matter by legislation. He hoped the Bill would do 
something towards providing a remedy for the disease, and 
would gradually dimmish the number of those suffering from 
it. Some other speeches presented views which had pre¬ 
viously been expressed in the proceedings on second reading 
and in Committee. Sir William Collins expressed the 
hope that the Bill would accomplish something nsefal, but 
he criticised some of the provisions. The third reading was 
agreed to without a division. 

HOUSE OF COMMONS. 

Wednesday, May 9th. 

The Bam Ration. 

Answering Mr. L. Haslam, Mr. MaCphbrson (Under 
Secretary for War) said: Rum is issaed at the front at tbe 
discretion of the General Officer Commanding on tbe 
recommendation of the medical officer, and it is not proposed 
to interfere with this discretion. The method of distribution 
must obviously depend on tbe circumstances of each 
particular occasion. 

Thursday, May 10fH. 

Medical Be-exUrfiinati&ns . 

Mr. Montague Barlow asked the Under Secretary lor 
War with regard to the Military Service (Review at Excep¬ 
tions ACt whether lie would give instructions that in every 
case where a discharged man was required to present himself 
for examination under the Act his papers, and in particular 
his full medical history, should be before the board who 
held the examination.—Mr. Macpherson wrote in reply: 
This is already provided for by tbe existing recreating regu- 


* See also L*tfccv, May 6th, p. 89** 
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lationg, and steps are being taken to remind recruiting 
qPtaer&rt their retifOfiisityiJijQtui ensuring that'this regulation 
is strictly adhered to. 

Body Skidds for Soldier,*. 

Mr. Macpherson informed Mr. Snowden that the question 
of the provision of body shields for soldiers bad been con¬ 
sidered, but no decision bad been reached. 

Spotted Fever at Chisledon Camp. 

hfir. Snowden asked the Under Secretary for War whether 
there was an outbreak of spotted fever at Chisledon Camp, 
Swindon, and whether any deaths had taken place from this 
oanse.—Mr. Maoprbrson replied : I am informed that since 
April 1st last 12 cases have occurred in this camp, and of 
these three have died. 

Monday, May 14th;. 

Prevention of Contagion from Venereal Disease. 

Sir Ernest Lamb asked the Under Secretary for War 
whether any steps were being taken to prevent venereal 
disease being communicated to men sleeping in blankets 
that had previously been used hy persons suffering from 
such complaint.—Mr. Macpherson replied ; Yes, sir. Under 
the regulations blankets which may have been exposed to 
infection are soaked in crosol solution before being washed. 
I have noi reason to suppose that this precaution is being 
neglected. 

Medical Attendance on Soldiers ’ Widows. 

Major Chapple asked the Pensions Minister what pro¬ 
vision was to be made for the medical treatment of widows 
and orphans of sailors and soldiers during and after the war. 
—Mr. Barnes answered: The National Health Insurance 
Commissioners are now considering at my request how the 
medical treatment of widows ana orphans of sailors and 
soldiers killed in the present war can be best provided. My 
honourable friend is doubtless aware that the whole question 
of medical service will be further dealt with in connexion 
with the proposal to establish a Ministry of Health. 

Supply of Artificial Limbs. 

Answering Major Chapple, Mr. Barnes said: The total 
number of artificial limbs supplied from the beginning of 
the war up to the end of last month was 8805. The total 
public expenditure during this period on the supply and 
renewal of artificial limbs and other surgical appliances was 
£127,293. 

Tuesday, May 15th. 

Medical Men in Combatant Units. 

Answering Mr. Watt, Mr. Macpherson said: Steps have 
been taken to withdraw medical practitioners who are | 
officers of the fighting forces. All medical practitioners who 
ace known to be non-commissioned officers and men are 
invariably offered appointments as officers in the Royal 
Army Medical Corps if fitted to hold His Majesty’s 
commissions. 

Wednesday, May 16th. 

Volunteer Field Ambulances. 

Sir W. Collins asked the Under Secretary for War 
whether the proposals for the formation of volunteer field 
ambulances which were under consideration with a view to 
an early settlement on April 3rd had now been completed ; 
and what were the arrangements which had been made for 
an ambulance service or for regimental medical officers in 
connexion with the Volunteers.—Mr. Macpherson wrote 
in reply: The formation of field ambulances for Home 
Service on a Volunteer basis has been approved and offers 
of service have been invited from certain counties. If the 
result proves satisfactory the scheme will, 1 hope, be ex¬ 
tended. The appointment of medical officers is proceeding, 
but it is not free from difficulty owing to the aemand for 
medical offioers for service overseas and for full-time service 
in this country, which has necessitated the imposing of 
certain restrictions as to age upon candidates for Volunteer 
appointments. _ 


BOOKS, ETC., RECEIVED. 


Arnold, Edward. London. 

Introduction to Special School Work. By Marion P. Bridle. L.L.A. 
With Foreword by G. A. Auden, M.A., M.D., M.R.C.P. 3s.6d. net. 
Badge*. Richard G., Breton and Toronto. 

The History and Practice of Psychanalysls. By Paul Bjerre, M.D. 
Translated by Elizabeth N. Barrow. §3 uet- 
Blacxwood, William, and Sons, London and Edinburgh. 

The Tale of a Casualty Clearing Station. By a Royal Field Leech. 
5 1 . net. 

Criterion Press, Leicester and London. 

Cycling for Health and Points for Cyclists. By Frank Bowden, 
F.R.G.S. Is. net. 

Darav, W. t Philadelphia. 

Transactions of the Southern Surgical and Gynecological Association. 
Vol. XXVIII. Edited by W. D. Haggard, M.D. Medical and 
Surgical Reports oi the Episcopal Hospital Church in Philadelphia. 
Vol. Ill, 


! Frowde, Henry, and Hopper and Stoughton, London. 

treatment of Joint and Muscle Injuries. By W. Rowley Bristow, 
M.B., B.S. Lond., F.R.O.S., Captain, B.A.M.O. (T.). 6a. net. 

Hexnemahn, W., London. 

War Shock :'the Psycho-Neuroses in War, Psychology and Treatment. 
By M. O. Eder, late temporary Captain, B.A.MTC., and M:0. la 
Charge of Psycho-Neurological Department, Halts. 5a. net. 

Malingering. By A. Bassett Jones, late temporary Honorary 
Lieutenant, R.A.M.C., and LI. J. Llewellyn. M.B. Loud., attached 
to 2nd Southern General Hospital. With a chapter on Malingering 
in Kelatiou to the Eve, hy W. M. Beaumont, Acting Ophthalmic, 
Surgeon to the Bath War Hospital. 25a. net. 

Hopper and Stoughton, London. 

In Mesopotamia. By Martin awayne. 5a. net* 

Laurie, T. Werner, Ltd., London. 

Reflections on Victory and a Project for the Federation of Govern¬ 
ments. By Arthur CapeJ. 2a. net. 

The C&meroons. By A. F. Calvert, F.C.S. 6a. net. 

Lewis, H. K. t London. 

Causation of Sex. By E. Burnley Dawson, L.H.C.P. Lond., M.R.C.S. 
Eng. Second edition. 7a. Sd. net. 

Longmans, Green, and Co., London. 

Common Diseases of the Male Urethra: Being a Course of Lectures 
Delivered at the London Hospital. By Frank Kidd, M.B., B.C. 
Cantab., F.R.O.S. Eng. With Additions oa Clinical Pathology of 
Urethritis. By Dr. Philip Panton. 5a. net. 

Secretion of the Urine. By Arthur Cushny, M.A., M.D., LL.D., 
F.B.S. 9a. net. 

Macmillan anp Co i, London. 

The New System of Gynaecology. Edited by Thomas Watts Eden, 
M.D., F.R.C.S.E., F.B.C.P., Temporary Mai r, B.A.M.C., and 
Cuthbert Lockyer, M.D., B.S., F.K.C.S., F.B.O.P. Three vole. 
£6 6 «. 

Murray, John, London. 

A Regimental Surgeon in War and Prison. By Captain R. V. Dolbey, 
M.B., M.S. Lond., F.R.O.S., R.A.M.C. 5s. net. 

Princetown University Press ; Humphrey Milford, London, and 
Oxford University Press. 

Physical Chemistry of Vital Phenomena for Students and Investi¬ 
gators in Biological and Medical Sciences. By J. F. McClendon. #£. 

Standard Art Book Co., Ltd., 30-32, Ludgate-hill, London. 

The Roll of Honour: a Biographical Record of all Members of His 
Majesty’s Naval and Military Forces who have Fallen in the War. 
By the Marquis de Ruvigny. Vol. I. 

Thacker, W., and Co., London. 

Studies in Malaria. By Hugh Stott, M.B., B.S. Lend., Captain, 
I.M.S. 10#. 6d. net. 

University Press, Chicago. 

A Chemical 8ign of Life. By Shiro Tashlro, Instructor in Physio¬ 
logical Chemistry, University of Chicago. $1 net. 


&pfWKtauirts. 


Successful applicants for vacancies , Secretaries oj Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Stub- 
Editor , not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Arnott, J., has been appointed Certifying Surgeon under the 
Factory and Workshop Acts for the Brampton Distilot of the 
county of Cumberland. 

Wynn, W. H., M.D. Lond., Honorary Physician to the Birmingham 
General Hospital._ 

Saxaittiw. 


For further information rtgarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Applbgross. Ross-shire.—Medical Officer and Public Vaccinator. 
Salary £320 per annum. 

Bootle Borough Hospital.— Junior House Surgeon. Salary £170 
per annum, with board, Ac. 

Bristol Royal Infirmary.— House Physician and House Surgeon. 
Salary at rate of £120 per annum, with board, Ac. 

Burnley, Victoria Hospital.— House Surgeon. Salary £160 per 
annum, with board. Ac. 

Bury St. Edmunds, Suffolk Hospital, Ampton Hall —Resident 
Medical Officer. Salary £400 per annum, with board, Ac. 

Cape Town, South African College.— Professors of Pharmacology, 
Pathology, and Bacteriology. Salary at rate of £800 per annum 
each. 

Cardiff. King Edward VII.'a Hospital.—H ouse Surgeon for six 
months. Salary at rate of £175 per annum, with board, Ac. 

Charing Cross Hospital, W.C. — Honorary Anesthetist. 

Derbyshire County Council.—T emporary Medical Superintendent 
for County Sanatorium and Tuberculosis Officer. Salary £5GQ per 
annum. 

Devonport. Royal Albert Hospital.— House Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 

Evelina Hospital for Children, Southwark, 8. E.— House Physician 
for four months. Salary at rate of £160 per annum, with board, Ac. 

Exeter War Hospital.— Resident Medical Officer. Salary £1 per 
diem, with board, Ac. 

Frimley Cottage Hospital, Surrey.—Assistance to help Medical 
Staff. 
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Gloucestershire RoyalInfirmary and Eye Institution.— Senior 
House Surgeon. Salary £150 per annum, with board, Ac. 

Holland (Lincolnshire) County Council.— Temporary County 
Medical Officer of Health and Temporary School Medi.al 0 fleer. 
Salary £450 per annum. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Laboratories of Pathology andPublic Hf.alth,38, New Cavendish 
street, W.—Bacteriologist. 

Leeds City, Public Health Department.— Female Medical Assistant 
for Infant Welfare Work, to assist occasionally at Tuberculosis 
Dispensary. Salary £350 per annum. 

Leeds Public Dispensart.— Resident Medical Officer. Salary £200 
per annum, with board. Ac. 

Manchester, Ancoats Hospital.— House Physician. Salary £200per 
annum, with board, Ac. 

Manchester, Baouley Sanatorium for Tuberculosis.— First Assist¬ 
ant Medical Officer, uumarrled. Salary £403 per annum, with 
board. Ac. 

Manchester Children’s Hospital, G.irtslde-stree\ — Assistant 
Me tical Officer for the Out-patient Department. Salary £150 per 
annum. 

Manchester Royal Eye Hospital.— House Surgeon. Salary £120 
per annum, with board, Ac. 

Nottingham Children’s Hospital.— Female House Surgeon. Salary 
at rate of £200 per annum, with board, Ac. 

Quek* Mary's Hospital for the Bast End, Stratford.— Casualty 
Officer. 

St. Bartholomew’s H iSpital.— Resiient Junior Medical Officer for 
the Special Department for the Diagnosis and Treatment of 
Venereal Diseases, for three months. 

St. Gkorge’s-in-the-Eas»' Tuberculosis Dispensary, London, E.— 
Temporary Medical Officer. Nalary at rate of £500 per annum 

St. Helens County Borough.—T emp *rary Assistant Medical Officer 
of Health. Salary £350 per annum. 

St. Pancras Infirmary, Dartmouth Park Hill, Highgate, N.—Senior 
and Junior Assistant Medical Superintendents. 

St. Peter’s Hospital foi Stone, Ac., Henrietta-street, Co vent 
Garden, W.C.— Senior ani Junior House Surge ms for six months. 
Salaries at rate of £75 per annum, with board, Ac. 

Salford County B >rough.— Temporary Tuberculosis Officer. Salary 
£400 psr Annum. 

Salisbury General Infirmary.— House Surgeon, unmarried. Salary 
£150 per annum, with board, Ac. 

Sheffield Royal Hospital.— Casualty Officer. Salary £130 per 
annum Assistant House Surgeon. Salary £120 per annum, with 
board, Ac. 

Sheffield Royal Infirmary.—H ouse Physician. Salary £120 per 
annum, with board. Ac 

Wigan, Royal Albert Edward Infirmary and Dispensary.— 
Medical Officer to take charge of Out-patient Department. Salary 
£250 per annum, with board, Ac. 


The Chief Inspector of Factories, Home Offloe, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Pactorr 
and Workshop Acts at Enniscorthy (Wexford) and at Redruth 
(Cornwall). 


Sfarriages, aitb geatfcs. 


BIRTHS. 

Carmichael —On May 10th, at A’hoi 1-crescent, Edinburgh, the wife 
of Lieutenant Norman Scott Carmichael, R.A.M.C., of a daughter. 

Cook.-O n May 12th. to Bvel/n Russell and Joseph Basil Cook, M.D., 
D.P.H.. R.A.M.C.. of the Infirm iry, Isleworth—a daughter. 

Fairlte.— On May 12th, at Meeklenburgh square, W.C., the wife of 
William M. Falrlie, M.D., of a daughter. 

McDouall —On May 8th, at Red Bank, Homsey-lsne. High gate. N., 
the wife of J. C. S. McDouall, West African Medical Staff, of a 
daughter. 

Maidmknt.— On May 8th, at Harleston, Norfolk, the wife of Frederick 
N. H. Maldment, M.B.. F.R.C.S. E iln., of a s m. 

Poulton.— On May 7th. at Wykeham Cottage, Woldingbam, Surrey, to 
Blfrida, wife of B. P. Pouhon. M.D.. F.R.C.P.-a son. 

SETH-SMITH.-On May llt.h, at Tower House, Bildeston, Suffolk, the 
wife of Douglas Seth Smith, M.R.C.S., L.R.C.P. -a daughter. 


MARRIAGES. 

Fraser-Chard.— On May 15tb, at C ichester, by the Rev. J. B. 
Sherrin, assisted by the Prebendary Rickard, vicar of the parish, 
Major Alexander Edward Gordon Fr-iscr, U.A.M C., only son of 
the late Donald Alexander Fras3r, M D , of Totnes, Devon, to 
Dorothy Lou'se Jos°phlne. elder daughter of the late R. A. S. 
Chard, of Magnolia, West Tarring, Worthing. 

Hopkins—Miles. —On May 12th, at St. Mary's. Prlttlewell, Lionel 
Gordon Hopkins. M.D.. to Dorothy Bessie Miles. 
KKYNK9-DAHWLN.-Oa May 12th, at St. Bartolph’e, Cambridge, 
Captain G. L. Keynes, M A., R.A.M.C., to Margaret E ixabsth, 
j’oungcr daughter of the late Professor Sir George Darwin, K.C.B. 


DEATHS. 

Fairweather.— On April 29th, at Forest Hill. Beaumont, Jersey, 
Surgeon-General James Falrweather, M.D., F.R.C.S., Indian 
Medical Service (retired), aged 89. 

Fowler. —On May 3rd, at Essington House, Hereford, John Bucknill 
Fowler, M.R.C.S. Bng.. and late of Kobe, Japan, aged 55. 

Rae.—O n April 15th, reported mining, believed drowned, James Rae, 
M.A., M.D., Lieu'enant, R.A.M.C., who was on board the torpedoed 
troopship Arcadian. 

Rylet.—O n May 4th, Charles Rvley, Maj<>r, R. A.M C. 

Underhill.— On May 8th, at Dunedin Barntgrcen, Worcestershire, 
T. Elgar Underhill, M.D., F.R.C.S. Bdin., F.R.S. Bdin., aged 62. 

A r . B. —A fee oj 5s. is charged for (he insertion of Notices of Births % 
Marri igcs, and Deaths. 


Sates, Sftart Camments, gift ^nsfoers 
ta (famspanbeitts. 

TOBACCO. 

To the Editor of The Lancet. 

8ir,— As there is at the present time mnoh interest in 
the subject of tobacco, in consequence of increased taxation,, 
the following statistics of its production may be useful U> 
your readers. In the United States, in 1901, the acreage- 
under tobacco was 1,039,193, the number of pounds produced 
818,953,373, and the value in dollars 58,283,108. Ten years* 
later the following were the figures : 1,013,000 acres, 
905,109,000 lb., $85,210,009. The Americans estimate that the 
total production by tobacco-growing countries is roughly 
2053 million pounds, of which it is claimed practically 110O 
million pounds are produced by the United States and 
the remainder as follows: Cuba, 45 millions; Mexico, 
35 millions; Santo Domingo, 33 millions; Argentina, 31 
millions; Brazil, 75 millions; Hungary, 160 millions; 
France, 37 millions; Germany, 64 millions; Russia, 201 
millions ; Turkey, 50 millions, but including Asiatic Turkey 
100 millions; Java, 84 millons ; Sumatra, 45 millions; ana 
Japan, 92 millions. 

An English estimate is that the total production amounts 
to 2,756,030,000 lb., produced chiefly by the following 
countries: United States, 1,113,400,0001b.; India,450,000,000lb.; 
Russia, 200,000,000 1b.; Austria-Hungary, 184,000 000 1b.; 
Netherlands’ East Indies, 128,600,0001b.; Japan, 93,000,0001b. 
The value of the tobacco imported by the United Kingdom is 
placed at about £6,350,000, before the war, but the value of 
the tobacco exported was £2,600,000. The import for 1915 is 
placed at £8,550,003, and the export at £3,790,000. The con¬ 
sumption of tobacco in France, according to French figures, 
is 39,500,000 kilogrammes (about 86,900,0001b.) In 1911 the 
Union of South Africa produced 14,961,1991b. In Canada in 1910 
the production was 17,604,917 lb. from 19,194 acres. In Ireland 
from 1887 to 1904 experiments were carried on in County 
Meath and in 1900 and 1901 in several other counties. In 1904 
20 acres were planted. The results proved satisfactory, and 
tobacco is now grown in Meath, Louth, Wexford, King’s 
County, Kilkenny, and Cork, about 150 acres altogether. In. 
England a small quantity was grown a few years ago in south¬ 
west Norfolk. Sixty years a^o 20 per cent, would have had 
to be added to the weights given for adulteration, such as 
dock, rhubarb, coltsfoot, chicory, endive, oak, elm, and even 
maize and sunflower leaves. These are bare facts, and I do 
not propose to draw any deductions from them, but they 
undoubtedly have a medical bearing as well as a commercial 
interest. I am, Sir, yours faithfully, 

May 8th, 1917. PETUN. 

HERB-GROWING IN THE WEST OF ENGLAND. 

A largely attended public meeting was recently held at 
* Totnes (Devon) in connexion with the National Herb- 
Growiug Association. The organiser for Devon (Mr. C.. 
Walkey) reported that the society was founded in 1915, and 
had now over 2030 members. ‘Collections of herbs had 
been arranged over an area of 250,000 acres in Somerset, 
including all Exmoor. Drying sheds were to be erected 
at Torquay and Taunton. The society would require large 
quantities of foxglove seeds and dandelions, as well as 
of belladonna roots. The association had received one- 
order for £2000 worth of medicinal herbs, and it was esti¬ 
mated that the trade in these plants was worth not less- 
than £200,000 a year. 

NORTHERN TERRITORIES OF THE GOLD COAST. 

According to the report on the Northern Territories for 
1915, recently received at the Colonial Office, the health of 
the European population, consisting almost exclusively of 
Government officials, was fairly good, and there was no 
death. The health of the native officials was also fairly 
good. The prevalent disease was malaria. 

Th* 1 Census completed in 1911 gave an estimated population of 
361,806 to the Northern Territories with a c >mputed area of 31,100 
square miles-an average of 11 *6 persons to the square mile. In 
spite of the heavy infant mortality it is considered that the popula¬ 
tion at the present day is greatly in excess of that shown by the 
Census, as there Is reason to bslle/e that in the North-Eastern Pro¬ 
vince not more than two thirds of the inhabitants were enumerated^ 
No serieus eatbreak in epidemic disease occurred during the year. 
Anthrax was reported to have broken out at the village of Z mg >irl 
in the Bawku district, where eight natives died, but the medical 
officer who visited the village found that it had not spread, and that 
there were no further cases of infection. Leprosy is not on the 
increase, and, while uncommon in the Southern and North-Western 
Provinces, Is of more frequent occurrence In the North-Eastern 
Provinces. The natives look upon it as “a visitation of Allah,” but 
say that it shows no signs of fpreading and are generally averse to 
compulsory Isolation. The medical officer at Salaga states that the 
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death-rate In that district for the year was 33*25 per 1000. It ii con¬ 
sidered that much of the disease among the native pipuLtion is 
caused by the pDor water supply, to improve which effjrts are now 
being made. 

There are four G >vernm»nt hospitals in the Southern Province, 
Ihree in the North Western Province, and four in the Nortn-B&stem 
Province. The attendance of out patients at these h npitals 
increases yearly, but the natives object to the restrictions placed on 
them as ln-patients, and only th >se sufTeriug from the worst com¬ 
plaints can be persuaded to remain in hospital for any length of 
time. 2226 nut patients and 115 in-pitienta were treated at the 
Tfcmale Hospital dur ng the year, 972 an < 14 at Sal«ga, 473 and 2 1 at 
B ile. 217 aai 8 at Lorha, 689 and 2 i at GUmbiga, anl 319 and nil at 
Navarro respectively. 

THE USE OF M1IZE IN BREAD. 

To the Editor of This Lancet. 

8m,—Mje experience among my patients is that the 
mixed flours agree well if the addition of barley or oat¬ 
meal is made, but if maiza is mixed, within a few days con¬ 
sumers complain of colic, sometimes of a sever j character. 
I have suggested to patients who have consulted me in these 
circumstances that they discontinue eating the particular 
flour they are consuming and purchase either wholemeal or 
a flour which they are certain only contains barley or oats 
as an addition—not maize. In every case where this has 
been done the pain has ceased. This result of eating flour 
and maize was to be expected, and is well known to anyone 
who has resided long in the East, where the adulteration of 
wheaten flour with maize is common. As it is necessary 
for every worker to keep himself or herself as fit as possible, 
would it not be advisable to have each sack branded with 
the particular kind of admixture, so that all purchasers 
could buy the one which agreed with them best? 

T I am, Sir, yours faithfully, 

M*y 7th, 1917. ANGLO-INDIAN. 

MEDALS FOR 8ERVICE IN THE ARMY AND NAVY. 
Long lists of honours call repeated attention to medals 
and decorations. A few years ago a guide to the Depart¬ 
ment of Coins and Medals in the British Museum was 
printed by order of the trustees, and was intended for 
those who while taking an intelligent interest in the 
subject were not inclined to devote much time or attention 
to any particular class of medals or coins. The following 
excerpt is interesting 

The exhibition of English medals Is C3mp1eted by a selection of 
military and naval decorations. The custom of presenting these 
decorations is of very recent date, an i it mav be said only to have 
been established during the reign of Queen Victoria. As already 
mentioned, it Is supposed that some oi the Armada medals were 
Intended for dec orations, as they still bear chains for suspension. 
During the Civil War it Is also supposed that the numerous royalist 
and parliamentarian badges w. re intended to be worn by the 
followers of both sides ; and we have distinct evidence that 
during the Commonwealth decorations were ordered both for the 
Navy and the Army. During the whole of the eighteenth century 
decorations were only oc asionally granted, and then in mo*t cases 
singly; and the famous victories of the Nile and Trafalgar received 
no official recognition. It is very doubtful whether the 
Culloden medal was ever granted, as there is no evidence of an 
order to that effect; and besides it Is excessively rare, only 
a few spreinoens in gold, silver, and copper being kn >wn. During 
the Peninsular War some special decorations were issued to the 
officers of both services, but the East India Company acted In a 
much more liberal sp’rifc and awarded medals to men of all ranks 
who were in it* service fur several of the more important camp\lgns. 
The first medal for general distribution issued by authority in this 
century was that given for the bittle of Waterloo. It was conferred 
bj* order of tbe Prince Regent upon every officer, non-commissioned 
officer, and private present at that battle, but no general acknow¬ 
ledgment was made forall the brilliant engagement in the Peninsular 
War till 1847, when a medal was Issued “for military services” 
between the years l'«93—1844. At the ssme time a corresponding 
medal “for naval services’ was ordered to be struck for all naval 
engagements. Since that date medals have been awarded for every 
campaign, as well as others for “distinguished service,” for 
“meritorious service,” for “long service,” special acts of 
bravery. Ac. 

Three useful books mav be mentioned which afford farther 
information“ War Medals and their History,” by W. 
Augustus Stewart (London : Stanley Paul and Co. Price 
12s. 6d.); “Naval and Military Medals,” by Lieut.-Com¬ 
mander Taprell Dorling (London : Geo. Philip and Sons. 

- Price 2«.); and “ British and Foreign Orders, War Medals 
and Decorations,” by A. A. Payne, L.K.C.P., M.R.C.S. 
(Published in 1911. Price 3Ls. td.). Gale and Polden’s 
books published at Aldershot, on medals, buttons, and 
ribbons, are well known, 


J. B. (7.—Appointments to venereal treatment centres are 
made by the authorities of the hospitals to which the 
clinics are affiliated but it is probable that the arrange¬ 
ments will be modified after the first year of working or 
at the conclusion of the war, when some of these appoint¬ 
ments, especially in the provinces, may be directly m the 
gift of the Local Government Board. All appointments 
are now part-time, but some may become whole-time 
ones, and if the Ministry of Health oome; into being there 
will probably be regular organisation. 


gtririttl giarj for t\t ensuing 88eefe. 

SOCIETIES. 

ROYAL S93BTY OF MBDIOINB, l, Wimpole-street, W. 

MEETINGS OF SECTIONS. 

Monday, May 21st. 

ODONTOLOGY (Hon. Secretaries—F. K. Smyth. F. N. Doubleday, 
J. Howard Mummery): at 5.30 P.X., at the Royal College of Surgeons, 
Lincoln’s Inn Fields. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Exhibition of Specimens, <(:c : 

Profess >r Arthur Keith, F.R.S., and Mr. J. F, Colyer will demon¬ 
strate specimens recently a Ided to the Museum. 

Tuesday, May 22nd. 

MEDICINE (Hon. Secretaries—Charles R. Box, W. Cecil Bosanquet): 
at 5.30 p.x. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Thursday, May 24th. 

BALNEOLOGY AND CLIMATOLOGY (Hon. Secretaries-Chas. W. 
Buckley, J. Campbell McClure) t at 5.30 p.m. 

Annuil General Meeting.—Election of Officers and Council for 
1917-1918. 

Report of Council. 

Friday. May 25th. 

STUDY OF DISEASE IN CHILDREN (Hon. Secretaries—A. S. 
Blundell Bankart, B. A. Cockayne. C. P. Lapage): at 4.30 p.x. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Case* will be shown. 

BPIDEMIOLOGY AND STATE MEDICINE (Hon. Secretaries— 
William Butler. Major Greenwo id, jun.): at 8 30 p.x. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Paper : 

Miss Muriel Robertson: Recent Researches into the Etiology of 
Typhus. _ 


LECTURES, ADDRESSES, DEMONSTRATIONS. Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith' 
road, W. 

Monday.—2 p.x.. Medical and Surgical Clinics. X Rays. Mr. Gray i 
Operations. Mr. B. Harman: Diseases of the Bye. Dr.Simson t 
Diseases of Women. 

Tuesday.— 2 p.x., Medical and Surgical Cllnios. X Rays. Mr, 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat* 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednesday.— 10 a.x., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.x.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. 

Thursday.— 2 p.x.. Medical and Surgical Clinics. X Rays. Mr. Gray t 
Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.x., Dr. Simson: Gynaecological Operations. 2 p.x.. 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Noee, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 A.M., Dr. Saunders: Diseases of Children. Dr. Bankf 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman * 

5 7 * Operations. 2 p.m., Medical and Surgical Clinics. X Rays, 
r. Pardoe: Operations. 

BOYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street, 
Piccadilly, W. 

Thursday.— 3 p.m., Prof. W. Bateson : The Chromosome Theory of 
Hereditv and the Alternatives. (Lecture II.) 

Friday.— 5.30 p.m., Mr. J. Barer oft Breathlessness. 

BOYAL INSTITUTE OF PUBLIC HEALTH, Lecture Hall of the 
Institute, 37, Russeli-sqmre, W.C. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 p.m., Lecture VI.:—Sir C. Arthur Pearson, Bart.: 
The Re-education and Training of Disabled Combatants. 
Followed by a discussion. 


METEOROLOGICAL READINGS. 


(Taken daily at 8.SO a.m. by Steward's Instruments.) 

The Lancet Office, May 16th, 1917. 
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Cloudy 
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81 
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116 

78 

60 

57 

63 

Cloudy 
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68 

57 

56 

60 
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.. 16 

• 

81 

54 

47 

46 

49 

Overcast 


Other information which we have been aocustomed to give in these* 
Reading s” Is withheld for the period of the war. 


The following Journals, magazines, ftc. have been received :— 

Revista Cllnlca, Veterinary RevleJournal of 8tate Medicine, 
Revue de Chlrurgie, Medical Review, Midland Medical Journal, 
Re vista de Medlotna, Annies Panilstas de Mediclna e Cirurgia, 
Bo'.etin de Cirurgia. 
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EDITORIAL NOTICES. 

It la moat important that commonicationa relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that'attention should 
be given to this notice. 

Kt is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be aent 
direct to this office. 

Eiectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks tc 
facilitate identification . 

Letters, whether intended for insertion or for private informa 
tion, must be authenticated by the names and addressee 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressee “ To the Sub-Editor.” 

Letters relating to the publication, sale, aud advertising 
departments of The Lancet should be addressed “ To 
the Manager." 

We cannot undertake to return MSS. not used. 

Offices : 423, Strand, London, W.C. 2. 


MANAGERS NOTICES. 

ALTERATION IN THE PRICE OF 41 THE LANCET." 

Increased war expenses and cost of production necessitate 
an increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rates of 
subscription remain as revised in October. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 


their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 6. 

The Manager will be pleased to forward oopies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


Communications, Letters, &c., have been 
received from— 


H. -Mr. P. B. Hoeber, New York ; : 
Dr. W. Harris. Lond.; Capt. 

H. L. P. Hulbert, R.A.M.C.; I 
Staff-Surg. H. B. Hill, R.N.; 
Holland (Lincolnshire) County 
Council, Boston, Clerk to the ; 
Messrs. Harrods, Lond. 

I. —Capt.. A. C. Inman. R.A.M.C.; 
Institute of Massage and Reme¬ 
dial Gymnastics, Manchester; 
Incorporated Society of Trained 
Masseuses, Lond. 

J. —Jessop Hospital for Women, 
Sheffield, Sec. of. 

K. —Dr. T. N. Kelynack, Lond.; 
Messrs. G. Kelly and Co., Lond. 

L. —Mr. J. B. Lyth, Newcastle; 
Mr. J. A. Leemlng, Bradford; 
Mr. J. P. Lockhart-Mummery, 
Lond.; Dr. R. G. Little, Lond.; 
Mr. T. K. Lones, King’s Langley ; 
Local Government Board, Lond., j 
Sec. of; Dr. O. Leyton. Lond.; 
Dr. C. Lillingston, Peppard Com¬ 
mon ; Mddecin aide- major M. 
Lassablidrc; Leeds City, Medical 
Officer of Health of; Messrs. 
H. K. LewiB and Co., Lond.; 
Lamson Publicity Service, Lond. 

M. —Major C. H. Miller, R.A.M.C.; 
Mr. J. E. R. MoDonagh, Lond ; 
Col. R. G. Millard, A.I.F.; 
Lieut. W.J. Mldelton, R.A.M.C.; 
Capt. P. Murphy. R.A.M.O.; 
Messrs. Mawson and Swan, New¬ 
castle on Tyne; Medical Insurance 
Agency, Lond., Agent and Sec. 
of; Mr. J. McOscar, Buxton; 
Messrs. Maruzeo Co., Tokyo; 
Capt. J. Miller, R.A.M.C. (T.); 
Messrs. U. Morrison and Co., 
Lond.; Messrs. Maw, Son, and 
Sons, Lond.; Manchester City, 
Medical Officer of Health of; 
Messrs.C. viitohellandCo.,Lond.; 
Mr. A. G. Mo8sop, Maldon; 
Manchester Royal Eye Hospital, 
Sec. of; Messrs. Murton, New- 
caatle-on-Tyne. 

N. —Dr. O. Nicholson, Edinburgh : 
National League for Physical 
Education and Improvement, 
Lond., Sec. of; National Baby 
Week Council, Lond.; National 
Clean Milk Society, Lond., Hon. 
Sec. of; National Advertising 
Society, Lond.; Dr. A G. Newell, 
Lond. 

O. —Dr. F. Orton, Lond.; Lieut.- 
Col. T. Openshaw, C.B., C.M.G.; 
Sir William Osier, Bart., Oxford. 


A—Mr. W. Aston. Coventry; Mr. i 
J. E. Adams, Lond.; Messrs. 
Scott Armstrong and Co., Lond.; ; 
Messrs. Allen and Hanburys, j 
Lond.; Messrs. W. Abbott, Lond.; 
Messrs. Arnold and Sons, Lond.; 
Ancoats Hospital, Manchester, 
Sec. of; Mrs. Appleyard, Brad¬ 
ford. ; Dr. Manuel na Rocha 
Amorim, Rio Man, Entreoa Rios. 

B. —Messrs. S. H. Benson, Loud.; 
British Medical Association, 
Lond., Deputy Medical Sec. of; 
Miss A. E. Blair, Markincli; 
British Drug Houses, Lond.; 
Bootle Borough Hospital, Hon. 
Sec. of; Board of Agriculture 
and Fisheries, Lond.; Messrs. 
W. H. Bailey and Son, Lond.; 
Mrs. E. Black, Campsle Glen; 
Miss A. M. Barten, Lond.; 
British Prisoners of War Book 
Scheme, Lond., Chairman of; 
Capt. J. A. Bennett, R.A.M 0.; 
Barnsley County Borough ; Mr. 
G. Bayutun, Bath; Dr. R. 
Blondel, Paris; Messss.Burroughs 
Wellcome and Co., Lona.; 
Mr. W. H. Barrett, Chichester; 
British Red Cross Society (Suffolk 
Branch) Bury St. Edmunds, 
County Director of; Mr. R. B. 
Britton, Bristol; Mr. W. Bryce, 
Edinburgh. 

C. —Oftpt. A. Compton, R.A.M.O.; 
Dr. E. A. Constable, Lond.; 


P.—Mrs. Pinches, Bournemouth; 
Price’s Patent Candle Co., Lond.; 
Mr. E. T. Parry, Lond.; Profit 
and Income Insurance Co.,Lond.; 
Mr. W. G. PUmraer, Load.; 
Sir Arthur Pearson, Bart.,Loud.; 
Mr. W. H. Plaister, Lond.; 
Mr. C. J. Palmer, Mansfield 
Woodhouse; Miss Plcken, BMs- 
land; Mr. E. Piper, Stanmore. 

R. —Royal Academy of Medicine 
in Ireland, Dublin; Royal Insti¬ 
tution of Great Britain, Load.; 
Dr. J. D. Rolleston; Royal 
Microscopical Society, Lond.; 
Mr. A. B. Rigby, Lond.; Royal 
Society of Medicine, Section 
of Obstetrics and Gynaecology, 
Hon. Sec. of; Royal Albert 
Edward Infirmary, Wigan, Acting 
Sec, of. 

S. —Mr. A. B. Stewart, Manchester; 
Sheffield Royal Hospital, Sec. of ; 
Mrs. Squire, Lond.; Messrs. 
W. H Smith and Son, Lond.; 
Capt. E. G. Stanley, R.A.M.C.; 
Sir George H. Savage, Lond.; 
Prof. R. Saundby, Birmingham ; 
Messrs. Spiers and Pond, Lond.; 
Salford Corporation, Town Clerk 
of ; Mr. E. C. Spa&r, Chesterfield ; 
Mrs. H. G. Smith, Southampton ; 
Rov. Canon Steward, Codford; 
Stowmarket Urban District Coun¬ 
cil, Deputy Clerk of; Dr. G. H. 
Skinner, Northampton; Society 
of Apothecaries of London, Sec. 
of; St. Andrew's University, 
Librarian of. 

T. —Mr. J. Thin, Edinburgh; 
Dr. J. M. Taylor, Philadelphia; 
Mr. E. Thompson, San Francisco. 

U. —University of Chicago Press, 
Chicago. 

W.—Dr. S. A. K. Wilson, Lond.; 
Col. Sir A. B. Wright, C.B.; 
Mr. A. Wilson, Lond.; Messrs. 
W. Wood and Co., New York; 
Capt. C. D. Walker, R.A.M.O.; 
Lieut. J. K. Watson, R.A.M.C.; 
Dr. D. Walsh, Lond.; Messrs. 
R. F. White and Sons, Lond.; 
Capt. A. W. G. Woodford e, 
R.A.M.C.: Worcestershire King 
Edward VII.Sanatorium, Knigbt- 
wich; Messrs. W. Wesley and 
Son, Lond.; Capt. W. J. Wilson, 
R.A.M.C.fT.F.); Dr. D. J. G. 
Watkins, Lincoln; Messrs. D*vid 
Winter and Son, Dundee; Mr. 
G. E. Wilson. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Anglo-French Drug Co., Lond.; 
Madame Alleoby, Hull; A. L. V.; 
A. B., Ilford; A. D. 

B. —Dr. D. C. Balfour, Rochester; 


Hamilton, Manea; Messrs. Abel 
Hey wood and Son, Manchester; 
Hulme Dispensary, Treas. to 
the; Miss Hammond, Lond. 


Capt. A. B. Chandler, C.A.M.C.; 
Dr. A. J. Chalmers, Khartoum; 
Cambridge University Press, 
Lond.; Col. J. Cant lie; Messrs. 
J. and A. Churchill, Londq 
Messrs. C&rnrick and Co., Lond.; 
Messrs. E. Cook and Co., Lond.; 
Messrs. Cox and Co., Calcutta; 
Major H. St. M. Carter, R.A.M.C., 
D.S.O.; Mr. J. F. Colyer, Lond.; 
C. B. H. 

D. —Dr. R. Donaldson, Reading ; 
Prof. H. R. Dean,, Manchester; 
Messrs. S. Davis and Co., Lond.; 
Messrs. W. Dawson and Sons, 
Lond.; Mr. A. W. Daniels, Rugby; 
Dr. H. A. Dea V<eux, Lond.; 
Mr. J. Dover, Newport, Isle of 
Wight; Decimal Association, 
Load. 

E. —Surg. A. G. Evans, R.N.; 
Lieut.-Col. P. Evans, R.A.M.C.; 
Mr. W. H. Evans, Lond.; Miss 
Edwards, Leeds. 

F. —Dr. H. M. Fletcher, Lond.; 

I Lieut. G. B. Ferguson. R.A.M.C.; 

Messrs. Fletcher, Fletcher, and 
Co., Lond.; Dr. L. Forster. Alex¬ 
andria. 

G. —Miss K. A. S. Gibson, Lond.; 
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G. H. Pollard, Bournemouth. 

R.—Dr. M. J. Ryan, Cruiulin; 
Capt. W. F. Ritchie, R.A.M.C.; 
Rochester and Chatham Printing 
Co., Rooheater, Sec. of; R. W.; 
Messrs. Rosenberg and Selller, 
Lond. 


Dr. W. Donaldson. Flotta; Dr. R. S.—Mr. B. Seeber, Florence 
Donald, Lond.; Dispenser, Hoi Dr. A. C. Soares, jun., Porto; 

born ; Miss L Digby, Richmond , Mr. D. Seth-Smitb, Bildeston ; 

Mr. M. K. Dalai, Bpotle. Smedley’s Hydropathic Co. f 

F.—Lieut. J. G. Forbes, R.A.M.C ; Matlock. Sec. of; Mrs. Spence, 

Messrs. Fannin and Co., Dublin Guildford ; Somerset and Bath 

Capt. H. R. Friedlander, i Asylum, Wells, Clerk to the; 
R.A.M.C. Messrs. Saward, Baker, and Co., 

G —Dr. E. W. Glnner, Menton; Lond.; Capt. A. Stokes, R.A.M.C. 

Dr. W. F. Godfrey, Palmerstpu I\—Mrs. Thwattes, Loud.; Times 
North; Dr. S. Gill, Formby ; Book Club. Lond. 
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Mb. President and Gentlemen,— With the flotsam and 
jetsam of the sale-room there came to my library the other 
day a book for the times, with the title “ A Discourse of 
Constancy . written in Latin by Justus Lipsius, Con¬ 

taining Comfortable Consolations, for all that are afflicted 
in Body, or Mind. London. 1654.” To have known of 
the “ Discourse ” through two admirable articles by Basil 
Anderton, of Newcastle, 1 gave an added welcome to 
Humphrey Moseley’s 12mo. “ in the original state/' 

In the dialogue the two friends discuss the miseries of 
the age, which had made the Low Countries almost as 
desolate as they are to-day, and the great Louvain Professor 
a homeless wanderer. To the despairing Lipsius his friend 
urged that “ equal calamities and far greater had already 
fallen on the race,” and that after all it was the lot of man, 
his destiny, and that cities and people owe their ruin “ by 
Commission of Providence.” As a tonic to their constancy 
they rehearse through many chapters the wonderful slaughters, 
the strange cruelties, the plagues and famines and rapines ; 
and the conclusion reached was that Good comes out of Evil, 
and that the righteous are never forsaken. Having accepted 
this comfortable consolation, hard for us to read anywhere 
except on the title-page of the book, our neo* Stoical friends 
went to dinner ! 

The Conquest of the Great Infections. 

The past three years have seen the slaughter of man by 
man on a scale heretofore unknown except in the lively 
imagination of the Chronicler of the Kings of Israel. On the 
illustrated title-page of the little book, Fate and Necessity 
beam from the sky dispelling the clouds and mist, and the 
light of Providence shines on the figure of Constantia. To 
us in these dark days comes a consolation denied to Lipsius and 
his friend. They did not realise as we do, that it is Apollo, 
not Mars, who slays most in war, that nature in the form of 
disease Is more fatal to man than man with his weapons. 
The needless deaths of Peace far exceed those of the most 
disastrous wars. More people died of plague in two years 
in India than have been killed on both sides since the great 
war began. In 1915, while nine of our soldiers abroad died 
every hour to save their country 12 babies died at home 
in the same time, to the scandal of their country. 

The knowledge of nature's laws has enabled men to devise 
really magnificent ways of wholesale butchery ; yet with a 
delicious inconsistency the same knowledge ha9 taught him 
the science of her ceaseless warfare through disease, and 
has enabled him to win the greatest victory in the history of 
humanity. Even in war time man displays just as much 
hostility to a hostile nature as he does to the enemy in the 
field. Bitter experience has shown him that disease is more 
fatal than powder and shot. The new knowledge has enabled 
him for the first time to reverse the ratio between bacilli and 
bullets. Full details are not to hand for the Allied Forces, 
but we know that the destructive pestilences have played a 
minor, not as heretofore the major, role. And it ha9 been 
the same in the German armies in which the deaths from 
disease have been about 1 to 15 killed and died of wounds. 

The story of the conquest of the great infections is the 
brightest single chapter in the history of science. The 
humanitarian aspect appeals to our better feelings, anl 
hopes for the betterment of the race have been centred 
about health and homes and habits. There is a fly in the 
amber of course, and the vision is blurred (narrowed, indeed, 
to darkness 1) as one looked in two directions—towards cancer 
and towards venereal disease. In choosing a subject for my 
address I could not let the opportunity slip of lending the 


1 A Stoic in his Garden, and Justus Lipsius. The Library, 1915 and 
1916. 

No. 4891. 


weight of this ancient and honourable society to anything I 
might say upon the great awakening that has taken place 
with regard to syphilis and gonorrhoea. Among infections 
they stand alone. Against all others man wages a keen 
warfare. They present the remarkable and subtle combina¬ 
tion of man and nature in an incessant and successful 
propaganda against the health of the nation. The report by 
Dr. K. W. Johnstone to the Local Government Board, 1913, 
and the report of the Royal Commission embrace every 
aspect of the question. 

Statistical Data. 

I propose to touch upon only two points—the importance 
of the enemy and the possibility of a successful campaign. 
I had the inestimable advantage of early professional 
association with a hero-worshipper. Dr. Palmer Howard, 
my teacher and for ten years at Montreal my revered 
colleague, was a man of keen intellectual attachment. 
Wide-awake when the dawn appeared, he saw with remark¬ 
able clearness the immense possibilities of preventive medi¬ 
cine under the guidance of such men as Chadwick, Budd, 
Simon, Farr, Ward Richardson, Buchanan, and Russell. 
When not talking of Bright and Addison, of Stokes and 
Graves, he was lauding these men, their ways, and their 
works. Important literary events were the arrival of 
Dr. Farr's Report and the Report of the medical officer of 
the Local Government Board, as they furnished ammunition 
for the year, and it was my privilege, if not always my 
pleasure, to dig out statistics of the various diseases or to 
abstract some special article. This, you may think some¬ 
what irrelevant, statement is preliminary to an excursion I 
am about to ask you to make with me, not over unpathed 
waters, but through the familiar pages of the Registrar- 
General’s Report—the just-issued volume for the year 1915. 
Custom has not made stale the awe experienced in the 
contemplation of its long rows of figures, the mystery of the 
position of the dots, and of such new expressions as 
standardised rates. And let me add a warning. No author 
of my acquaintance has been so uniformly unhappy as myself 
in dealing with statistics. And I have tried so hard 1 But 
there is scarcely a percentage in my Text-book that has not 
been challenged, and corrected, from various sources more 
than once. Like Lucian, then, in introducing his Vera 
historia, it may be well to solicit at the outset my hearers’ 
incredulity. 

The first thing to arrest attention in Sir Bernard Mallet’s 
big Blue-book is the absence of all reference to venereal 
disease in the “ Review of the Vital Statistics for the Year 
1915,” by Dr. T. H. C. Stevenson. Of 18 causes of death 
specially discussed, all but three belong to the infections, of 
which tuberculosis, pneumonia, and cancer a head the list— 
not a word about syphilis ! For the report of 1912 Dr. 
Stevenson prepared a special discussion for the Royal Com¬ 
mission on Venereal Disease, and the difficulties of the 
whole subject, from the statistical standpoint, were exposed. 
The truth is, syphilis has been, and remains, the despair of 
the statistician. Trustworthy data are not forthcoming. 
Even in death a stigma is associated with it, and the 
returns are everywhere but under the special caption of the 
disease itself. Among the 11 causes of infant mortality 
during the first year syphilis is not mentioned, though on 
p. xxii. it is twice alluded to casually—the only place in 
which the word occurs in the 46 pages of the review I This 
is no reflection on Dr. Stevenson who works with material 
furnished by the profession. 

Where, then, do venereal diseases appear? At p. 142 
(International List No. 37) syphilis is stated to have been 
responsible for 1885 deaths at all ages, and other venereal 
disease for 61. Not a very heavy bill, and of the 1885 
deaths, 1162 were under a year, 1277 under five years. Of 
the ten best killers among the infections (exclusive of the 
motley group of diarrhceal diseases of children) syphilis 
comes last. In order of potency they are (I give the round 
numbers), tuberculosis, 54,000 ; pneumonias, 49,000 ; cancer, 
40,000; measles, 16,000; influenza, 10,000; whooping- 
cough, 8000 ; diphtheria, 6000 ; scarlet fever, 2400 ; cerebro¬ 
spinal fever, 2000. 

Reduction of Typhoid Fever. 

But, Mr. President, I cannot pass these dry figures with¬ 
out a digression. To find syphilis among the ten great 

* I put cancer with the infections to use its mortality rates. 

X 
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infections may cause surprise, bat this is nothing to the 
astonishment at the absence of what has been in so-called 
civilised countries the very David among infections, 
typhoid fever—a paltry 1400 deaths! a rate of 35 per 
million. For 40 years physicians everywhere have consulted 
these reports for the statistics of this disease as the sanitary 
index of the most sanitary country in the world. Where and 
how was this great victory won ? Where do you suppose ? 
In a Government office—of all places ! At the Local Govern¬ 
ment Board—of all places 1 and by a group of Government 
officials—of all men I by Simon, and his successors I Staff 
work, team-work, organised administration, have solved one 
of the greatest of the problems of public health. 

To realise the magnitude of the victory one must have 
lived and moved and worked year by year in typhoid-stricken 
countries—helpless and hopeless without proper sanitary 
laws, or without the power to enforce them. To have suc¬ 
ceeded within the memory of some who hear me in reducing 
the mortality of typhoid fever from between 700 and 800 
per million living to the low figure 35 per million is 
one. of the decisive battles of humanity. Conditions 
in this country have beoome so healthy that even with 
hundreds of thousands of recruits at the most susceptible 
age concentrated in camps the death-rate from typhoid 
disease has been the lowest in our history—and there is the 
added triumph of an enteric-free army in France. Inocula¬ 
tion has done much ; but the conquest of enteric fever in 
this country wass won by honest sanitation, carefully directed 
from a centre by experts, and by Government experts. 

Mr. President, here, if ever, we may say with Simonides, 
'* The State is a man’s teacher,” and for the benefit of the 
timid Ionian individualist we may add Plutarch's comment 
—that this lesson is only learned through many a bitter 
struggle and experiences. The immediate purpose of this 
digression will appear later in my address. Let ns now 
return to the report. 

Gonorrhea and Race Conservation. 

Content at this stage the superficial reader will have a very 
erroneous idea of the position of venereal disease in the 
nation’s life ; but before going deeper into its pages let me 
recall a few pathological and clinical details. Among the 
infections gonorrhoea and syphilis stand out as the great race 
poisons. No other germs act in precisely the same way. 
The gonococcus is not a great destroyer of life ; the figures 
given for 1915 convey the truth, only some 61 deaths. This 
tallies with clinical experience, as the fatal complications 
are very rare. But the gonococcus is the greatest known 
preventer of life—in fact, one of its cruel properties is to 
sterilise a very considerable proportion of its hosts. To 
realise the ravages of gonorrhoea, do not consult the Blue- 
books or the text-books, but study the reports of the gyneco¬ 
logical clinics and hospitals for diseases of women. As 
high as 25 per cent, of the major operations may be for 
gonorrhoea complications, which are among the commonest 
sources of chronic ill-health. Conservative estimates place 
the percentage of sterility in women due to gonorrhoei at 
50; A large majority of these women are innocent victims 
of infection, often innocent infection, by husbands who 
thought themselves free from all traces of what they 
regarded as a harmless indiscretion of youth, and who could 
have been cured under a proper system of control treatment. 
Then the complicating epididymitis in the male is a common 
cause of sterility. Oae recalls the dictum of Noegerrath — 
the founder of our modern knowledge of gonorrhoea in the 
female—90 per cent, sterile women have husbands who have 
had gonorrhoea. 

From the standpoint of race conservation gonorrhoea is a 
disease of the very first rank, and costs the country annually 
thousands of lives. With 30 to 40 per cent, of all the cases 
of congenital blindness, with the chronic pelvic mischief in 
women, and with the unhappiness of sterile marriages— 
with these and many minor ailments scored up against it, 
we m xj say that while not a killer, as a misery producer 
Neisser’s coccus is king among the germs. 

Syphilis. 

The spirochaete of syphilis is easily the most notable 
am mg germs. A protozoon—it is the only protozoon, 
indeed, it is the only germ of world-wide dominion, irrespec¬ 
tive of race or clime. From its well worked out biology, 
just two points suffice for our present purpose. The first, 
in sjme ways the most important single feature in its history, 


is the frequency of the transmission from parent to child. 
Congenital tuberculosis—how rare 1 Congenital pneumonia 
—unknown 1—in fact, a killing transmission in the gTeat 
infections is very rare. In syphilis it stands out less as a 
biological peculiarity than as a fact of supreme importance 
in the national health. The spiroehsste may kill the ohild 
in utero, a few days after birth, or within the first two years 
of life, or the blighted survivor may be subject to innumerable 
maladies. 

Stillbirths. 

The stillborn are at last to be numbered. Until now they 
have remained the “hidden untimely births,” to use the 
language of Job. Sir Arthur Newsholme estimates them at 
close upon 100,000.* What percentage of these deaths are 
spirochastal we do not know. This we do know, that syphilis 
is perhaps the most common cause of abortion, and that in 
examinations which have been made in large maternity hos¬ 
pitals more than 25 per cent, of the stillborn have been found 
infected. In this stage of big figures we can afford to be 
liberal, so let us reject the 80, or even the 50, per cent, of 
some estimates and let ns put the “untimely hidden births” 
due to syphilis at 25 per cent, and tally them at* say, 
20,000 for the year 1915. 

Have we any data to justify these figures! I have looked 
through a great deal of literature, and was not a little 
pleased to find froth my old hospital by far the most satis¬ 
factory information. Let me state that the obstetrical 
department of the Johns Hopkins Hospital was begun in 
a very quiet way. We put a good man in charge, Dr. 
Whitridge Williams, who has had first-class assistants, 
whole-time men, and a method of teaching which has 
enabled him to get a great deal of work out of his students. 
The result has been the output of valuable knowledge and 
the collection of a body of experience which bears directly 
upon the question before us. Of the first 10,000 cases in 
the clinic there were 705 fcetal deaths—i.e., from the 
seventh month on—7*05 per cent. In all cases the placenta 
was examined as well as the foetus. “By far and away 
the most common etiological factor in the producing death 
in the foetus is syphilis,” responsible for 26 4 per cent, 
in the series. This, too, is a low estimate, as at least 53 of 
th8 127 macerated foetuses were probably syphilitic, though 
this could not be determined microscopically. I purposely 
refrain from quoting the statistics, also of 10,000 cases, of 
the Sloan Maternity, New York, from which the syphilitic 
are excluded. The small but very thoroughly worked out 
details of 600 cases by Dr. Slemons, of Yale Medical School, 
give 26 per cent. An investigation is in progress in London 
for the Local Government Board, and I am allowed to quote 
the figures to date, which give only 44 positive cases in 300 
—a mach lower percentage than I have found elsewhere. A 
20 per cent, estimate would, I think, be reasonable. 

Infantile Mortality. 

In 1Q1,5, of 800,000 children born, 90,000 died within the 
first year, the lowest number yet recorded. Add this heavy 
loss to the intra-uterine deaths, and it makes stock-raising 
for the human animal a very poor business. I have no time 
to discuss (b it I may offer congratulations on) the efforts to 
lower this early death-rate by Mr. Broadbent, of Hudders¬ 
field, and by his colleagues in the great child saving work 
they are doing for the nation. The reports on the physical 
welfare of mothers and children by Dr. E. W. Hope and 
Dr. Janet Campbell, just issued by the Carnegie United 
Kingdom Trust, will prove a boon and a blessing to sanitary 
workers. 

Of what did these 90,000 children die? First let us note 
that about one-fifth of these died within the first week and 
a fourth within the first month. Ten causes are mentioned : 
whooping-cough ; other common infections ; diarrhoea and 
enteritis; premature birth ; congenital defects; atrophy, 
debility and marasmus ; developmental and wasting diseases ; 
tuberculous diseases; convulsions; bronchitis and pneu¬ 
monia; and then other causes. Again, the interest in this 
list centres in what is not there! Shades of Fracastorius 1 
Syphilis is not even mentioned l When I was a pathologist 
and physician to an infants’ home, we did not have—nor did 
we need ! —Sohaudinn or Wassermann or Noguchi to tell us 
of what 95 per cent, of infants died during the first month. 
Jonathan Hutchinson and Farrot and Diday and Fournier 
had toLd us that. The Registrar-General cannot go behind 

3 li ’port on Child M >rtallty, 1916, p. 8. 
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his returns, but it is worthy of comment that in Dr. 
Stevenson’s discussion on the causes of infant mortality 
syphilis is only mentioned twice (p. xxii.), and that casually. 
When we turn to the total deaths from syphilis then we do 
get light, as among the 1885 deaths 1162 were under 1 year, 
1277 under 5 years, but these figures are far below the mark. 
Careful work is in progress to determine the number of deaths 
within the first year from syphilis, and we shall not be far 
wrong in placing the figure at between 15,000 and 20,000. 
Dr. Helen Y. Campbell, in charge of the Bradford Infants’ 
Clinic, reports for 1915 34 30 per cent, with the clinical 
features of syphilis among the 207 deaths in 3010 infants 
under one year. 

Widkspriad Manifestations of the Spirochete. 

The second point in the biology of the spirochsete is a 
peculiarity it shares with many other parasites of resting 
dormant in the body for years. As a rule such germs, even 
while retaining their virulence, do little or no damage. Not 
so the spirochsete, whose capacity to work evil is not to be 
measured by years. Since Schaudinn’s great discovery there 
is a sharper point to Sigmund’s oft-repeated aphorism, 
“Syphilis is the worm that never dieth.” Venus impura 
is a hard mistress. Yenus of the long arm she should be 
called, as 10, 20, 30, even 40 years from the date of infection 
the book bills are rendered, and she wrings the uttermost 
farthing out of her poor victims. One plain outcome of all 
recent work is that the untreated or the half-treated syphilitic 
is a bad life. No insurance company to-day will take a man 
who has a Wassermann reaction. So widespread are the 
manifestations of the spirochsete in the body that there is 
truth in the paradox I was in the habit of telling my students, 
Study one disease, study syphilis thoroughly and you take a 
knowledge of all others on the way—general medicine, nearly 
all surgery, and certainly all the specialties. 

But I see an incredulous look on some faces, and I hear the 
whispered comment—’tis heard often enough I “ Where is all 
this syphilis? It does not come my way.” Yes it does. 
The syphilis we see but do not recognise everywhere awaits 
diagnosis, so protean are its manifestations. My colleague 
at the Johns Hopkins Hospital, Lewellys Barker, in a recent 
paper enumerates 19. ‘ A good test of the importance of a 
disease is to take the 37 volumes of the two series of the 
Index Catalogue of the Surgeon-General’s Library, Washing¬ 
ton, in which is indexed practically all medical literature 
between 1880 and 1917. In Yol. XVII. of the second series 
issued in 1912 are 207 double-columned pages of reference, 
against 117 pages in Vol. XIV. of the first series in 1893. No 
other single disease except tuberculosis has so much space 
devoted to it. 

Syphilis illustrates the truth of the axiom that 1 ‘ Men do 
not die of the diseases that afflict them.” Look up and down 
the columns on pp. 138-167 of the Report, and except in the 
figures I have already given there is no reference to syphilis, 
and if from the 1885 deaths you take out 1277 before the 
fiftJa year, there is left the apparently comforting assurance 
of only 608 deaths among adults for the year 1915. Nothing 
could be more misleading. 

The two-century-old conviction that syphilis was re¬ 
sponsible fora great many internal disorders (Morgagni, 1761, 
and Lancisi, 1728) did not really bear fruit until the seventh 
and eighth decades of the last century. Fournier started 
the ball rolling ; but it was the discussion on Erb’s paper, 
“Syphilis and Tabes,” at the 1881 London Congress that 
roused the profession. To the distinguished Heidelberg 
clinician, still more to the great syphilographer, Fournier, 
and to that model physician in mind and method, William 
R. Gowers, we owe the demonstration of the important part 
played by syphilis in the etiology of the chronic diseases of 
the nervous system. I remember the discussion as if it were 
yesterday, and I have re-read it with no little astonishment. 
And yet as the actual demonstration of to-day was lacking 
the clearest eyes saw but through a glass darkly and we 
must sympathise with an opposition which was able to bring 
so large a body of negative evidence against the new view. 
The evening after the discussion an interesting incident 
happened at Dr. Bristowe’s house. Bouchard, Erb, and one 
or two others talked over the subject. Bristowe, who was a 
waverer, emphasised the point that many physicians had 
locomotor ataxia who certainly had not had syphilis. 
Turning to me he said: “Now our mutual friend X has 
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surely not had it—he would have told me! ” I felt sorry to 
have to say that I had seen our mutual friend on the 
continent under treatment with secondary symptoms ! 

The improved technique by which the spirochsete is demon¬ 
strated in the tissues and the serum reactions have opened a 
new chapter in our knowledge of the prevalence of the 
disease. The profession has read it with amazement, the 
sanitary authorities with bewilderment, but best of all the 
public is actually reading the chapter in the open! 

Examination of Resistrar-Generai/s Mortality 
Returns. 

Let ns see now what the Registrar-General oan tell us 
about the book-bills of the Cyprian. Germs show singular 
preferences for different parts of the body—the tubercle 
bacillus for the lungs and lymph glands, the Plasmodium 
malaria for the blood, the lepra bacillus for the skin, and 
the Spirochata pallida for the nervous system and the blood¬ 
vessels. Of the 562,000 deaths in 1915 about 58,000 wore 
due to diseases of the nervous system. Two of these need 
not detain us. Locomotor ataxia and general paralysis of 
the insane are syphilis and account for 735 and 2263 deaths 
respectively. Now that is as muoh as we oan say positively 
about the lists on pp. 146 and 148 of the Report, but let us 
take the other diseases in order. 

A certain number of cases of meningitis are syphilitio, but 
they cannot be picked out from Class C—returned as “ Other 
forms,” numbering more than one-half of the total deaths 
from this disease. We may leave this out altogether. After 
locomotor ataxia oomes * ‘ Other diseases of the spinal cord,” 
2846 deaths, a larger proportion of them in the fourth to the 
sixth decades. Any neurologist would say that a reasonable 
estimate would take at least one-half of these—say, 1500. 
By far the largest single cause is cerebral haemorrhage— 
apoplexy—25,423, a majority of the deaths occurring after 
50, beyond which age it is the privilege of any man to 
rupture a blood-vessel in his brain without suspicion. 3713 
of these deaths were between the ages of 25 and 50, of 
which 3000 could be claimed as due to syphilis. “Softening 
of the brain” should long ago have gone into the limbo of 
unused terms with “rising of the lights,” but there are 1472 
returns under that caption; who could deny us 500 of these ? 
The “Paralyses without specified cause,” 2983 cases, is a 
hopeless section, but as more than two-thirds were hemi¬ 
plegia we could be given at least 500. That a certain 
proportion of other forms of mental alienation, 1100 deaths, 
were cases of G.P.I. is very probable. Judging from the 
studies of Leonard Finlay 5 and of Fraser and Watson, 6 
epilepsy, spastic diplegias, and mental deficiency are 
common results of congenital syphilis. The extraordinary 
amount of latent neuro-syphilis in the community is well 
brought out by the studies of Southard and Jiis colleagues 
at the Boston Psychopathic Hospital. From epilepsy, 
infantile convulsions, and “other diseases of the nervous 
system,” which mount up to about 15,000, we could claim a 
couple of thousand at least. This gives us a total from this 
seotion of about 10,000 deaths in which syphilis is a 
probable cause of death. 

The spirochaete attacks the vascular system in preference 
to all other parts, and many of the deaths noted as apoplexy 
and meningitis, &c., are really from blood-vessel lesions. 
Aneurysm, the first important internal disease to be attri¬ 
buted to syphilis, and the aortitis on which it depends are 
usually spirochsetal. Between the twenty-fifth and the 
fifty-fifth years the cases are always spirochaetal ; in the 
young they may be embolic and in the aged atheromatous. 
Of the 1141 deaths we could put down 1000 to syphilis. 
There is a terrible bill opposite organic disease of the heart, 
56,000 deaths. About 17,000 of these are between the ages 
of 30 and 55, and a majority of these are in men. Unfortu¬ 
nately, valvular disease and the myocardial cases are not, 
differentiated from the others, nor the aortic from the 
mitral. For reasons to be referred to later we shall be safe 
in taking one-third of the cases between 30 and 55—say, 
5000 at least—and we may take an equal number from the 
10,000 dead of diseases of the arteries, atheroma and 
aneurysm. A low estimate would put the cardio-vascular 
deaths due to syphilis at above 10,000. 

It is unnecessary to bring in the comparatively small 
number contributed by other organs, the liver, lungs, 


s Glasgow Med. Jour., 1914. 
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larynx, kidneys. We have enough to put the grand total 
of the ravages of the Spiro chat a pallida above 60,000, and to 
move syphilis from the tenth place in the Registrar-General’s 
Report to which it belongs— at the top , an easy first among 
the infections. Many years ago in the “ Life and Death of 
Mr. Badman,” I came across Buny&n’s phrase the “ Captain 
of the Men of Death,” which “caught on ” in the litera¬ 
ture. In his day it may have been true of consumption ; it 
is so no longer ; the headship in temperate climates belongs 
undoubtedly to syphilis. 

Post-mortem Evidence. 

It was not without reason, some of you may now think, 
that I entreated my hearers’ incredulity. There is a hazy 
unceitainty about these figures, I admit, but we shall find 
they are understated, not overstated. So impressed have 
clinicians and pathologists been with the absence of clear- 
cut evidence that in all parts of the world investigations are 
in progress dealing with the incidence of syphilis in ordinary 
hospital work. I cannot begin to quote all the papers, but 
I may refer to a few just to make you feel less incredulous 
about the character of my claims. 

Dr. War thin, 7 one of the best known of American patho¬ 
logists, whose technique is only equalled by his patience 
and thoroughness, investigated the tissues in a series of con¬ 
secutive post-mortems with the most scrupulous care to 
determine the existence of the spirochsete. One-third of the 
autopsies in adults showed its presence somewhere in the 
organs. Of these 41 cases only 11 were known to have had 
syphilis, 5 had active lesions in the nervous system, and 25 
had shown no clinical changes suggestive of syphilis. In 
36 there were syphilitic lesions in the heart (spirochsetes 
demonstrated), 32 in the aorta, 31 in the testicles, 4 in the 
liver, and 6 in the adrenals. He concludes that interstitial 
myocarditis, aortitis, and fibrous orchitis form a triad dis¬ 
tinctively spirochaetal. The material from which this study 
was made represents an average intake of a hospital supplied 
largely from the country and from smaller towns of the 
State of Michigan. It would be interesting to repeat in one 
of the large London hospitals a similar study in 500 bodies, 
though the prolonged and tedious character of the work 
makes it almost impossible unless a special staff (after the 
war) could be appointed. It is the type of work that carries 
conviction, as the parasites are demonstrated in the lesions. 

The Wassermann Reaction. 

The other method of inquiry does not carry the same 
weight. Not that the Wassermann reaction is not a satis¬ 
factory test of the presence of syphilis, but the technique is 
delicate and beset with difficulties that may vitiate the 
results. I will only refer, then, to studies made under the 
control of men I know, and with as great care as possible to 
perfection of the technique. C. H. Browning's paper 8 gives 
many details from English and Scotch sources. 

My native country has a Conservation Commission which 
deals with everything from babies to beavers. I do not know 
the circumstances under which the Commission called for a 
report on the prevalence of venereal diseases, but they asked 
the members of the staff of the new Toronto General Hospital 
to undertake the work, and their report just issued (Jan. 17th, 
1917) deals with all aspects of the problem. The point 
of interest here is that from 12 to 14 per cent, of 
patients admitted to the hospital show serological reactions 
characteristic of syphilis. In 60 per cent, of these persons 
the disease was not suspected. That the observations were 
made by Dr. Detweiler in the laboratory of Professor J. J. 
Mackenzie is a sufficient guarantee of the character of 
technique carried out. 

The Brigham Hospital, Boston, is a new research hospital 
on the most advanced lines. Of 4000 patients examined by 
Walker and Haller, 9 600 had been infected—15 percent. Here 
again the latent cases far outnumber the^active. In Balti¬ 
more Dr. George Walker, a well-known specialist, examined 
1080 patients, 10 per cent, of whom gave the reaction. Of 
327 prostitutes, 67 per cent, were infected. 10 Dr. John H. 
Musser, jun., reports that the examination of cases at the 
University Hospital, Philadelphia, gave 14 per cent, with 
the speoific reactions for syphilis. 

7 American Journal of the Medical Sciences, 1916. 

• Brit. Med. Jour., 1914, i. 

9 Journal of American Medical Association, 1916,1. 
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I know there are those who look askance at the results of 
the Wassermann reaction which has not, and does not claim, 
mathematical accuracy, and it is a test bn which much 
depends in the personal skill and honesty of the pathologist. 
These figures, from sources well known to me personally, 
may be trusted as far as one can such slippery articles. 
Modern research everywhere leads to three conclusions : 
(1) that there is an immense body of latent syphilis in the 
community ; (2) that a very large number of persons have 
not been thoroughly treated ; and (3) that to the enormous 
groups of cerebro-spinal and cardio-vascular deaths syphilis 
is an all-important contributor. 

Growth of Campaign against Venereal Diseases. 

The discovery of the spirochsete in 1905 gave an enormous 
impetus to the study of syphilis, while the improved treat¬ 
ment announced by Ehrlich in 1910 aroused hopes that at 
last—with the cause known and the cure assured—we had 
in our hands weapons for an effective fight. The public 
and its incorporated activities, the State, had persistently 
ignored its existence. Centuries of silence had made 
venereal disease taboo. Press and pulpit alike ignored 
the unsavoury subject. I doubt if the word syphilis occurs 
in the index of the Times until 1910, when a brief announce¬ 
ment of Ehrlich’s discovery was made. Venereal diseases 
are rarely mentioned until the recent Commission, though, 
of course, a great deal of discussion took place upon the 
Contagi ms Diseases Acts History repeats itself. Imperial 
Rome is said to have been one huge brothel, in which sexual 
diseases were rife, though whether syphilis was one of them 
we do not know. The bibliophile Jacob (Paul Lecroix, who 
is also Pierre Dufour of the great work on prostitution) calls 
attention 11 to the hesitancy with which tho Latin writers, 
medical and lay, refer to the morbus indecens , or, indeed, to 
any sexual disorder. To the rapid increase of venereal 
disease in them he attributes the appointment of State 
physicians by Nero. 12 

The beginning of the twentieth century saw us in a condi¬ 
tion of hopeless apathy. Within a decade what a changed 
attitude in profession and public ! You, Mr. President, 
started the former by the issue of your six-volume ‘ ‘ System 
of Syphilis,” which has proved such a useful armoury. Dr. 
Johnstone’s report was an “eye-opener.” The Royal Com¬ 
mission appointed in 1913 gave practical expression to a 
realisation of the importance of the problem by the public. 
Best of all, Lord Sydenham’s report has not been sterile, as 
is so often the case with Royal Commissions. The rapidity 
with which it fertilised the House of Commons is unparalleled 
in the history of even that prolific lady. An outcome, too, of 
the work of the Commission was the founding in 1914 of the 
National Council for Combating Venereal Diseases, the 
primary function of which is educational. Under the wise 
guidance of Sir Thomas Barlow the Council has provided 
accurate and enlightened information to the public, and has 

h Recherche* Hlstorlquea sur lea Maladies de Venus, Bruxelles, 
1883. 

i* The question of the existence of syphilis in Graeoo-Roman times 
has been re-opened with the proof of the presence of the disease in 
Europe before the discovery of America. I have asked Mr. Warde 
Fowler, the well-known authority in R 'man social life, what he thinks 
of the bibliophile Jacob's statement. His reply is worth quoting:-"In 
my judgment the question depe ids on the evidence of Celaus entirely; 
all the rest which Jacob adduces is vague and Indirect, and apt to give 
way when you probe It. Fo- example, he makes a great point of slave 
doctors kept in big establishments, who would keep unpleasant 
diseases secret, and so on. I have looked up the evidence about these, 
and there is nothing more in it than that in a few very big establish¬ 
ments It was convenient to have a doctor on the spot, as in a big ship. 
The economy of those big households or farms was self-sufficing, in this 
as In other ways. And it was far from universal even in large farms, 
for Varro expressly says that farmers preferred to use the doctors of the 
neighbourhood. Again, he quotes St. Augustine for the Syrian luxury 
that came to Rome in the second century b c., and jumps to the 
conclusion that all kinds of evil diseases came with it. That may have 
been so, but it does not come out of Augustine's words; and I am pretty 
sure that if Augustine had wanted to say so, he would have said it with¬ 
out any scrup'e. But, on the other hand, supposing that the passage 
quoted from Celsus distinctly points to syphilis or something like it, 
the fact that there is no mention of such things in Roman literature 
would not be enough to damage Oelsus’s evidence. What survives of 
Roman literature is mostly clean and in good tone, and one would not 
expect to tind any such allusion in It. The absence of any allusion in 
certain poems of Catullus, and in the great passage about love at the 
end of the fourth book of Lucretius, might suggest that one shou’d be 
careful about Interpreting Celsus, but would by no means be decisive. 
(I have just been over the Lucretius passage, and can find no trace of 
allusion to a morbus ; and L. was very plain spoken in such matters.) 
So I think that you must go by Celsus alone. Apart from him I should 
say there is no evidence of any weight, positive or negative.” The 
difficulty with Celsus is a matter of interpretation. The lesions 
* described are not necessarily sexual. 
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been a rallying centre for the various professional bodies 
interested in the snbjeot. The work of the Eugenic Educa¬ 
tion Society under Major Darwin has been most helpful. 

The outset of the great war has stimulated, not retarded, 
the plan of campaign. Since that memorable scene which 
shook the gods in Olympus with inextinguishable laughter 
Venus and Mars have been inseparable. War means an 
enormous increase in the number of infections. The last 
quoted figures for the British Army at home are (Hansard, 
April 23rd) : 71,000 cases of gonorrhoea, 21,000 cases of 
syphilis, and 6000 cases of soft chancre. In the Canadian 
Army to March 31st, 1917, there have been 18,335 cases of 
venereal disease—figures which have stirred public opinion 
in the Dominions to the boiling point. 

Legislative Action. 

Stricter prophylaxis should reduce these figures. I have 
had from Colonel Bradley, U.S.A., and Major Lyster, U.S.A., 
now stationed in England, the full details of the methods 
now carried out so successfully in the United States Army. 
The annexed chart speaks for itself:— 

Admlfl- Years. —Lower line shows rates for enlisted force in 

sion the United States. Upper line shows rates for 

rates all enlisted force both in the United States 

per 1000. and abroad. 



1S8S-98. —During this decade the Army was stationed throughout the 
United States principally at small posts. No compulsory physical 
inspection; no systematic propaganda to reduce venereal 
disease. The rates represent practically those patients unable to do 
duty. Cases not treated or those doing duty were usually not 
recorded. 

1898 .—Spanish War. Militia called into service. 

1898- 99 .—Great change in Army; marked expansion. Old soldiers 
disappear; volunteers come in. Young recruits sent to Cuba, 
Porto Rico, Philippines. 

1899- 1901 .—Philippine Insurrection. Troops in Cuba, Porto Rico, China. 
1901-09 .—High rates prevail in United States and abroad. 

I'.tfQ-11 .—Principles of preventive medicine applied; prophylaxis 
urged. 

1911. —Syphilis increases. Wassermann test used in diagnosis. 

1912. — Systematic measures. Fortnightly physical inspections and 
prophylaxis enforced by G.O., May 31st. Pay stopped, G.O. 31. 

191 If-10.— Concentration on Mexican border. 

Various stimuli, public and private, have had at last the 
desired effect. The Government felt that opinion in the 
country was strong enough to act on the advice of the Com¬ 
mission and hand over the venereal problem to the public 
health authorities represented by the Local Government 
Board. The most sensible single bit of evidence given to 
the Commission was expressed by the Hon. Miss Brodrick, a 
trained nurse, that we should deal with the disease ‘ ‘ as if it 
were small-pox or scarlet fever, simply as a disease quite 
apart from the moral side.” This is what the Government 
has done. Recognising the existence of the disease as a 
great menace to public health, legislation has been enacted 
to fight the enemy on a settled plan at many centres under 
the control of the Local Government Board. It is a new 
departure to deal with an individual disease ifi this way. 

What a change a single word may effect! Tuberculosis, 
the white plague, is really a more hopeful disease to fight 
than syphilis. Though it has the same strong allies, poverty 
and drink, there is absent the complicating problem of 
prostitution. The word “may” instead of “shall” in the 
Tuberculosis Act gave us an ineffective guerilla warfare of 
local bodies for a Kitchener and a general staff. The 
Government m*de no mistake this time —»hall is the word, 


and all over the country the clinics are in course of 
formation. Nurtured upon the Reports of the Local Govern¬ 
ment Board, I dwelt with a purpose on the successful 
campaign which it had waged against typhoid fever. In 
that great warfare Sir John Simon was chief of staff, and 
the battle was won by able lieutenants who directed the 
actual fighting in various parts of the country. Read the 
story in his writings, and you will wonder how it ever could 
have been accomplished, against the opposition of Dogberrys 
inside and outside the House. Had the country listened to 
Sir John Simon half a century ago, when he advocated the 
“ urgent need of control of the public health by a responsible 
Minister of State,” our arrears in infant mortality and 
housing would not now be so heavy. Still, let us be 
grateful to him and to his successors for all the good work 
that has been done. 

Establishment of Venereal Clinics. 

No more hopeful legislation has ever been enacted than 
the establishment of these venereal clinics, with which 
the country will be equipped, though not fully, for the battle. 
But let the people and their representatives realise that they 
are dealing with the subtlest foe of humanity and the 
greatest sanitary problem which confronts civilisation. A 
general staff, controlling the campaign, will work from the 
Local Government Board (or before long, let us hope, from 
a Ministry of Health 1 *) with laboratory, statistical, and 
social service departments, a publicity bureau and a library. 
The centres will be units working with a single object, and 
the doctors, nurses, and social workers will be members of a 
great national army. 

Already the Commission—for it is its work—has done what 
the profession has not been able to do in these long years— 
opened the doors of the general hospitals to these victims. 
The governors and trustees have lined up at last with the 
good Samaritan. There are many institutions in which an 
up-to-date scientific clinic with laboratories will be a great 
boon. The profession welcomes the scheme from the 
educational side, as there will be within easy reach oppor¬ 
tunities for the study of all aspects of both disorders, and 
from the practical side they will be able to bring their 
patients freely for special treatment, for special consulta¬ 
tion, and for the laboratory tests which are so essential. 
There will, I hope, be at each centre lectures and demon¬ 
strations as have been organised in Liverpool. A sympathetic 
and loyal feeling on the part of the practitioners in each 
district is really essential to the success of the work. 

Between the clinical and the laboratory side there will be 
enough at each clinic to occupy a large part of the time of 
a male and female doctor, who will, I trust, become the 
skilled advisers of the profession and of the public in each 
district. It should be our business to make these positions 
sufficiently attractive to catch the very best, and I am sure 
the hospital authorities will welcome them warmly as 
members on the staff. In large cities they might well be 
whole-time positions, though I should prefer to allow their 
colleagues and the public to have the benefit of their ever- 
increasing experience. A great missionary field will be 
opened for women doctors, who should do the work among 
their own sex at the clinics. 

Education of the Public. 

Nowadays, in the hospitals the individual is studied and 
cared for, not solely his or her disease. Social workers of 
the right sort with the right spirit, the helpful sympathetic 
spirit which— 

“ Gently scans your brother man, 

Still gentlier sister woman," 

will do much to make the clinics known and appreciated. 
The National Council could very well supervise this work 
which should be done by carefully selected volunteers. The 
clinic should be the centre in each district of an active 
educational propaganda which should be stimulated and 
planned by the general staff, and not left to the timid dis¬ 
cretion of the local authorities. By meetings, literature, 
placards—in every legitimate way—a knowledge of the 
dangers of venereal disease should be distributed, and the 
importance of early and thorough treatment insisted upon. 
The public lavatories, the toilet-rooms of restaurants, 


ia The Waldorf Aator Report just issued, “ The Health of the People : 
a New National Policy," should give a great stimulus to the unification 
of the many departments at present dealing with public health. 

x 2 
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railway stations, hotels, and factories should be utilised 
in a crusade against advertising venereal quacks. The stage 
should be used actively, and such a play as Brieux’s 
“ Damaged Goods,” while strong meat for the young^ 
enforces on young men the lesson of the terrible risks 
better than the chapters in Proverbt or than any number of 
leaflets. 

In every possible way the sympathetic cooperation of the 
public is to be sought. Get people to realise that it is a 
great communicable disease two-thirds of the victims of 
which are innocent, and much will be done to break down 
the present barriers of ignorance and false sentiment. For 
any legislation to be successful the people must be prepared. 
The problem bristles with difficulties, but the primary duty 
is to gain the confidence of the public and respect their 
feelings so far as they are consistent with the welfare of the 
State. 

Unqualified Treatment.—Notification.—Compulsory 
Treatment. 

We are committed, then, to a campaign of education, and 
an elaborate scheme of treatment. Two circumstances 
make it probable that these measures—and a good beginning, 
let us grant—will not suffice in themselves to reach the 
enemy. 

So deep is the stigma associated with the disease that 
patients avoid hospitals—even their family doctors—preferring 
quacks and others who promise a speedy cure. Legislation is 
in progress to prevent unauthorised treatment of the disease. 
The active sympathy should be sought of the 5000 men 
calling themselves herbalists, referred to by Mr. Hayes 
Fisher in the House. (Hansard, April 23rd, 1917.) I am 
sure the profession has no wish to interfere seriously with 
a calling which ministers to a thirst for “simples” so 
Gargantuan. These men have families and could be 
interested in public health; many of them are good 
botanists and of above the average intelligence. They 
know that syphilis and gonorrhoea are quite beyond the 
reach of herbs, and that even guaiacum—the holy wood—no 
longer avails. 

To be successful in any fight the primary essential is to 
know where your enemy is placed. The Commission did not 
feel able to recommend confidential notification, nor does 
the new Act enforce it. Perhaps they were wise and knew 
their business better than some of us who advocate it. 
Realising as fully as anyone the strong arguments against 
notification, the gravity of the situation outweighs with me 
all private considerations, and I feel sure that within a year 
we shall be ready for the change. It works well, we are told, 
in Scandinavian countries, and it will be interesting to have 
the results from those Australian dominions in which it has 
been introduced. 

Another point really more serious is also associated with 
notification. Both syphilis and gonorrhoea require protracted 
treatment. It is the partially or badly treated cases that 
■come to us 10 to 20 years later with aneurysm or nervous 
breakdown. The primary symptoms are often so slight that 
it is impossible to get patients to continue a course of 
medication lasting a year or even more. Here is where the 
clinics will be on trial, and we shall watch their experi¬ 
ence anxiously. I see reports from a Boston hospital at 
which 28 per cent, of the patients did not return, and to a 
New York venereal clinic 29 per cent, of the syphilitics 
came but once. To be successful in this fight we must have 
control of the patients—the treatment must be compulsory. 
It is so in the Army, from which the men with syphilis and 
gonorrhoea are not to be allowed to return to private life 
until a reasonable guarantee is given in each case of cure. 
If the House of Commons in any way represents outside 
opinion the public is a long way from appreciating the 
appalling risks they run. Though on the street to-day, the 
spirochmte may be in your home to-morrow. The very 
reasonable proposals of Captain Guest. Mr. Rawlinson, and 
Sir H. Greenwood (Hansard, April 30th), that sanitary and 
curative measures should be adopted in the case of persons, 
men and women, convicted of certain definite offences, was 
met by cries of ruthlessness and Prussianism. The proba¬ 
tion officers and workers of the London Diocesan Police- 
court Mission know what they are talking about when they 
urge compulsory detention and treatment. Practised with 
Mars, it is no sex inequality to do the same with Venus, but 
the Government is committed, for a time at least, to a policy 
of persuasion, feeling that notification and compulsory 


treatment are too far in advance of public opinion. Mr. 
John Burns (Hansard, April 30th) thinks that the Local 
Government Board has the power to deal with the question 
of notification. I doubt if it could enforce the treatment of 
syphilis any more than it does in the case of tuberculosis. 

The Outlook. 

To many the venereal situation looks dark and hopeless. 
It is not. For the first time in history the outlook is 
bright, despite the fact of an inevitable increase of cases 
during and after the war. Three things have happened to 
justify this hope. 

The public is at least awake to the necessity of an educa¬ 
tional campaign, in which the appalling dangers of the 
disease shall be brought home plainly. Other means than 
those heretofore must be brought to bear in a full and free 
enlightenment upon the subject. Such literature as Corbett- 
Smith’s “ Problem of the Nations” and the various publica¬ 
tions of the National Council are having an enormous influ¬ 
ence. That the preaching of chastity appears a ghastly 
failure, in the face of the record of 800,000 fresh cases 
annually in this Christian kingdom (Melville White’s esti¬ 
mate), is no reason why the earnest appeal for personal 
purity should not take the first place in the educational 
campaign. Where the Apostles had to confess defeat their 
successors need not feel discouraged, and had they not 
laboured so hard for so long the percentage of the poxed in 
the community might have been doubled. The reproach is 
not upon Christianity but upon earthen vessels too frail to 
hold it. Venereal disease has been called a bi-sexual 
problem. Patrol beside St. Martin’s Church at this hour and 
you would be inclined to deny it; but remember, for the 
aggressive harlotage that still disgraces our streets man is 
primarily responsible. The blame, but not always the burden, 
is upon him. The pity of it is that the strong offences’ cross 
is borne, not always by the offender, how much soever he 
may sorrow, but by innocent women and children who form 
more than one-half of the victims. 

That the State has at last inteivened is another ground for 
hope. In the matter of health you may trust the people. 
Once get democracy to realise that it is badly diseased and 
it displays a Job-like regard for its skin. Has not Tammany, 
a very synonym for corruption, given New York City the 
most progressive, up-to-date system of sanitation in the 
world ? You will have gathered, Mr. President, that I am 
a strong advocate of strong central control in these matters. 
My inspiration does not come from Hegel or his bastard modern 
disciples, but from the fountain-head, the great teacher who 
tried in vain to bring the Athenians back to (1 thoughts of 
order, to disinterestedness in their functions, to that self¬ 
concentration of soul in one’s own part, that loyal concession 
of their proper parts to others on which such order 
depends.” 14 Plato tells us “States are as the men are ; 
they grow out of human characters.” How chastened has 
been the strong Ionian element in British life! The war 
has brought to the individual a Dorian realisation of duty 
never before witnessed. All that a man hath—all that he 
holds dearest are drawn into a new ideal of service to the 
State. It will not be so hard after this schooling to accept 
an ever-increasing control of the disease by a Ministry of 
Health, with notification and compulsory treatment. 

Most hopeful of all is the changed heart of the people. At 
last the sinner is to receive Christian treatment. Above the 
mantelpiece of his library hung what the founder of my old 
school, the Rev. W. A. Johnson (Trinity College School, near 
Toronto), used to call the Magna Charta of humanity. In 
the centre of the most dramatic scene in the Gospels stood 
the woman taken in adultery. About her thronged the 
Scribes and Pharisees, with eyes turned from her to the 
Christ, stooping as he wrote with his finger on the ground the 
watch-words of the New Dispensation—“ He that is without 
sin among you, let him first cast a stone at her.” I should 
like to see a copy of this picture in every one of the new 
clinics in testimony that we have at last reached the full 
meaning of the priceless message, “ Neither do I condemn 
thee ; go, sin no more.” 

Fighting in this spirit, the soldiers of our “New Model ” 
will put up an irresistible barrage against the most 
formidable enemy of the race—an enemy entrenched 
behind the strongest of human passions, and the deepest 
of social prejudices. 

i* Pater: Plato and Platonism, 1893, p. 216. 
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A BLOOD CHANGE IN GAS POISONING. 

By JAMES MILLER, M.D. Edin., F.R.G.P. Edin., 

CAPTADT, B.A.M.C. (T.); PATHOLOGIST, 2lfD SCOTTISH GEHERAL HOSPITAL. 


In cod junction with my colleague, Captain Harry Rainy, 
I published a note on a new sign in Gas Poisoning in 
Thb Lancet of Jan. 6th, dealing with some fourteen cases 
of the condition admitted to No. 2 Scottish General Hospital 
during the month of September last. Since that date the 
investigation has been carried out in my laboratory upon 

Table I.— General Survey of the Cases , Excluding the 14 
Already Recorded. 


6 

25 

Polymorpha. 

Lymphocytes. 

Mononuclears. 

i 

03 

1 

a 

1 

i 

Period between 
gassing and 
examination. 

Immediate 

symptoms. 

Symptoms at 
time of 
examination. 

j 

15 j 36-2 56*4 2 3 

5*08 

0*4 

1 m. 

Twice gassed, un¬ 
conscious second 
time. 

Vomiting, dys¬ 
pepsia. pains in 
head. 

16j75*7 21-7 1*2 

1*2 

— 

2 „ 

Unconscious. 

Cough, tightness 
i in chest. 

17 49*3 45*6 3*0 

2*0 

— 

— 

— 

1 — 

18:54*5 36*3! 4*0 

4*5 

0*6 

- 

— 

— 

19|56*2 37*0 1*9 

3*9 

0*9 

1 m. 

Choking sensation. 

No symptoms. 

20(53*8 38*6 4*3 

2*1 

1*2 

6 ,, 

Slight case. 

„ t , 

21 40*3 54*8 1*8 

2*4 

0*6 

13 „ 

„ .. 

Gastric pain, vomit¬ 
ing, losing weight. 

22 

58*5 37-4 2*5 

1*1 

0*2 

12 ,. 

Lost power of legs, 
but did not go sick. 

Shortness of breath. 

23 57*5 35*2 6*7 

0*3 


17 „ 

Slight case. 

Chronic otitis 
media, no present 
symptoms. 

24 59*9 37*9 1*1 

0*5 

0*3 

1 ♦, 

Could not eat food 
for several days; 
stretcher case. 

No symptoms. 
Suffering from 
scabies; dis- 
cbarged tit. 

25 47-2 48-3 1-6 

1 

,4 

0*2 

3 „ 

Became uncon¬ 
scious 4-5 hrs. 
after attack. 

Languid, breath¬ 
less, has sick spells. 

2b 32*1,63*7'2*8 

0*9 

0*3 

3 

Became uncon¬ 
scious in 4 hrs. 
after attack. 

Headache, cough, 
breathlessness. 

27 

50*5 43*2 2*5 

3*5 

0*5 

12 „ 

Unconscious 4 
days. 

Has frequent 
attacks like pneu¬ 
monia which last 
3-4 daj s and sub¬ 
side. 

28 

52*4 43*7 1*5 

1*8 

0*3 

3 

Cough and breath- 
; less ness. 

Cough persist s, but 
is much improved. 

29 70*3 26*9j 1*1 

1*4 

— 1 

3 

; Cough, vomiting, 
and unconscious. 

Dyspnoea and pain 
in chest. 

30 53*2 41*9! 0*9 

3*8 

— ! 

2 „ 

•• 

„ „ 

31 49*4 49*4:0*9 

, I 

[0*3 

| 

— 

3 

Slight cough, 
copious catarrh. 

Cough and spit. 

32; 56*4:41 7 0*4 

1 1*3 

— ! 

3 „ 

Vomiting, severe 
headache. 

Severe headache. 

33,35-556 2| 3*0 

5*0 

0*5; 

1 

Vomited ; stretcher 

case. 

Dyspnoea and 
pain in chest. 

34 47*0|49*0j 108 

1*9 

0*2 

3 „ 

, • „ 

35 50*4j44*6|l*7 

3*2 

— 1 

12 „ j 

No symptoms. 

1 No symptoms. 

36 68*0 30 0| 2*0 

1 — 

— : 

2 .. | 

Vomited. 

i Tight feeling In 
; chest. 

37 37*8, 54*8 2*6 

3*5 | 

1*1 

12 „ 

! Cough and vomlt- 
ing. 

Wheezing and 
cough 

38 56*3 39 3,1*7 

1 | 

■2*7 j 


4 .. 

Not unconscious ; 
vomiting not 
severe. 

Bronchitis. 

39 44*0j54-3;0*3 

!-3 


4., 

Unconscious 4 
hours; very 
severe case. 

Breathlea aneia; 
tightness in 
chest ; giddiness. 

Complains of 
shortness of 
breath. 

40 66-7| 35-31 8-0 

; i 

2*0 j 


11 „ 

Unconscious 2 
hours; back to 
duty in 6 days. 

41 50'0t 45013*0 12*0 

j 

■ Ml 


6 „ 

1 

Did not feel much 
at time. A few 
days after, cough 

Bronchitis. 

42 59*434*9,2*9 

I 

1*8 

1 

1-0 20 y. 

i 

In bed with bron¬ 
chitis for 5 weeks. 
Indigestion and 
bronchitis for 6 
months there¬ 
after. 

None, but liable to 
bronchitis. 

43 56*6135-2 6*7 

l 

1*5 

_ 1 

1 

t 

f 

15 ,. 

Pain, choking 
sensation, bron¬ 
chitis lasting 3 
weeks. 

Almost complete 
loss of sense of 
smell. 

44 47*7 47*514*0 

1 1 

1 1 

0*4 

0*4 , 

2 m. 

| 

Slight. 

Breathlessness and 
cough. 


M, months; Y, years. 


cases in Craigleith Hospital and the auxiliary hospitals in 
the Edinburgh area. 

I gladly take this opportunity of thanking Major David 
Wallace, C.M.G., Red Cross Commissioner for the district. Dr. 
Graham Brown, and Miss C. M. C. MacNeil, M.B., of Seafield 
Military Hospital, Leith, and my colleagues in No. 2 Scottish 
General Hospital, for facilities in the work, and for notes of 
cases. I would specially mention Captain D. J. Glen, who has 
been of great assistance in finding out cases as they came into 
hospital. For the laborious work of making the blood counts 
I have to thank my assistants. Miss Jean McLean, M.D., and 
Mr. Malcolm Smith. The differential counts have in every 
instance been made upon at least 300 leucocytes, and they 
have been controlled by several observers and by repeated 
examination. 

Investigation of Blood Changes. 

The further investigation of the matter has merely con¬ 
firmed the preliminary work as regards the main thesis, while 
modifying the conclusions in one or two respects. 

Table I. gives a general survey of the cases, excluding the 
original 14, with differential count, period elapsed since 
gassing, the immediate symptoms, and the symptoms at the 
time of examination. The statement in the original note 
that this change takes some time to develop, probably three 
to four months, has to be modified to this extent, that in 
severe cases the sign appears within a month or six weeks 
of the gassing, possibly sooner. Cases 33 and 39 show this 
to be tne case. Our original statement was based upon 
Case 16, which eventually proved to be a much milder case 
of gassing than the statement of the man led us to believe, 
the man having since returned to duty. 

In order to ascertain whether the relative lymphocytosis 
was due to an actual increase in the number of lymphocytes 
or to a diminution in the polymorphonuclear leucocytes, 
Table II. has been drawn. 


Table II. 


No. 

- 

Leuc. 

per 

c.mm. 

Percentage. 
P.M. | L. 

TotAl. 

P.M. L. 

1 


4 Minimum. 
Normal «■ Average. 

5.500 

7.000 

(-70 

20-' 

3,850 

4,900 

1,100 

1,400 


f Maximum. 

9,000 


1 

6,300 

1,800 

1 

Severe case. 

5,000 

50 

40 

3.500 

2,930 

3 

Persistent symptoms. 

5,968 

47 

44 

2.820 

2,676 

4 

6,570 

33 

60 

2,168 

3,942 

6 

*» 

6.500 

51 

45 

3,315 

2,925 

7 ! 

Slight case. 

7,812 

58 

35 

4,530 

2,734 

9 

Severe case. 

6,562 

39 

51 

2,593 

3,360 

10 | 

Very slight case. 

8,124 

62 

30 

5,036 

2,437 

11 

7.184 

72 

23 

5,047 

1,638 

16 

Severe case. 

9.686 

75 

21 

7,264 

2,034 

12 1 

Severe case (1st examination). 

5.000 

1 35 

68 

1,750 ; 

2,9.0 

13 1 

8,122 

47 

47 

3,816 ; 

3,816 

39 

Severe case. 

11,562 

50 

46 

j 5,781 

5.300 

15 

Severe case (2nd examination). 

17,000 

37 

58 

6,401 

10,034 

13 

15,000 

44 

46 

6,600 

6,900 


Table II. gives a series of cases taken at random in which 
a leucocyte count was made in addition to the differential 
count. From the two data—number of leucocytes per c.mm. 
and percentage of the two main types found—the actual 
number of lymphocytes and polymorphonuclear leucocytes 
has been given in figures. The first lines of the table give 
the average in normal cases at what may be taken as the 
nhysiological limits and the mean. 1 This table shows that 
in all cases in which the sign is marked—i.e., in the cases in 
Table II., with the exception of Nos. 10, 11, and 16, which 
were slight, there is an absolute increase in the number of 
lymphocytes. In certain cases there is some diminution in 
the number of polymorphonuclear leucocytes, which tends 
to accentuate the sign, out the lymphocytosis is, neverthe¬ 
less, an absolute one. Moreover, in Cases 13 and 15, which 
show a fairly well-marked leucocytosis, there is still a 
lymphocytosis. These cases are given in detail below. 

Table III. classifies the oases according to the degree of 
lymphocytosis. 

It will be seen that all with a count of 50 per cent, or more 
of lymphocytes are severe cases, with the exception of No. 21, 
which was a slight case of gassing, but the symptoms have 
persisted to the present time—i.e., 13 months after the 
gassing. Of those with a lymphocyte count of 40 per 
cent, or over, all, with the exception of two, Nos. 31 and 35, 
are severe cases or cases with persistent symptoms. Too 
much stress cannot, of course, be laid on these percentages, 
but we have found that they are wonderfully constant on 
repeated examination and by different observers. 

1 Oulland and Goodall: The Blood, second edition, p. 78. 
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Table III.— Cases with High Lymphocyte Count. 
(A.) Count of over HO per cent. 


No. 

; 

Lympho¬ 

cytes. 

Interval in 
months. 

Symptoms. 

8 I 

56*3 

12 

Severe case, unconscious 4 hours. 

9 

51*7 

11 

Fairly severe, dazed, congh still. 

12 

58*2 

17 

Severe case, unconscious. 

21 

37 | 

54*8 

548 

13 

12 

Slight persistent gastric symptoms. 
Fairly severe, cough and wheezing still. 

4 i 

60*0 

5 

Severe case, symptoms still. 

is ; 

55*4 

1 

Severe case, persistent symptoms. 

26 ' 

63*7 

3 

Severe case, unconscious. 

33 

56*2 

1 

Severe case, vomiting. 

39 

54-3 

li 

Severe case, unconsoious. 


(B.) Count 

of over 40 per cent. 

3 ! 

44*6 

12 

Marked case, eye symptoms still. 

6 

45*2 

12 

Fairly severe, eye symptoms still. 

13 

47*6 

12 

Severe case, unconscious. 

27 , 

43*2 

12 

Severe case, still symptoms. 

35 l 

44*6 

12 

Slight case, no present symptoms. 
Severe case. 

1 

40*8 

3 

2 

40*0 

3 1 

Marked symptoms. 

14 

40*0 

(2) 

Partly unconscious, symptoms still. 

25 i 

48*3 

3 

Unconscious. 

28 

43*7 

3 

Slight case. 

30 1 

419 

2 1 

Unconscious. 

31 ; 

49*4 

3 1 

Slight. 

Vomited, headaches. 

32 

41*7 

3 

34 

49*0 

3 

Vomited, stretcher case. 

41 1 

45*0 

6 ! 

Fairly severe case, symptoms still. 

44 | 

47*5 

2 1 

Slight case, persistent symptoms. 


A classification of the cases according' to the period which 
has elapsed since the gassing (Table IV.) does not yield any 
very definite information beyond the fact that the sign is a 
wonderfully persistent one, and has not disappeared in any 
instance in my experience. 

In this relation I was fortunate in being able to examine 
the blood of two schoolmasters (Cases 42 and 43) who had 
been gassed with chlorine, the one 15 and the other 20 years 
previously. Both suffered severely at the time and symptoms 
persisted, in the one for some weeks and in the other for 
many months. The counts in each instance give a slight 
relative increase of lymphocytes, but they are probably not 
ontside the limits of error. 

Table IV. 

9 and over 9 months. 


No. 

Months 

elapsed. 

Symptoms. 

P.M. 

Lymph. 

T 

12 

Marked case with eye symptoms. 

47*6 

| 44*6 

5 

12 

Slight case. 

53*2 

33*4 

6 

12 

Fairly severe with eye symptoms. 

511 

45*2 

8 

12 

Severe, unconscious for 4 hours. 

37*5 

563 

9 

11 

Fairly severe, dazed, cough still. 

39*9 

51*7 

10 

12 

Slight case, no present symptoms. 

Severe case, unconscious. 

Severe case, unconscious, but no symptoms 
now. 

62*3 

30*2 

11 

9 

72 1 

23*4 

12 

17 

35*3 

58-2 

13 

12 

47*9 

47*6 

21 

13 

‘Slight case. i 

40*3 

54*8 

22 

12 

Did not go sick, still breathless. 

58*5 

37*4 

23 

17 

Slight case, no present symptoms. j 

Severe case, still complains. j 

57*5 

35*2 

27 

12 

50*5 

432 

35 

12 

Slight case, no present symptoms. 

50*4 

44*6 

37 

}2 

Fairly severe, cough and wheezing still, j 
Fairly severe, symptoms still present, i 

6 or under 6 months. 

37*8 

54-8 

40 

11 

66*7 

35*3 

1 

3 

Nausea, severe gassing. 

50*2 

| 408 

2 

3 

Marked symptoms, symptoms still. 

53*1 

40*0 

4 1 

5 

Severe, symptoms still. 

33*5 

1 600 

7 

2 

Very slight case. 

53 5 

i 35*0 

14 

2 

1 Half unconscious, slight symptoms still. 

500 

, 40*0 

15 

1 

Twice gassed, unconscious, symptoms still. 

36*2 

554 

16 

2 

Unconscious. 

75*7 

| 21*7 

19 

1 

Choking sensation. 

Slight case. 

56*2 

37*0 

20 

6 

53*8 

| 38*6 

24 

1 

Stretcher case. 

59 9 

1 37*9 

25 j 

3 

Unconscious. 

47*2 

; 48*3 

26 ’ 

3 

Slight cough, breathlessness. 

321 

63*7 

28 

3 

52*4 

43*7 

29 

1 3 

Unconscious. 

70*3 

1 26*9 

30 

i 2 


53*2 

41*9 

31 

3 

1 Slight case. 

49*4 

49*4 

32 

| 3 

Vomiting and headache. 

56*4 

1 41*7 

33 

1 

Vomiting, stretcher case. 

355 

1 56*2 

34 

3 

Vomited, stretcher case. 

470 

490 

36 | 

2 

• Slight case. 

i 68 0 

1 300 

38 

4 

Vomiting, persistent bronchitis. 

56*3 

393 

39 1 

u 

Severe case. 

440 

54*3 

41 

6 

Fairly severe, persistent bronchitis. 

50*0 

450 

44 1 

1 

2 i 

Slight case, persistent bronchitis. 

47*7 

47*5 


As regards the type of gassing (i.e., whether cloud or 
shell) it was not always possible to get a decided answer. 


Of the cases in whioh a definite statement was obtained 
16 were cases of cloud-gassing and 16 cases of shell-gassing. 
As regards the further question of the chemical nature of 
the gas nothing decided can be stated. Sometimes the men 
described the smell and first sensations produced by the 
gas, but usually, as might be imagined, their minds were 
not very clear on this point. 

The type of gassing and the chemical nature of the gas do 
not, however, appear to make any difference as regards the 
blood change. Of the 10 cases in which the lymphocyte 
count is over 50 per cent. 4 were definitely cases of cloud-gaa 
poisoning and 4 were cases of shell-gassing. In the other 2 
the nature of the gassing was uncertain. 

In 8 cases the statement was volunteered that the gas was 
of British origin. In 24 it was either certainly or probably 
German. 

Classification: Cates with Counts Approximating to Normal. 

On investigating the cases a little more closely they may 
be classified into groups. In the first place, a group the oounts 
of which approximate more or less closely to the normal, 
which are, in other words, either normal or within the limits 
of error. Of these six—viz., Nos. 5, 10, 11, 19, 22, and 23— 
are definitely slight cases in which the gassing was a 
secondary consideration. Taking No. 22 as an example :— 

No. 22.—Man gassed on Sept. 25th, 1915, through lifting his helmet 
fora couple of seconds only. He lost the power or his legs for some ten 
minutes, but did not vomit. He has always suffered from bronchitis 
and asthma, but has been worse since the gassing. He did not go sick 
until some time afterwards, but he has since been dismissed from the 
Army on account of his asthma. This is a case in which a condition 
previously present was aggravated by gassing, but clearly the actual 
gassing was not severe. 

There is another series of cases in which counts approxi¬ 
mately normal were obtained but in which the gassing was 
moderately severe. These require a rather more careful 
scrutiny. Such are Nos. 16, 24, 29, 36, 38, and 40. 

No. 16.—Man gassed in July. 1916. His statement is that he was 
rendered unconscious, and he complained when admitted to hospital 
of cough and tightness in the chest. He was sent to a convalescent 
home soon after, where he was punished for breaking bounds, and he 
has since rejoined his unit and has received promotion. It is clear 
that he cannot have been a severe case of gas poisoning. 

No. 24.—Man gassed with oloud gas in August. 1916, through not 
having his helmet on. He was not rendered unconscious, but nad to 
be carried back on a stretcher. He could not eat food for several days. 
He suffered from cough. His symptoms had practically disappeared 
before admission to hospital. A note from the medical officer of the 
convalescent home to which he was sent states that he had neither 
gastric nor pulmonary symptoms when discharged. He has since 
rejoined his unit. 

No. 29.—Man gassed with shell gas at end of July, 1916. He had no 
helmet on and suffered from vomiting and breathlessness at once. 
These symptoms continued. Fourteen hours later he became uncon¬ 
scious and remained so all day. He continued to suffer from cough 
with expectoration, and when admitted to hospital complained of 
breathlessness on exertion and pain iu chest. No heart lesion found on 
auscultation. Although showing an almost normal blood count on 
Oct. 25th, the count a month later was as follows : Polymorphs, 58*7; 
lymphocytes, 39*3. The man was suffering from psoriasis. This man 
volunteered the statement that the gas smelt like ammonia. 

No. 38.—Man gassed at same time as No. 29. He states that the gas 
which was shell had a sickly sweet odour. He vomited immediately, 
but had no cough or breathlessness and did not become unconscious. 
He was able to put on his helmet. He continued in action all night 
and felt better in the morning. His age Is 41, and he has suffered from 
cough for many years. His present attaok of bronchitis began two 
months after the gassing. He is evidently a case of chronic bronchitis 
of long duratio i. 

No. 40.—Man gassed in December, 1915. He is uncertain whether 
it was shell or cloud gas, but it had a “ pleasant smell.” It made his 
eyes water and caused severe coughing. He felt “ intoxicated ” and 
became unconscious, remaining in this condition for about two hours. 
He vomited freely in the dressing station. He returned to duty after 
six days. He has always been subject to asthma and bronchitis, but 
since being gassed he has been very short-winded. His medical officer 
has no doubt that he exaggerated the story of the gassing, as he makes 
the most of all his ailments. His present attack of bronchitis does 
not appear to have been connected with the gassing. A second 
examination of blood, a month after the first, resulted as follows : 
Polymorphs, 57*5; lymphocytes, 33*5. 

No. 36.—Man gassed with shell gas on August 21st, 1916. He vomited, 
but did not become unconscious. He complains of having a large 
amount of spit every morning ; also of tight feeling in chest and pain 
in left side. He looks very well and nothing can be made out on 
examination. The film, which was sent from a distance, was bad. No 
great reliance can, therefore, be placed on the result, but as the man 
has returned to duty the case is obviously a slight one. The medical 
officer of the convalescent home regarded the man as making the most 
of his condition. 

It will be seen that of the above-mentioned cases three 
are much less-marked cases of gas poisoning than the story 
of the patient wonld indicate, all having returned to dnty 
within three months of the gassing. Other two are cases of 
chronic bronchitis which happened to be gassed, but a con¬ 
siderable interval elapsed between the gassing and “ going 
sick.” No. 29, the only remaining one of the series, is 
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apparently a clear case of pretty severe gas poisoning without 
marked blood change. A complication in this case, however, 
is a skin condition—psoriasis. 


Grouping of Cases acoording to Chief Symptom4. 

The remaining cases may be classified into groups 
according to the nature of the chief symptoms. The larger 
proportion show at some period more or less marked 
symptoms associated with the respiratory passages. In 
another series of cases the symptoms are mainly gastric. 
Not |infrequently both types are to be met with together. 
Still another series is those in which nervous symptoms 
predominate. 

In a small group of two cases, Nos. 3 and 6, gassed at the 
same time (September, 1915, British gas) the chief symptom 
was obstinate conjunctivitis. This was associated with 
tremors. It is possible that the nature of the gas has 
something to do with the peculiarity of the symptoms. It is 
a striking evidence of the profound effect which gassing 
has upon the tissues of the body that a year after the 
gassing the conjunctiva should exhibit such marked 
inflammatory change. 

Nervous phenomena are exhibited by a large number of 
cases sometimes in the form of what may be called neuras¬ 
thenia, as in Nos. 15 and 27. Headache is severe and 
persistent in some—e.g., Nos. 15 and 32. Tremors were 
present in Cases 3, 4, and 6. 

Gastric symptoms are among the most obstinate in some 
cases. Two of these, Nos. 13 and 15, are worth recording 
as they are associated with a high leucocyte count. 

No. 13.—Gassed (British) in September, 1915. He lost consciousness 
some hours afterwards, and remained unconscious for four days. 
For several days afterwards he suffered from intense nausea and 
vomiting, and these persist in some degree up to the present 
time. He was sent home, and after a month returned to the 
Front, and remained there from November. 1915, till July, 1916. 
He remained fairly well until May, when he began to suffer from 
pains, particularly in the shoulder and chest, like a knife going through 
him. He was again sent home, and has been twice in Cralglelth Hos¬ 
pital, with intervals at convalescent homes. He has constant nausea 
and disinclination for food and occasionally vomits. The pains in the 
chest and limbs also persist to the present time. His blood show's a 
persistent moderate; leucocytosis (15,000). His differential count on 
ust examination was : polymorphs 44, lymphocytes 46. There is thus an 
absolute increase in the polymorphs as well as in the lymphocytes, 
although it is more marked in the case of the lymphocytes. (See 
Table II.) 

No. 15 is a very similar case who was gassed on two separate 
occasions—once (on July 30th, 1916) slightly, owing to sleeping through 
a gas attack in his dug-out; on another occasion (August 3rd) while 
trying to extricate an officer from his dug-out after the explosion of a 
shell. On the latter occasion he was rendered unconscious. His 
case is complicated by neurasthenia following shell shock. He suffers 
from persistent pains in the head and dyspepsia writh frequent 
vomiting. His blood shows a moderate leucocytosis, 17,000. His 
differential count on the first occasion was : polymorphs 36*2, lympho¬ 
cytes 55*4; on the second occasion, three months later, 37 3 and 58*3 
respectively. The man is still in hospital and shows little sign of 
improvement. 

The question arises as to what the leucocytosis is due to in 
these cases. Gastritis is undoubtedly the most prominent 
symptom, and it is reasonable to suppose that subacute 
inflammation of the gastric mucous membrane might account 
for it. The interesting point is that the lymphocytes are 
more markedly stimulated than the polymorphs. 

Cases with respiratory symptoms. —The cases with marked 
and persistent respiratory symptoms are most numerous. 
The common complaints are pain in the chest, cough, 
and breathlessness. Such cases are Nos. 9, 25, 26, 31, 33, 
37, 39, and 41. 


No. 9.-Gassed (British) October, 1915. He was exposed for 20 
minutes, but only complained of feeling dazed. He suffered from 
cough for three months, and in September, 1916, complained chiefly 
of breathlessness. On auscultation crepitations could be heard in 
both lungs. His was the case which first drew attention to the blood 
alteration. His count, confirmed on several occasions, was: polymorphs 
39 per cent., lymphocytes 51 per cent. His leucocyte count was 
6562 per c.mm. 

No. 31.—Gassed on July 25th, 1916 (shell). He was partly buried by 
the explosion and stunned. He had breathlessness from the first, also 
vomiting. He was conscious at the time of a sweet, rather pleasant 
odour. At the time of examination (Oct. 20th) he had a slight cough 
and somewhat copious catarrhal expectoration. He had a scorbutic 
akin condition. The percentage of polymorphs and lymphocytes was 
the same—viz., 49*4. 

No. 37.—Gassed on Sept. 25th, 1915 (British, burst cylinder). He 
was rendered unconscious by the shell which burst the cylinder, so 
that he bad a good dose of the gas. When he recovered consciousness 
he started coughing and vomiting. He complains (Oct. 10th, 1916) of 
pain in the right side of ohest. He is troubled with wheezing and 
coughing. His medical man, not being able to make out much in the 
way of physical signs, regards the man as a humbug. His count Is: 
polymorphs 37*8 per cent., lymphocytes 54*8 per cent. 


No. 39.—Gassed on Oct. 15th, 1916 (shell). He noticed a sweetish 
odour which caught his breath. He was unconscious for four hours. 
Oxygen was administered for four days. His most prominent 
symptoms are breathlessness, pain and tightness in the chest, and 
giddiness. He complains also of impaired digestion. His count was : 
polymorphs 44 per cent., lymphocytes 54*3 per cent. His leucocytes 
numbered 11,562. 

No. 41.—Gassed May, 1916 (shell). He did not feel much at the 
time. A few days afterwards he developed cough and breathlessness. 
He is still suffering from bronchitis. His count is : polymorphs 50 per 
oent., lymphocytes 45 per oent. 

Type of Lymphocytosis.—Cause of Blood Change . 

The type of leucocyte which is increased is the small 
lymphocyte with relatively large deeply staining nucleus and 
relatively little protoplasm. In a few cases there was a fair 
sprinkling of larger lymphocytes with a broader rim of 
protoplasm and a larger nucleus. No other type of blood 
cell appeared to be influenced in any constant fashion. 

The last'point which arises is the question of the cause 
of the blood change. A relative or absolute lymphocytosis 
is met with as an accompaniment of a large number of 
pathological conditions. Of the list mentioned in Gulland 
and Goodall only two—viz., chronic catarrh of the small 
intestine (relative lymphocytosis) and whooping-cough—seem 
to have any relation to conditions met with in gas poisoning. 
Undoubtedly gastric catarrh is a prominent symptom in a 
large proportion of these cases. 

The blood change would appear to have no relation to the 
nature of the gas employed. Apparently, therefore, it is 
due to some change set up which is common to all types of 
gas poisoning. It may be that it is the chronic catarrh of 
respiratory or alimentary mucous membranes which explains 
it, but we are still in the early stages of our knowledge 
of the effects of gas poisoning on the body. They are 
undoubtedly very profound and persistent. No mention is 
made of any blood change in the official Memorandum on 
Gas Poisoning in Warfare, but that pamphlet deals only 
with the immediate effects of the various gases. We know, 
however, that catarrh of respiratory and gastric mucous 
membranes is present in the early stages and tends to 
persist. Lymphocytosis is met with in tuberculosis, syphilis, 
and other subacute and chronic infections. From analogy, 
therefore, one would judge that the chronic catarrh is a 
factor in the production of the change. In two cases with 
marked gastric symptoms there was a moderate lenoocytosis 
with a persistent high lymphocyte count. 

Recently I had the opportunity of examining the blood of 
an officer who was accidentally gassed in this country with 
chlorine. The accident happened on Jan. 24th, 1917, and 
the blood was examined on the 27th. The red cells 
numbered 5£ millions, the haemoglobin was 98 per cent., and 
the white cells were 5,900 per c.mm. Beyond a slight leuco- 
penia. there was therefore no change. The differential count 
was normal: polymorphs 68*5, and lymphocytes 25*5. 

Little can be gathered from the examination of a single 
case, but what evidence there is goes to show that the gassing 
results in a destruction of leucocytes, but that at such an 
early stage there is no stimulation of any one type of leuco¬ 
cyte. The case was a very slight one, the patient returning 
to duty within a week of the gassing. 

Summary and Conclusions . 

1. In cases of gas poisoning in which symptoms persist, 
there is an increase in the number of lymphocytes, relative 
and absolute, in the circulating blood. In slight cases this 
may not be beyond the normal limits or in excess of what 
may be met with from other causes. In any marked case, 
however, the change is sufficiently striking to be of some 
importance in cases where the medical officer is in doubt as 
to the reliance to be placed upon the statements of men 
complaining of having been gassed. 

2. The blood change is elicited by a differential count of 
the leucocytes, and it may he taken that a count in which 
the percentage of lymphocytes approaches that of the 
polymorphonuclear leucocytes, indicates that the patient 
is still suffering from the effects of the gassing—i.e., pro¬ 
vided there is no other complicating disease present which 
might produce a similar change. A slight relative lympho¬ 
cytosis is not an uncommon finding in men from overseas or 
in anyone, so that no great reliance can be placed upon the 
sign unless it is marked—i.e., unless the percentage of 
lymphocytes approaches closely that of the polymorpho¬ 
nuclear cells. 
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3. The cell which is increased is the ordinary small lympho¬ 
cyte of the blood. There may be in some cases a diminution 
in the number of polymorphonuclear leucocytes whioh will, 
of course, accentuate the sign, but the increase of lympho¬ 
cytes is an absolute one. Moreover, it appears in cases with 
a high leucocyte count. 

4. The change is one which develops early, probably within 
a month of the gassing, and continues for a long time; in 
cases with persistent symptoms for at least 18 months. 

5. The change appears to be independent of the kind of 
gas, and it is shown by patients exhibiting many varieties of 
symptoms. 

6. It is not clear what the change is due to, but from 
analogy with other conditions exhibiting a lymphocytosis it 
is probable that chronic inflammatory change in respiratory 
and gastric mucous membranes is at least a factor. 

Nate. —Since writing the above I have had a further 
series of cases gassed during the early months of 1917. The 
same blood change is shown in marked degree. One of the 
cases after three months gives the following differential 
count: polymorphs 29 5, lymphocytes 66*6, mononuclears 
2 0, eosinophils 19. These cases have shown more marked 
nervous phenomena—viz., sleeplessness and night terrors. 

Edinburgh. _ 


TRENCH FEVER. 

IS THIS CONDITION A SPIROCHETOSIS ? 
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HOSPITAL FOR OHEST DISEASES; PATHOLOGIST TO FULHAM 
MILITARY HOSPITAL ; LATE LECTURER ON PATHOLOGICAL 
BACTERIOLOGY TO THE UNIVERSITY OF EDINBURGH. 


A considerable number of artioles have recently appeared 
in the leading medical journals of the different countries at 
war on the subject of trench fever, together with theories as 
to its origin. A certain number of workers have discovered 
a spirochaete in the blood, and suggest that it is the source 
of infection. Riemer 1 has gone a step further and has 
succeeded in growing spirochsetes by anaerobic blood culture, 
but he is in doubt as to whether he has discovered the cause 
of the disease. 

A considerable number of trench fever cases have passed 
through my hands in the medical wards of the City of London 
Military Hospital, and it has been my custom to classify 
thejn as acute and chronic. 

Acute cases do not arrive in this country until the acute 
symptoms have passed off. The patients give a history of 
the, now well known, characteristic symptoms of this 
disease—namely, a fever of 5 to 8 days’ duration, of sudden 
onset, with or without shivering and acute pains in the 
lower limbs, particularly in the shafts of the tibiae. On 
admission to hospital on arrival from abroad they show 
practically no symptoms, and do not complain of pain. In 
some cases, after a few days, generally 6 to 10 days after the 
temperature falls to normal, a relapse occurs which lasts 
2 to 3 days with a return of pain in the limbs. Recovery is 
rapid and the patient may, or may not, have a second relapse. 
Should there be a second relapse, it is generally after an 
interval of about a fortnight, and the severity of the attack 
is much less than that of the first. In this wav the disease 
dies out. 

I have not investigated the origin of this type. The con¬ 
dition is relieved, if not cured, by the administration of 
salicylates, and the stay of the patient in hospital is of 
comparatively short duration. 

Chronic cases.—A totally different state of affairs obtains 
in the second class of cases—namely, the chronic type. The 
patient is admitted convalescing from a recent attack of 
trench fever diagnosed in some cases as such, in others as 
P.U.O., and in others as myalgia. The last two terms cover 
a multitude of diseases found in men on active service, but 
the cases referred to in this article are only those in which 
the patients give a history of an attack of fever with the 
characteristic symptoms of trench fever. On admission the 
one symptom is pain in the shafts of the tibiae with extreme 


tenderness in these regions. There is no evident thickening" 
of the bone or periosteum and no sign of any skin involve¬ 
ment. The temperature ranges about the normal line, but 
is never above 100° F. When first these cases were admitted 
it was found that no medicine would relieve the condition 
except morphine, and the pains were frequently so severe 
as to necessitate its use. Salicylates and iodides gave no 
relief. 

The condition resembled a syphilitic infection of the 
periosteum so closely that the question arose as to whether 
the Wassermann reaction was likely to be present. This 
was tested by Dr. Carnegie Dickson. (See below.) In the 
vast majority of cases he found that the Wassermani* 
reaction was positive. The cases did not give a high index, 
but always a figure high enough for the reaction to be con¬ 
sidered as positive. The patients’ histories were carefully 
investigated, but in only 4 out of 63 cases could any history 
of syphilis be obtained. Possibly more could have given a 
positive history of syphilis, as soldiers, for obvious reasons, 
do not readily admit having had this complaint. 

Intravenous injection of galyl was administered on the 
lines laid down for syphilitic cases—that is, injections 
of galyl followed in three days’ time by intra-muscular 
injections of grey oil. once a week for ten weeks. As a 
result of treatment the patient’s general condition dis¬ 
tinctly improved, but the pains did not disappear with that 
rapidity for which one could have hoped. Many cases had a 
decided increase of pain during the night following the 
intravenous injeotions, and then for several days were com¬ 
paratively comfortable. The very severe cases did not show 
any permanent improvement and were finally boarded oat 
of the Army. During the course of treatment two of these 
developed very severe posterior nerve root pains, similar to 
those occurring in syphilitic conditions. However, more 
than half of the oases returned to duty with the Army. This 
may seem a small percentage of recoveries, but it should be 
pointed out that all the cases treated in the above manner 
were of a very severe type and had resisted all other forms of 
treatment. It is important to note that after a few intra¬ 
venous injections the wassermann test reacted negatively. 

There is not the time at present to work out minutely the 
details of these cases, but is not the above additional 
evidence in favour of the spirochetal origin of the disease T 
We know that a positive reaction is found in other spiro¬ 
chetal diseases as well as syphilis, as in yaws, for example. 
Granted a spirochete has been cultured from the blood of 
these patients, and the blood of a certain type of cases— 
namely, the long-standing ones—gives a positive Wassermann 
reaction, the natural deduction is that the disease is a 
spirochetosis. 

As regards the acute type of the disease, it would be well 
worth while investigating the reaction, but it is possible 
that these cases are of too short duration to give a reaction. 

It is recognised that the matter requires much more 
scientific study, and it is hoped that the above short notes in 
a few cases—about 60—may lead those who have the 
opportunity to make further investigations on these lines. 


Note of Technique of Wassermann Reaction , by 
W. B. Carnegie Dickson. 

The technique employed in testing the Wassermann 
reactions in the foregoing oases was that elaborated by 
Professor Robert Muir, of Glasgow, somewhat extended, a 
series of 12 tubes being used for each case. In these the 
constants were the antigen (alcoholic extract of human 
heart, previously standardised), 0*1 c.c. slowly emulsified in 
0*6 c.c. normal saline, and 0*05 c.c. patient’s heated serum. 
The variant was fresh guinea-pig’s serum from 0*01 to 
0*3 c.c., the minimum haemolytic dose of complement being 
separately estimated with each set of tests, so that the 
reaction could be calculated and stated in numbers of hnmo- 
lytic doses of complement. The haemolytic system con¬ 
sisted of 1 c.c. 3 per cent, washed sheep’s corpuscles 
sensitised with five times the M.H.D. of rabbit’s H.l.B. 

These cases were tested with my other routine cases 
along with the sera of known negative and syphilitic 
controls. The patient’s sera were also tested alone without 
antigen, and the complement-deviating capacity of the 
antigen itself was also tested on each occasion. Five 
M.H.D.’s of complement was the usual “ syphilitic 
margin” in these reactions, a strong positive serum 
running to 15, 20, 30, or more M.H.D.’s, and a negative 
either not absorbing any excess or only perhaps a half to 
one M.H.D. of complement. 


1 Munch, mod. Woch., No. 3,1917. 
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THE SURGICAL USES OF OZONE. 

BrJGEORGE STOKER, O.M.G., M.R.C.P. Irbl., M.R.C.S., 

MAJOB, ROYAL ARMY MEDICAL CORPS. 

In Thb Lancet of Oct. 21st t 1916, a tabulated state¬ 
ment was given of 20 cases treated by ozone at the Queen 
Alexandra Military Hospital. Further cases are now I 
recorded in the accompanying table. 

Instructions for using ozone— 1. The accumulator should 
not be let down below 54 volts; if it is, the ozone (if any) pro- 
duoed will not be strong enough to produce satisfactory 
results. The accumulators should be tested daily with a 
voltmeter, and should he recharged every second day. 

2. The coil should be examined daily to see if it is sparking 
properly and the binding screws of the “trembler” 
screwed up tight. 

3. The production of ozone should be tested before each 
patient is treated. This is done by holding a piece of white 
blotting paper saturated with the test: Starch, 1-25 per 
cent.; pot. iod., 0*25 per cent.; water, 9850 per cent.; 
before the nozzle of the ozone tube. A deep blue colour 
should be produced in two seconds. 


4 . After using the flexible tubes they should be carefully 
wiped and steeped in boiling water for two minutes and then 
placed in cold water till they are again required. Ozone 
should be passed through the tubes to cleanse them 
thoroughly inside. 

5. Boiled water only should be used for dressing and 
cleansing the wounds, sinuses, &o. Solutions such as lysol, 
carbolic acid, saline, &c., destroy the ozone by offering a 
field for chemical action. 

6. It is emphasised that ozone will disclose the presence 
of (a) dead bone ; ( h ) foreign bodies; (c) septic deposits; and 
it is useless to suppose ozone can effect healing till these 
conditions have been dealt with by the surgeon. The sudden 
appearance of foetid pus is indicative of the existence of one 
of these conditions, and ozone should be continued to purify 
the discharge before any surgical operative steps are taken. 

7. The usual changes that take place in the discharges 
are as follows: (1) Increaseof pus; (2) decrease and disappear- 

j anoe of pus, which (3) is replaced by clear serum, whioh 
j (4) eventually becomes reddish in colour. 

8. It is reasonable to allow one week of treatment for 
. every month of previous duration without healing, before 
; healing can be expected. 

J 9. The length of time for which the ozone is to be used 
i depends on the size of the surface to be treated. The 
j maximum time is about 15 minutes. 


Table of Farther Cases of Wounds , Sinuses , and Cavities Treated by Ozone . 

M, months; W, weeks; D, days ; Ap. applications; U.T., still under treatment; N.R., no result; Dec. Tr., declined treatment; R, removed. 


No. 

to Z- 

5 5 

Nature of disability. *> g 

3 

04 rz 

Duration 

of 

treatment. 

Result. 

No. 

Nature of disability. 

Previous 

duration. 

Duration 

of 

treatment. 

Result. 

21 

Twice plated for fracture of femur. •‘Plate” — 

_ 

N.R. 

49 

G.s.w. detaching all structures from brim 

16 m. 

— 

Conval. 


acted as “foreign body.” 

, 


of pelvis, leaving large cavity 43 in. deep. 




22 

Wound on instep, bell-mouthed sinus ex- 8 m. 

3 m. 

Healed. 


communicating with bladder. 





tending from dorsum to sole foot, 3 in. deep. 


50 

G.s.w. r. leg, 3 sinuses 13 In., i and 1 in. in 

10 „ 

— 

Healed. 

23 

Sinus in stump 2 in. deep. 10 „ 

7 w. „ 


depth. 




24 

Abscess cavity 3 in. deep, opening 4 by 3 in. 10 .. 

3 m. 


51 

Sinus in stump, 13 in. deep. 

11 - 

12 d. 

,, 

2b 

Ulcer on front of leg, U In. long, 1 in. deep. 18 ., 

3 „ 


52 

Compound fracture of ulna, flexor tendons 

13 „ 

1 m. 

,, 

26 

X ray burn, ulcer 10 by 4 In. 12 ,, 

— 

— 


gangrenous, had to be cut away. 




27 

Large surgical wound, 10 in. long. 23 in, 15 ,, 

3 m. 

Healed. 

53 

Suppurating cavity in groin, 1 by 2* in 

2 ,. 

1 m. 



deep, with inner opening leading to cavity 



54 

Sinus in foot, 13 in. deep. 

2 „ 

9 d. 

,, 


in bone 23 in. deep. 



55 

Excision of elbow-joint, leaving sinus 1J in. 12 ,, 

— 

,, 

28 

Sinus on left side of lower jaw. 13 in deep. 4 ,, 

5 w. 



deep. 




29 

Sinus extending from horizontal ramus of , 1 ,, 

5 „ 

,, 

56 

Sinus in stump 33 in. deep. 

23 „ 

9 d. 

,, 


lower jaw 4 in. long. 


57 

Two sinuses In upper part of thigh, outer 

12 „ 

— 

,, 

30 

Compound comminuted fracture of upper 17 ,, 

6 


sinus 23 in. deep, inner sinus 3i in. deep. 





third of left femur, causing sinus 3 In. deep. 


58 

G.s.w. sinus inner side of arm. leading 

2 y. 

— 

U.T. 

31 

Fracture of upper part of thigh, leaving 13 ,, 

3 ,, ' „ 


down to bone, 33 in. deep. 





Binus 23 in. deep, opening into cavity in ; 


59 

G.s.w. r. arm, suppuration and sinus 1J in. 

14 in. 

— 

U.T. 


bone. 3 by 13 in. 



deep. 




32 

Large wound on right side of face, 3 by 3 w. 

1 m. 1 

60 

Sinus in thigh 23 in. deep. 

9 „ 

6 w. 

Healed. 


4s in. with deeper opening extending into 


61 

Sinus in buttock 23 in. deep, shell piece 

3 ,, 

6 d. 



mouth. 



came away. 




33 

Sinu9 and cavity in tibia 13 in. deep. 10 m. 

15 d. 

62 

Sinus in left humerus 1 in. deep. 

23 „ 

5 „ 


34 

! o.s. w. leaving sinus in front of thigh 23 In. 10 ,, 

— lt 

63 

Surface wound after operation, a bell- 

12 „ 

24 ,, 

,, 


deep. 



mouthed sinus through forearm. 




36 

Sinus from inner angle of stump. Sinus 10 ,, i 

3w. ,, 

64 

Wound from operation 1 by 3 In. and sinus 

15 w. 

6 w. 

,, 


from middle of stump 2 In. | 



down to humerus. 




36 

Sinus 33 in. deep below point of shoulder. 14 m. 

— 

u.t. 

65 

Bell-mouthed sinus over left external 

13 m. 

2 m. 


37 

sinus passing through middle part of thigh 14 ,. 

3 w. 

Healed. 


malleolus. 





1 penetrating femur. 


66 

Empyema left side, profuse discharge of 

9 „ 

— 

N.R. 

38 

Sinus at point of chin, 13 in. deep. 1 ,, 

8 d. 


pus. 




39 

G.s.w. l. thigh, operation for dead bone, 17 ,, 

— ,, 

67 

Bell-mouthed sinus in forearm. 

5 

1 m. 

Healed. 


leaving large surgical wound 4 by 4 In. i 


68 

Deep furrow in tibia 1 by 3 in. leading 

22 „ 

— 

U.T. 


[ One sinus in femur 1 in. in diameter, 1 



down to cavity In bone. 





1 sinus in soft tissues 1 in. in diameter, : 


69 

Suppuration In right lacrymal sac. 

18 

21 ap. 

N.R. 


i both 2 in. deep. 


70 

g s.w. penetrating wound through calf. 

6 w. 

17 d. 

Healed. 

40 

i Suppuration after enucleation of eye. 18 ,, 

4 w. 

71 

Sinus and subcutaneous space right side of 

3 „ 

10 ap. 

,, 

41 

1 Sinus 3 in. long extending from outer angle 10 ,, 

5 d. 1 


back of neck. 





of flap. 


72 

Ulcer on external malleous (right). 

7 m. 

3 m. 


42 

Suppuration of socket after enucleation of 6 ,, 

5w. „ 

73 

3 sinuses in left thigh. 

14 w. 

17 d. 

2 out 
of 3 

43 

Sinus at inner aspect of stump 2 in. deep, .23 ,, 

12 .. 






sinuses 


running into a cavity 2 by 3 in. 







healed. 

44 

Compound comminuted fracture of fore- 4 ,, 

3 „ 

„ 

74 

Empyema left side, profuse discharge, very 

2 m. 

2 m. 

Healed. 


i arm, incised wound with sinus leading 1 




foetid. Cavity in lung. 





down to ulna 13 in. deep. , 



75 

Two sinuses in right thigh : (1) 23 in. deep ; 

2y. | 

— 

Dec. Tr. 

45 

: Ulcer on left chin. \ 2 ,, 

6 d. 


(2) 2 in deep. 




46 

i Surgical wound 10 by 4 in. for removing of ! 1 y. 

2 m. ,, 

76 

Sinus through arm double bell-mouthed. 

4 m. ! 

! — 

N.R. 


plate from femur, with 2 sinuses. j 


77 

Sinus and cavity in lower jaw. 

1 - 

19 d. 

Healed. 

47 

■ Suppuration in socket after removal of eye. 6 w. 

4 d. 

78 

Sinus in stump 23 in. deep. 

5 ., 


R. 

43 

| Ulcer on cheek with actinomycosis. 4 m. 

17 „ 

79 

Sinus in os calcis (right) 13 Id- deep. 

9 w. 

9d. 

Healed. 


Hem arks. 


Case 3 -‘.—Withdrawn from treatment for operation for 3 weeks. 

Case 26 .—Ulcer healed rapidly until half original'size, when patient 
left hospital of own accord. 

Case SI .—Ozone disclosed cavity in femur containing piece of shell 
3 by i in. which came out without operation. 

Case 32 .—Wound extremely unwholesome and fcrtid but smell dis¬ 
appeared within 5 days of using ozone. 

Case >6'.—Ozone disclosed and X rays confirmed existence of several 
pieces of metal in and about sinus and on shoulder blade. Betumed 
for operation. 

Cate ^.—Sinuses healed 1 month. 


Case 41.—Examination showed streptocoocl before ozone. They com¬ 
pletely disappeared after second application. 

Case 44 —This case is awaiting plating of forearm. 

t'ase 46.—Returned after operation Jan. 9th, operation Nov. 1st. 

< 'ase 6o .—Ozone disc log d dead bone, which came away. 

Case 66 .—Transferred to Oxford at own request. 

Case 6S .—Returned after operation, Dec. 13th. 

Case 6i *.—Returned after operation, Nov. 30th. 

Case 67. —Transferred to Aldershot. 

Case 6.6.—Returned for operation ; larrymal sac removed, 

('ase 72 .—Returned for treatment after operation Dec. 18th. 

Case, 7$.— Left of his own wish. 
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CRYSTALLO-CHEMICAL ANALYSIS AND 
ITS USE IN MEDICINE. 

By T. Y. BARKER, 

UNIVERSITY LECTURER DC CHEMICAL CRYSTALLOGRAPHY AND FELLOW 
OF BRASKHOSE COLLEGE, OXFORD. 


On April 3rd I received a package from Dr. P. Govaerts (of 
the “ Ambulance Oc6an,” La Panne) containing a crystal of 
unknown composition and of intestinal origin, with the 
query : What is it ? The crystal is shown in Fig. 1; it is 
seen to exhibit a moderately facetted development at the 
front end, the back portion being rounded. After an 
examination lasting 65 minutes it was possible to state that 
the crystal is “ salol ” (phenyl-salicylate). The correctness 
of this “diagnosis” was subsequently confirmed by a 
melting-point determination made on a tiny splinter 
weighing less than 0 0001 gramme (m.p. 43° C.), and by 
the specific optical properties of the resolidified fragment 
when examined under the polarising microscope. 

Description of Crystallo-Chemical Analysis. 

What was the method employed ? A little reflection will 
negative the supposition that the substance had been sub¬ 
jected to chemical analysis. The crystal weighed (and still 
weighs) 0-229 gramme. The most expert chemist could 
scarcely hope to effect a complete analysis with this small 
amount of material. A little test-tubing might, it is true, 
have revealed the presence of a compound of salicylic acid ; 
an organic combustion would have fixed the percentage of 
carbon and hydrogen, and so on. “ Good luck,” combined 
with a highly developed chemical instinct, might have been 
crowned with success. But suppose the crystal had been 

smaller ; if its linear 
Fig. 1. dimensions (9 x 7-5 x 

4-5 mm.) had been one- 
tenth of what they happen 
to be, its weight would 
then have been of the 
order 0*0002 gramme. Any 
attempt at chemical analy¬ 
sis in such a case would be 
ridiculous. Identification, 
however, would have re¬ 
mained as sure as before, 
for the method adopted 
merely presupposes two 
conditions: first, that the 
crystal facets are smooth 
and 1 ight - reflecting ; 
secondly, that the sub¬ 
stance under investigation 
happens to have been previously examined by a competent 
crystallographer and its characteristic facial development 
put on reoord. Some 200,000 crystalline substances are 
known, of which about 10,000 have been properly investi¬ 
gated by the crystallographer ; salol is one of the fortunate 
ten-thousand. 

“ Crystallo-chemical analysis”—the method of identify¬ 
ing well-crystallised products—we owe to the genius of 
Evgrav Stepanovich Fedorov, professor of crystallography in 
the School of Mines, Petrograd. Its immense possibilities 
are so obvious that the following brief description may be of 
interest to readers of The Lancet. 1 

The specific nature of crystalline form was established a 
century ago. With the exception of a comparatively small 
number of substances which crystallise in the form of the 
cube or in forms having a simple relationship to the cube 
(crystals of the “cubic system common salt is an 
example), each definite chemical substance has its own 
characteristic form , whereby we mean that the plane faces 
are mutually inclined at specific angles. These angles can 
be measured in degrees and minutes by the help of the 
“ goniometer.” Measurement is especially rapid and exact 
with the latest form of instrument—the Fedorov theodolite 
goniometer. Thus, in salol—the angles between the pairs of 
faces numbered 1 and 5, 8 and 9 are respectively 60° 38' and 

1 For further information consult T. V. Barker, Chemical Seres, 1912, 
cvi., p. 199; Ohernic&l Society’s Annual Reports, 1913, x., p. 243; 1914, 
xi., p. 248; Times Russian Supplement. Feb. 26th, 1916, p. 11. I have 
in preparation a full treatise on the subject. 



13° 39', and so on. The accurate measurement of a suffi¬ 
cient number of angles occupied half an hour. Twenty 
different angles were measured. 

Now, suppose we assume that 20 angles have been 
measured on each of the 10,000 substances investigated 
by crystallographers, how are we going to sort out these 
200,000 angles in the crystallographic literature in order to 
find a substance (if any) presenting that group of angular 
values which we have just obtained from the crystal under 
investigation ? It is clear that any scheme of classification 
would be hopeless; there are too many variants to be 
classified, hampered as we are by a totally inadequate 
environment of space having merely three dimensions. If 
the number of variants (20) could be brought down to a 
respectable number, say three or five, the classification 
problem becomes feasible. Fedorov has devised a systematic 
and unambiguous method of reducing the number of variants. 
“Reducing ” is not quite the right word ; as we shall see 
later “ integrating ” is better. 


Crystal Structure. 

Crystal structure is a thing apart from all other struc¬ 
tures ; it is the very antithesis of “ organised ” structures 
associated with life. The latter macroscopically and micro¬ 
scopically reveal an intense differentiation of parts and 
functions. But the former reveals no such complexities, 
for all physical methods of exploration at our disposal 
(including, by the way, the recently discovered and very 
powerful X ray methods of research) converge to one con¬ 
clusion—that down to molecular dimensions each part of a 
crystal is identical with, and similarly surrounded by, every 
other part. Let us draw on some sheets of paper two 
systems of equally spaced parallel lines so that they inter¬ 
lace at regu¬ 
larly recurring Fig. 2, 

points or (alter¬ 
natively let us 
potter about 
with some 
pieces of 
garden trellis- 
w o r k) and 
arrange these 
sheets (or 
pieces of trel¬ 
lis) in parallel 
layers, taking 
care that suc¬ 
cessive sheets 
occupy similar 
positions— 
e.g., by draw¬ 
ing the upright 
system of lines 
included in 
Fig. 2. The 
points of inter¬ 
section of the three sets of lines may be taken to 
represent the position of the structural particles (the 
lines are merely scaffolding—a figment of the imagina¬ 
tion). Each crystalline substance has its characteristic 
array of particles, the chemical composition and con¬ 
stitution of the particle (molecule ?) determining the exact 
arrangement. The arrangement typified by Fig. 2 is termed 
a “space-lattice.” A glance at the figure is sufficient to 
show that it is nothing more or less than the spacial redupli¬ 
cation of a parallelepipedal cell, having particles at its 
corners. Each crystal substance has a specific cell. 

Crystallisation is the union of free-to-move liquid or gaseous 
particles into a perfect, solid organisation. Crystal growth 
is a process of regular deposition from outside. Why such 
a growing crystal should take up a definite plane-polyhedral 
form, instead of forming rounded aggregates, is a question 
which invites speculation, but yields nothing profitable. In 
any case there is a simple mathematical relationship between 
the various faces on the most richly facetted crystal (the 
law of Haiiy); there is an equally simple relationship 
between the external faces and the internal interlacing 
planes, or, in other words, between the faces and the 
form of the structural cell (the “law” or “principle” of 
Bravais). The nature of these laws need not be gone 
into. It will suffice to state that Fedorov deduces the 
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geometrical form of the cell from the facial development. 
All the faces are taken into account in this deduction. The 
process, then, is one of integration. The 20 (or more) angles 
on a crystal can now be rejected: they a/re replaced by the 
angles of the cell. These angles can be fairly easily classified 
in a book of three dimensions. 

Daring the last ten years the whole of existing crystallo¬ 
graphic literature has been brought under review by Fedorov 
and his work has been checked by his pupils, MM. Artemiev, 
Sokolov, and Barker. The chaotic mass of measurements 
and observations extending over a hundred years has been 
classified and incorporated into a one-volume “ Index of the 
Crystal Kingdom,’' which will be published by the Petrograd 
Academy of Science. Proof-sheets of this monumental 
work are in my possession ; without them the identification 
of salol could never have been effected. 

Steps in the Process of Identification. 

The steps involved in the identification of the salol crystal 
may now be briefly indicated. The measurement had occupied 
30 minutes. The next five minutes were spent in plotting 
the results on a" stereographic map,” which facilitates the 
study of the various angles (on this map the relative position 
of each crystal face is marked by angles of latitude and 
longitude originally read off from the goniometer). Twenty 
minutes were occupied in analysing the map, whereby three 
likely structural cells presented themselves as worthy of con¬ 
sideration. The following alternative lines of action were 
now possible: either to carry out certain graphical methods 
of calculation with a view to a final selection of that one of 
the three cells which satisfies most completely the Bravais 
principle, or to refer directly to the Index to see whether 
any of the three cells were included. The latter method was 
adopted as being easier. The third cell one had in view 
was, indeed, in the Index. On p. 691 there are no less than 
three substances having the cell in question—namely, salol, 
HOCgH 4 C0 2 C 6 H 5 ; potassium niobate, K^Nb^O^aZHaO ; 
and methyl di-isopropyl-sulphine hexachloroplatinate 
[CH 3 (C 3 H 7 ),S] 2 PtCl 6 . 

We have evidently to probe the matter further. It need 
scarcely be stated that the intestinal origin of the crystal 
carried no weight in the decision as far as the writer is con¬ 
cerned. Integration of the crystal development had been 
extraordinarily effective ; it had narrowed down the inquiry 
to three, crystallographically known, substances. But if 
there are three already known, why should there not be 
thirty unknown ? In order to go further we have to 
abandon integration for differentiation; in other words, we 
have to go into details. The details are in the Index. On 
making a comparison of the list of faces developed on the 
three substances under consideration, there was a complete 
correspondence term for term with salol; not so with the 
remaining pair of substances. As a matter of fact, most 
crystalline substances enjoy little peculiarities. In salol 
the faces numbered 6, 9, 10 are not what one would expect 
to see developed from the standpoint of the Bravais 
principle: they are developed on all crystals grown in the 
laboratory ; they were present on this crystal formed in the 
intestine. Again, the statement that there are three sub¬ 
stances with identical cells is only true if we carry the 
angular measurements to an accuracy of £° (30 minutes of 
arc), which is the limit of accuracy in graphical operations 
(unless they are carried out with such care as would involve 
a time better spent in exact trigonometrical calculations). 
The measurements of the crystal agree with those of 
“authentic” salol to a few minutes of arc. With regard 
to the more meticulous question whether the crystal is really 
some unknown (crystallographically, that is) substance, the 
reader may be assured that crystallographic experience is 
against this possibility. As has already been mentioned, con¬ 
firmation of the truth of the purely crystallographic diagnosis 
was sought and obtained by a melting-point determination 
and by an examination of the optical properties, although 
such confirmation was hardly necessary. 

The Future of Crystallography. 

Although moBt precious results have frequently been 
obtained from the study of crystals (as witness, for example, 
Pasteur’s capital discovery of the two forms of tartaric acid, 
the real basis of bio-chemistry), it must be admitted that 
the history of crystallography has not been a particularly 
happy one. Logically regarded, crystallography is a not 
unimportant branoh of physical chemistry ; it has, however, 


never been properly recognised by authorities, and con¬ 
sequently it has been doomed to a more or less precarious 
existence. The great development in recent years of the 
borderland between physics and chemistry must in any case 
gradually lead to a better appreciation of the “poetry of 
science,” as crystallography has been so well termed ; but 
the above acoount of one of its branches should make it 
clear that the science embraces a sphere of useful application 
in nearly all branches of knowledge, including those dealing 
with life-processes. How can this valuable adjunct be best 
turned to profit ? It is obviously undesirable that a specialist 
in chemistry, physics, or medicine should attempt to become 
an expert in crystallography; if he is worth his salt 
his time is much better spent in exercising the arts 
towards which he has a personal inclination. He can, 
however, be of the utmost assistance to crystallo¬ 
graphy, and indirectly to his own subject, if he would 
only facilitate a more liberal recognition of its claims to 
be regarded as a worthy branch of inquiry. He can also be 
reasonably expected to cooperate in extending the useful¬ 
ness of crystallo-chemical analysis. No substance can be 
identified unless it has been previously subjected to crystallo¬ 
graphic investigation. It is evidently beyond the powers of 
the relatively small numbers of crystallographers to cope 
with substances as fast as they are turned out by synthetic 
chemists. Even if it were possible it would still be 
undesirable, inasmuch as the great majority of such 
compounds have their origin in a certain “superfluity 
of naughtiness ” rather than in any real reasoning 
belief that the substance is likely to lead to the 
advancement of science and humanity ; and the inclusion, 
in future editions of the Index, of a mass of caput mortuum 
would merely diminish its usefulness. It is therefore to be 
hoped that the chemist (in the wide sense of the term) will 
not take advantage of the ignorance of the enthusiastic 
crystallographer (who is, as a rule, only too willing to 
measure anything for the sheer love of aesthetics), but will 
confine his requests to such substances as are likely to have a 
direct influence on the development of science. 

In conclusion, I wish to express my thanks to Sir William 
Osier and Professor W. H. Perkin for their genial interest. 

Organic Chemical Laboratory and Mineralogical Department, 
University Museum, Oxford. 


SPONTANEOUS RUPTURE OF THE 
SPLEEN. 

WITH AN ACCOUNT OF A CASH DUB TO MALARIA AND ONE 
OF NECROTIC INFARCT WITH INTRAPERITONEAL 
HEMORRHAGE SIMULATING SPONTANEOUS 
RUPTURE. 

By G. GREY TURNER, M.S.Durh., F.R.O.S. Eng., 

MAJOR, B.A.M.C. (T.V.). 


An experience of nine months’ work in Mesopotamia has 
made me familiar with many complications of disease which 
may demand surgical interference. This has been especially 
so in the enteric infections and in those of the dysenteric 
group, but even in malaria the enlarged and softened spleen 
may give way, resulting in haemorrhage into the peritoneal’ 
cavity, as pointed out in an annotation in The Lancet of 
July 22nd, 1916. Although there were no symptoms in the 
first case to suggest surgical interference, it is easy to 
picture circumstances in which such interference might be 
necessary, as in the second case, which was, however, not 
strictly an example of spontaneous rupture. Incidentally, I 
should like to remark that both of the cases show the great 
importance of post-mortem examinations. 

Cask 1 .—Spontaneous rupture of malarial spleen.— Patient, seaman 
aged 35 an unusually big, strong man, admitted to British General 
Hospital at Basrah on June 17th, 1916. Ten days previously he had 
41 reported sick” on account of pains in stomach, vomiting, and con¬ 
stipation, and had been treated with quinine for “fever.” On 
admission he was a little anwmic and expression very anxious. 
Temperature 1014 o F., pulse 88. of very poor tension; tongue very 
much coated, and dry. Abdomen was fiat, neither rigid nor tender; 
spleen easily felt below costal margin. Nothing abnormal discovered 
in chest. Malarial parasites found in blood; also mononuclear 
leucocytosis. On morning after admission temperature 102’4°, but 
no other change in condition ; bowels had been well moved. By the 
evening he looked much worse, had vomited several times, and 
complained of difficulty in breathing, but there was nothing to suggest 
any abdominal development. On the 19th it was reported that during 
the night patient had become restless and delirious, and in early hours 
of morning had developed generalised convulsions, most marked in 
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arms and lower jaw, the teeth being constantly champed. Some 
cyanosis; pulse quick and feeble. Death occurred at 10 a.m. No 
response to quinine, either when given by the mouth or by intra¬ 
muscular injection. 

Post-mortem—\ made a necropsy five hours after death. Abdomen 
contained moderate amount of unolotted blood, fairly uniformly dis¬ 
tributed over whole peritoneal cavity. In spleen pouch was a con¬ 
siderable amount of clot and a smaller quantity over right lobe 
of liver and in pelvis. The spleen itself was twice normal size, 
and on outer surface near upper pole were two small lacerations each 
about i inch long and with pouting margins, as though produced by 
bursting of the structure. These punctiform ruptures were evidently 
the source of haemorrhage, which was most abundant around spleen ; 
no other cause could be found. There were no adhesions which might 
have been torn, thus giving rise to bleeding, and no signs of injury to 
overlying ribs or p&rietes such as might perhaps have been caused by 
patient falling out of bed, nor was there any evidence of embolism or 
thrombosis. The intestines did not show any of the lesions of typhoid 
or dysentery. Lungs congested, but no consolidation; heart and 
kidneys normal. The head was not examined. 

In this case, so far as I was able to ascertain, there was no 
acnte attack of abdominal pain, and though from the first 
the patient was obviously very ill, there was nothing to 
suggest any peritoneal lesion while the man was under my 
care. 

Vomiting is quite common in malaria, and, I think, espe¬ 
cially so in the type we met with in Basrah about that 
time. I certainly thought that he might be suffering from 
an enteric group infection, but that was more from a con¬ 
sideration of his general symptoms than from any local 
abdominal signs. I do not think that the accident of spleen 
rupture had much to do with the death of this patient, for 
his symptoms were exactly like many others in which a fatal 
malaria was of the cerebral type. Under ordinary circum¬ 
stances spleen blood clots easily, and from my experience of 
haemorrhage generally I was led to conclude that the blood 
coagulation-time is diminished under the climatic conditions 
prevailing during the hot weather in Mesopotamia. I 
believe that recovery without interference not infrequently 
oocurs even in traumatic cases and would certainly have 
followed in this case had there been nothing else to account 
for death. I do not think that spontaneous rupture of the 
malarial spleen can be at all common, for though this 
disease was rife both at Basrah and Amarah beyond this case, 
in which it was proved, and one other in a Sepoy, in which 
it was suspected, the patient recovering, I have not come 
across another instance, nor have I heard of any in talking 
over the matter with my brother officers, though an enlarged 
and friable spleen was the commonest of the disclosures of 
the post-mortem room. 

Case 2.—Enteric group infection with intraperitoneal hemorrhage 
regarded, as being due to spontaneous rupture of spUenand subsequently 
proved to be in association with infarction of that organ.— Patient, 
Aged 30, driver In B.F.A.. admitted to British General Hospital at 
Amarah. I was asked to see him about 7.30 p.m.. Sept. 6th, 1916. as a 
possible case of ruptured typhoid ulcer. The man had been very ill for 
five weeks with what was diagn< sed as a fever of enteric group, and for 
previous two days temperature had been going up, attributed to a 
concomitant malaria. About noon of the day I saw him he first com¬ 
plained of abdominal pain and twice vomited, while his pulse became 
quick and f**eble, but I could not elicit any history of a definite sudden 
onset. He had been given a dose of morphia, and as its effect passed 
off the pain recurred. 

On subsequent inquiry I ascertained that this man was admitted to 
the hospital on August 12th with fever of 14 days’ duration. He was 
very ill and was at once placed on “ dangerous list.” Temperature was 
of irregular type, as high as 102° F., and only occasionally touching 
normal. Pulse varied between 76 and 90; very poor in tension. Tongue 
dry and furred; bowels fairly regular. At that time spleen was not 
.felt, but a little later its edge was detected two inches below costal 
margin. The blood, examined on several occasions, was always found 
negative for malaria ; Widal test inconclusive. Patient continued in an 
unsatisfactory state and with irregular pyrexia, but little other change 
until Sept. 1st, w hen he complained of pain in left side of chest; patch 
of pneumonia found at left base. This did not appear to give him much 
additional distress, but temperature gradually rose, and on evening of 
8 ept. 5th reached 103°, and on the 6th occurred the attack for which I 
operated. 

When I first saw him the man looked exceedingly ill and was 
obviously In the later stages of some wasting disease, fie was anaemic 
and slightly cyanosed and lay partly propped up in bed sweating pro¬ 
fusely. with feeble pulse of 132 and temperature of 101°. He only 
made complaint of pain in abdomen, and especially in lower part. On 
examination I found belly a little distended ; it did not move well on 
respiration and surface was blistered as result of hot applications. 
Some rigidity, but not marked, and mostly in the flanks and iliac 
regions. It was especially noticeable that, while splenic dullness was 
oonslderablv incrensed, normal liver dullness was replaced by a resonant 
note and there was no dullness in flanks. 

I could only agree with the diagnosis of probable rupture of a typhoid 
ulcer. Under local anaesthesia I made a small subumbilical incision in 
mid-line. As soon as peritoneum was opened free blood escaped and a 
piece of omentum that presented bad some blood clot entangled in its 
meshes, but there was no gas. The lower ileum was free from any 
sign of ulceration or inflammation ; mesenteric glands slightty 
en’arged. As there was no evidence of peritonitis or fat-necrosis I 
recognised that I was probably dealing with an example of spontaneous 
rupture of spleen. Patient was anaesthetised with ether and incision 
prolonged. Quite a large amount of free blood escaped, though not 
nearly so much as in most cases of traumatic rupture. On passing 


my hand up to splenic area I found a considerable amount of soft blood 
clot, and about the middle of its outer convex surface I felt what 1 
took to be a rent about 1£ inches long, and running forwards towards 
anterior border. It was occupied by firm blood clot, and though 
evidently the source of haemorrhage it was presumably not then 
bleeding. There were no adhesions. Nothing further was done beyond 
rapidly closing incision. Although patient was very ill, and caused 
Captain A. H. Haddon, who gave the aneestbetio, some anxiety, he 
really stood the operation quite well and became conscious during 
administration of subcutaneous infusion of saline. 

At this stage I feel that I ought to explain why I did not 
expose the spleen or attempt to interfere with the rapture 
directly. The temptation to inspect the lesion was very 
strong, but patient was exceedingly ill and it would have 
necessitated either a prolongation of incision to epigastrium 
or a second independent incision below left costal margin. 
Having exposed the spleen, I would either have had to 
remove it or trust to suture or perhaps gauze-packing. 
Further, from previous experience 1 knew quite well that a 
moderate rupture of the spleen could be well trusted to take 
care of itself, measures having been taken to tide the 
patient over the catastrophe of the immediate blood loss, 
and I thought that the condition of the patient demanded 
these temporising methods. In the light of subsequent 
events I regret that i felt compelled to adopt this course, for 
I believe that the best interests of the patient would really 
have been served by running what then appeared the very 
much greater risk incurred in an effort to expose the spleen. 

Films made from blood in peritoneum were examined for 
malaria, but the parasites were not found. Unfortunately 
no attempt was made to inoculate culture-media. 

On the day after operation patient was fairly well and had almost 
completely recovered from the shock. Temperature 100° and pulse 
122 and of better tension; there had been no vomiting. On Sept. 11th 
he had some loose motions, containing blood, and on the 12th the left- 
leg was found to be swollen and oedematous; no albumin in urine and 
condition probably due to femoral thrombosis. By the 13th the 
tongue, which had been very dirty, was cleaning up ; wound dressed 
and found healed ; abdomen moved freely; no tenderness. On this 
day I noticed two haemorrhagic patches on back of either hand about 
size of a sixpence; they appeared evidence of mild scurvy ; gums abso¬ 
lutely healthy and no other confirmatory signs. Between the I3th and 
21 st condition varied considerably, and for some days he was very 111, 
with temperature between 100° and 101° and pulse about 110. I sus¬ 
pected a pelvic abscess, but this was not confirmed by rectal examina¬ 
tion. On Sept. 16th he was exceptionally ill and temperature again 
suggested malaria, but plasmodium not found; he had several lonee 
motions. In spite of negative blood examination he was given 
15 grains of hydrochloride of quinine by intramuscular injection and 
next day seemed better, but improvement only evanescent. About 
this time dullness of left base Increased, and I withdrew a small 
quantity of blood-stained fluid. Breathing gradually became more 
embarrassed, and I have no doubt that in later stages the fluid in left 
pleura increased very rapidly. About Sept. 29th he vomited; no 
complaint of abdominal pain; tongue clean and moist. A small 
subcutaneous haemorrhage was noticed on left arm and for first time 
a thin red line along margins of gums. From this time progress waa 
steadily downhill. Breathing became more and more rapid; some 
cyanosis. He took food badly, was delirious at night, and rapidly loeta 
flesh. Death on Oct. 4th, just four weeks after operation. 

Post-mortem.—1 made a necropsy three and a half hours after death. 
Abdominal scar was stretched and of deep purple colour; when 
epidermis covering it was divided, deeper parts were found completely 
occupied by recent blood clot and without least evidence of union. 
Catgut sutures absorbed; no naked-eye evidence of sepsis. 1 The 
small intestine area and right side of abdomen presented appearances 
associated with aseptic absorption of free blood in peritoneum. Some 
soft shaggy vsecularised adhesions were present over dome of liver 
and among coils of small intestines. Great omentum tucked up, or 
shrunken, so as to lie along lower border of colon. Both splenic flexure 
and fundus of stomach with left lobe of liver were adherent to one 
another and to parletes, obscuring splenic region. There was a collec¬ 
tion of fluid in left extremity of lesser sac, and on separating 
adhesions to parletes, the latter was opened into, allowing about 
half a pint of very offensive, thin, pink-coloured fluid to escape. 
The cavity was the much diminished lesser sac, and in addition to the 
fluid there was soipe blood clot and the wall was covered by an attempt 
at granulation tissue. Right half of sac, Including foramen of Winslow, 
obliterated. Spleen surrounded by small amount of same sort of 
fluid as occupied lesser sac. Organ very friable and presented two 
areas almost completely separated and recognised as necrotic infarcts. 
The larger area was a wedge-shaped mass of tissue, about 1£ inches in 
longest diameter (transverse to long axis of organ), and 1 inch in shorter. 
It lay so loosely attached to its bed that it fell out by its own weight 
when specimen was turned over. It was of a dirty yellow colour and 
had a > ragged surface without any sign of repair, in fact it looked 
exactly what it represented—a mass of necrotic spleen tissue. The bed 
in which it had lain resembled the crater of a volcano, and was largely 
advanced towards repair, its surface being quite smooth as though 


1 This, I take it, was an example of “disunion,” a phenomenon almost 
peculiar to scurvy. When the wound was dressed at the end of a week. 
It was found to be perfectly healed and on the sixteenth day it looked 
as though completely consolidated. Had it been in the ununited 
condition found post mortem, for any length of time before death, I 
should have expected it to have given way with prolapse of intestine. 
In addition to haemorrhagic patches on back of hands and small 1 
haemorrhage on left arm previously mentioned, there were also some 
petechia; on skin of abdominal wall and on the limbs. In reflecting thn 
structures from front of chest I also came across a small localised 
haemorrhage in substance of pectoral muscle. Evidences of a mild type 
of scurvy were quite common in patients in the last stages of diseases 
like enteric and dysenterv, in which feeding on sterilised foods for 
long periods had been necessary, and I always looked upon the condition 
as of similar origin to the scurvy rlokets of young children (Barlow** 
disease). 
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’Covered bv a layer of endothelium. The other infarct, at apex of spleen, 

yil exactly similar fhnnnil Anlr, li.lt tU . —I n 11*1 r . “ . ' 

And vein 

About two r _____ _ 

evidence of Infection. Anterior border of corresponding lung was 
looeely adherent to parietal pleura, while base was firmly glued to 
■upper surface of diaphragm. On separating latter from the lung two 
large areas of purulent lymph were exposed, and there was a most 
offensive odour recalling that in gangrene of lung. Substance of lower 
lobe carnefied. but no real consolidation; infective process was limited 
•to pleural surface having evidently extended up through diaphragm. 
Bight lung and pleural cavity normal. Little blood-stained fluid in 
pericardium; two haemorrhagic areas on surface of heart. The organ 
Itself was enlarged, principally due to increase in size of right side, 
which was crammed full of blood-clot. At extreme apex of right 
ventricle was a small mass of tissue about size of walnut, oval 
in shape and pinkish in colour, and entangled in bundles of 
heart muscle. Its central part was broken down into a little 
nayity containing creamy pus. No endocarditis, but heart muscle 
pale and flabby. Liver slightly nutmeg and fatty, but no infected 
areas, though tip of left lobe had formed part of wall of cavity con¬ 
taining infarct situated at upper pole of spleen. The lower four or 
Ave feet of ileum and greater part of colon were examined, but 
without discovering any trace of ulceration, recent or remote. 
Mesenteric glands only very moderately enlarged. No gross patho¬ 
logical changes in kidneys. Specimens of pus were examined from : 
•<a) mass in right ventricle; (6) fluid around spleen; and (c) that in 

T. he y *]* & ave the coll reactions, probably indicating a 
general Bacillus coli infection. J * 

* presume that in this case the course of events was 
thrombosis of some branches of the splenic vessels, followed 
by infarction, mild infection, and separation of the infarcted 
Areas. It was probably when the latter process began that 
•the haemorrhage into the peritoneum occurred. 

I am indebted to Colonel W. H. Starr for permission to 
use the notes of the first case, and to Lieutenant-Colonel 
J. R. Bond for a similar privilege with regard to the second, 
•and to both for their interest and encouragement. 


PRIMARY SUTURE AND UNION OF 
OPERATION WOUNDS OF THE 
URINARY BLADDER. 

Bt A. RALPH THOMPSON, Ch.M. Manch., F.B.C.S. Bnq. 
surgeon nr charge of the genitourinary department *’ 
out’s hospital. ’ 

Much ingenuity has been exercised for some time now in 
-devising more or less adequate schemes for dealing with 
an open suprapubic wound of the bladder. The wounds 
which result from operations of such a nature as suprapubic 
prostatectomy occur, of necessity, most frequently in middlc- 
aged or old people. In those cases of suprapubic operation 
m which some apparatus is fitted in order to prevent the 
running of urine and chemical fluids over the adjacent parts 
the skin is very liable to become exposed to the dangers of 
sepsis and trauma. On the other hand, in those cases in 
which no such measures are adopted the constant wetting of 
the dressing and consequent evaporation are liable to give 
the patient cold and retard his recovery. 6 

Owing to the constant care exercised by my dressers at 
Got s Hospital daring the past four years I have been 
■enabled to perform a number of operations, such as supra- 
pnbic prostatectomy, removal of a vesical growth, and 
retrograde cathetensm, with primary suture of the bladder 
wall and superficial tissues. 

Primary union occurring in bladder wounds of an operative 
oatnre offers such tremendous advantages over other methods 
of dealing with bladder wounds, that I am inclined to think 
it sbonld be aimed at more frequently than it is Cases of 
enlarged prostate and growth of the bladder which demand 
operation are put off frequently, in my experience, by both 
patients and their medical attendants, because they dread 
the inconvenience, labour, trouble, and danger involved bv 
an open wound of the bladder. If, then, this difficulty of 
the open wound in a bladder can be in a reasonable number 
of cases overcome, we may expect to see enlarged prostates 
•more frequently removed, and growth of the bladder extir- 
pated, not so much for the purpose of averting a distressing 
ana painful death, as is too commonly the case at present 
as for rendering life pleasant and happy. F 

Method. 

The method adopted for securing primary union in the wound 
1sZ7^1o^° n a 8QprapabIc ve8ical operation in my cases 

After the actual disease is removed, such as an enlarged 
prostate or a vesical growth, steps are taken to control and 
prevent haemorrhage. This is frequently quite trifling in 
amount, but is occasionally severe. The bladder is filled 


with gauze sponges which are saturated with hot boracic 
lotion at a temperature of 120° F. After a little time the 
sponges are removed and liquor hamamelidis B.P. at a 
similar temperature is poured into the bladder and allowed 
to remain there. The quantity used is about 3 ounces. A 
coud6 catheter is then inserted into the bladder via the 
urethra, especial care being now taken that the wound shall 
not be contaminated, the wound being covered with cyanide 
gauze. The point of the catheter is laid carefully in the 
bladder, about one-third up the vertical height of the 
bladder, and the position of the catheter at this level is 
carefully noted in its relations to the meatus for future use, 
as a. catheter may slip even when tied apparently securely, 
and it is important that it should not do so unknown to the 
surgeon or his assistants. The bladder wound is then 
exposed, and sutures are applied as follows. 

The two ends of the incision in the bladder are secured 
with Lane’s forceps, and the edges slightly everted ; fine 
catgut sutures are then placed through the muscle wall of 
the bladder, as close to the mucous membrane as possible, 
but not through it. Bach suture is tied immediately after 
it is passed, but not cut until all are tied, as tension upon 
them helps to steady the bladder. 

Some difficulty is usually experienced in inserting and 
securing the lower sutures, but this must be done as perfectly 
as possible. About six or seven sutures are thus inserted, 
tied, and cut. The sutured part is carefully palpated in 
order that any holes left by suturing may be discovered and 
closed. The fibrous and outer muscular coats of the bladder 
are now secured with thicker catgut sutures, inserted in the 
manner of Lembert, and carefully tied, especial care being 
taken, as before, with the lower part of the wound. The 
number of sutures is, as before, six or seven. 

A small gauze wick is placed in the cave of Retzins, after 
this space has been carefully washed with boracic lotion. If 
the peritoneum has been retracted upwards it is brought 
back into its original position on the front of the bladder, 
or even “encouraged” down a little lower. I think it 
helps the incision in the bladder wall to heal more readily. 
The abdominal wall is then sewn up with two rows of catgut 
sutures, the deeper row being placed through the rectus and 
pyramidalis muscles and anterior layer of the rectal sheath 
on each side, and the more superficial row through the 
superficial fascia and skin. Care should be taken to place 
at least one superficial suture through the skin and sub¬ 
jacent tissue below the wick of gauze laid in the cave of 
Retzius, as the edges of skin are thus much more likely to 
unite when the gauze is removed than when the gauze has 
no suture below it. I believe this to be an important point. 
The usual gauze dressings are then applied and the catheter 
is secured in the urethra. 

After-treatment of wound .—The patient is returned to bed 
and the after-treatment is begun at once. (I always now have 
a spinal anaesthetic given in these cases, so that any immediate 
treatment necessary is more easily performed than when the 
patient is unconscious.) The dresser of the case washes out the 
bladder with normal hot sodium citrate solution ; this prevents 
any blood from clotting. The irrigation is done with the help 
of a special apparatus, which I always use for the irrigation of 
the bladder, and which consists of two funnels, each holding 
four ounces of fluid, connected by long indiarubher tubes 
to a Y glass tube which in turn is connected up with the 
catheter by a short length of rubber tubing. There is in 
connexion with the two long tnbes a double spring clip, so 
arranged that pressure opens one indiarubher tube and at 
the same time closes the other, or vice versa; and thus first 
the clear irrigating fluid only mixes in very small quantity 
with the fluid from the bladder ; and, secondly, the amount 
of fluid from the bladder can be easily compared with the 
amount injected. Care is taken that only four ounces of 
fluid are introduced, and drawn off, at each irrigation. 
Between the intervals of irrigation the catheter is connected 
with a drainage-tube having as long a drop as possible. These 
irrigations are continued at gradually lengthening intervals 
until the washings are free from blood, which usually 
happens within three days. For the next two or three 
days boric acid lotion is substituted for the sodium citrate 
solution, which has done its work in preventing clotting of 
the blood in the bladder. The gauze wick is removed upon 
the second day. The catheter is removed at the end of a 
week or 10 days, and the patient allowed up at the end of 14 
days without a catheter. The sutures are removed after 
14 days. 
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Remits. 

The results of this method of treating operation wounds of 
the bladder are detailed in the accompanying table of 13 cases. 
Even where a small fistula formed, it was quite small and 
rapidly healed, and in the case which was, relatively speak¬ 
ing, a failure, I do not regret having attempted primary 
union, as the open wound healed up remarkably quickly—I 
fancy much more quickly than if primary union had riot been 
attempted. 

Summary of Cases of Primary Union after Operation upon 
Urinary Bladder . 

Total number of cases ... 13 Partial success. 2 

Average age of patients... 58 Success . 10 

Failure. 1 Deaths. 0 

These cases have been reported by me as, although they 
are too few to form general conclusions from, they do show 
that much of the trouble incident to an open bladder wound 
may be overcome by obtaining primary union. I do not at 
present attempt primary union in cases in which (1) there is 
marked cystitis, (2) there is considerable renal insufficiency, 
(3) bleeding cannot be sufficiently arrested at the time of 
operation, or (4) too much unavoidable damage to the bladder 
wall has been done. 

The good result indicated in the table is due chiefly to the 
assiduous after-care of my dressers, who, however, realise 
that, after the first two or three days, there is infinitely less 
trouble involved than when the wound is left open. More¬ 
over, one is greatly assisted in these cases by the temporary 
partial suppression of renal activity which takes place, as 
I think, immediately after a major operation upon the 
bladder, and which may last for as long as 24 hours. If, 
however, the success of these operations, as indicated below, 
is in future practice justified, then it may be said that 
bladder surgery has advanced a considerable step forward, 
and been robbed of half its terrors. 


Cinkal States: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

A CASE OF SYPHILITIC PERIPHERAL 
NEURITIS. 

By Harold E. Thorn, M.B., B.S.Lond., 
M.R.C.S.Eng., 

TEMPORARY SURGEON, ROYAL WAVY. 


Group I., Stricture of Urethra. 

Case 1.—Male, 67. ? Enlarged prostate. (Dr. L. G. Reynolds, 

Balbam.) 8uprapublc cystotomy. General anesthetic. Primary 
suture of bladder and abdominal wall. Primary union. Discharged 
well from hospital three weeks after operation. Gystoscoped five 
weeks after operation. Greyish-white slough seen at fundus of 
bladder. Small Urinary fistula formed, which healed up in ten days' 
time. Partial success. „ „ „ 

Case 2.—Male, 41. Impassable stricture. (Sir A. Pripp.) Supra 
pubio cystotomy. Retrograde catheteriom. Internal urethrotomy. 
General anesthetic. Primary suture of bladder and abdominal wall. 
Discharged within four weeks of operation. Union perfect. No. 14 
English catheter is being passed without difficulty. Success. 

Group II. y Suprapubic Exploration of Bladder. 

Case 1.—Male, 35. ? Vesical neoplasm; none found. Suprapubic 

cystotomy. Primary suture and union of wound. Deep part of wound 
closed firmly. Slight retraction of skin edges. Delayed union of skin, 
but no urinary fistula. Partial success. 

Group Ill.y Growth of Bladder. 

Case 1.—Male, 37. Papilloma of bladder. Suprapubic cystotomy. 
Removal of growth. Primary suture and union. Discharged well at 
end of third week from operation. Success. 

Case 2 .—Male, 69. Large papilloma at base of bladder. (Sir A. 
Pripp.) Suprapubic cystotomy. Removal of growth. Diathermy of 
base of bladder by Dr. C. E. Iredell. Primary suture and union of 
wound. Hsematoma formed in perineum ; this in part broke down, and 
small, quite temporary, perineal sinus formed. Success. 

Case 3.—Male, 57. Papilloma of bladder. Suprapubic cystotomy. 
Spinal anaesthesia. Removal of growth. Much bleeding and clotting 
of blood. Bladder wound reopened and left open eighth day. 
Recovery. Failure. 

Group IV. y Uncomplicated Enlarged Prostate. 

Case 1.—Male, 56. (Major Wallace Kemp, R. A.M.C. T., Kensington.; 
Enlarged prostate. Suprapubic cystotomy; general anaesthetic. Re 
moval of prostate. Primary suture and union. No complications. 
Success. 

Case 2.—Male, 70. Very much enlarged prostate. Suprapubic 
cystotomy. Spinal anaesthetic. Removal of prostate. Primary suture 
and union. No complications except slight orchitis. Success. 

Case 3.—Male, 65. Enlarged prostate. Suprapubic cystotomy. 
Spinal anaesthetic. Removal of prostate. Primary suture and union. 
No complications. Success. 

Case 4.—Male, 64. (Mr. H.J.;B. Cane, Belvedere.) Enlarged prostate. 
Suprapubic cystotomy ; spinal anaesthetic. Removal of prostate. 
Primary suture and union. No complications. Success. 

Case 5.— Male, 65. (Mr. H. Cardin, Ingatestone.) Enlarged 
prostate. Suprapubic cystotomy; spinal anesthetic. Removal of 
prostate. Primary suture and union. No complications. Success. 

Cask 6 .—Male, 66. (Dr. J. Steed, Staunton.) Patient very fat 
man. Enlarged prostate. Suprapubic cystotomy ; spinal anaesthesia. 
Removal of prostate. Primary suture and union. No complications. 
Success. 

Group V., Enlarged Prostate with Vesical Calculus. 

Case 1.—Male, 64. (Mr. Cane, Belvedere.) Enlarged prostate. 
Suprapubic cystotomy; spinal anaesthetic. Removal ofprostate and 
three large stones. Primary suture and union. No complications. 
Success. 


far as the 


The following case is of some interest as 
accurate diagnosis is conoerned. 

The patient, a signalman, aged 25, in H.M.8.-, ini the 

Eastern Mediterranean Squadron, joined this ship on July 
21st, 1916, from Malta. Six days later I saw him, and he 
gave me the following history. He had had primary and 
secondary syphilis in March, 1916, having been infected at 
Malta, and had been treated in Bi$hi Hospital, Malta, with 
two injections of galyl, one in April and the other in May. 
He had no mercury, but thought that he had had potassium 
iodide for a few days. He was examined generally on 
July 27th, and no signs of syphilis were found. Mercury in 
the form of cream (1$ gr.) was injected into the buttock 
and this treatment was continued weekly until Oct. 12th. 
Only eight days after the first injeotion (August 4th) the 
patient complained of weakness in the right arm and 
hand. On examination a typical right main-en-griffe was 
found; the right hypothenar eminence was definitely 
wasted and there was cutaneous anaesthesia over 
areas corresponding to part of the distribution of the 
sixth and eighth oervical and first dorsal nerves 
to the right forearm and hand. Massage and passive 
movements were ordered to be applied to th? right 
arm daily and he was given light duty. A fe \ terra¬ 
cotta spots were found on the trunk; these were not 
ry definite and nothing further developed in that 
region. No salivation, diarrhoea, or vomiting was present. 
No sign or history of alcoholism or injury could be 
found, and as regards the former the man had not been 
ashore, so was exceedingly unlikely to have had excess of 
alcohol. No swelling in the neck or axilla could be 
detected; there was no blue line on the gums or other 
sign of plumbism; no history suggested diphtheria, 
influenza, tubercle, enteric, or malaria, nor was dengue, 
Malta fever, beri beri, or leprosy apparent. On August 7th 
and 8th the patient was further examined and besides the 
signs found on the 4th the following details were noted : 
Weakness of the extensors of the right wrist; amBsthesia 
over the right forearm and hand, analgesia being the most 
extensive (see Figs. 1 and 2); touch and temperature not lost 


Fig. 1. 



Fig. 2. 



1. Right upper extremity on 
August 8th, showing extent 
(stippled) of anaesthetic 
area. Palmar surface. 

2. The same: dorsal surface. 


quite so extensively; relative hot and cold sensation unim¬ 
paired over rest of arm; circumference of right forearm a 
quarter of an inch smaller than left at its largest diameter, 
half an inch smaller at the middle. (The patient is right- 
handed.) The right supinator jerk was absent; the left present 
Both knee-jerks were present and the rest of the central 
nervous system was normal. No spinal disease could be 
detected. The patient complained of pain, and there was a 
discharge from the right ear; acute otitis media was found 
on that side. He stated that he had had recurrent similar 
attacks in the same ear throughout his life. Examination 
of the uriDe showed it to be neutral; specific gravity 
1014 ; no albumin or sugar. On August 19th the 
membrana tympani of the right ear had healed com¬ 
pletely after treatment locally by syringing with izal, 
% drachm to the pint, and the application of borio 
powder. Power in the right hand was slightly better. 
On the 22nd a note was made that sensation was improving. 
31st: Sensation over ulnar and median nerve distribution 
improving. Sensation remained impaired over the dorsal 
area supplied by the radial (see Fig. 3). Sept. 21st: Analgesia 
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remained only over the radial nerve distribution; some 
wasting of forearm still apparent. Oct. 6th : Sensation had 
beoome normal and the muscles were improving. From 
Oct. 12th to Nov. I6th injections of mercury were dis¬ 
continued. On Oct. 19th the right arm was practically 
normal and massage was dis¬ 
continued. The patient was 
able to write perfectly well. 
Since tben he has not had any 
trouble with the right arm. 
Injections of mercury were 
restarted on Nov. 16th and 
given weekly until Dec. 22nd. 
Now he is having fortnightly 
injections. Owing to the 
movements of the ship no 
Wassermann reactions were 
Right upper extremity on obtainable, 
ist Slat, 
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From these observations there 
does not appear to me to be 
any doubt that the cause was 
syphilis; the only question 
about the diagnosis is whether 
there was peripheral neuritis due to syphilis or whether the 
lesion was situated anywhere else. The fact that complete 
recovery ensued upon mercuric treatment appears to confirm 
the impression that the lesion was in the peripheral nerves. 
The absence of pain makes pachymeningitis improbable, but 
this is also unusual in syphilitic neuritis. Hyperesthesia 
was never present, which is unusual for neuritis of this 
origin. Presumably no central nerve cell lesion was present, 
as complete recovery would not then have occurred. The 
anaesthetic areas did not correspond accurately to any 
definite nerve roots, but nearly to peripheral nerve distri¬ 
butions ; the palmar cutaneous branch of the median was 
apparently never affected. 


A CASE OF FULMINATING MENINGOCOCCUS 
SEPTICAEMIA. 

By Frederick C. Pybus, M.S.Dubh., F.R.C.S. Eng., 

SURGEON TO THE HOSPITAL FOB SICK CHILDREN AND ASSISTANT 
SURGEON TO THE ROYAL VICTORIA INFIRMARY, 

NEWC ASTLK-ON-T YN E. 


It would appear from the following case that death within 
13 hours from meningococcal septicaemia is a calamity against 
which therapeutic agencies seem futile. 

The patient, a girl aged 3 years, admitted to hospital as an 
abdominal emergency case and as such seen by me, was 
apparently in good health when, at about 11 a.m. on Dec. 19th, 
19lo, she was seized with abdominal pain and vomiting. The 
pain was sufficiently severe to make her cry out. The bowels 
were opened normally at about 2 p.m. 

On admission to the Royal Victoria Infirmary, Newcastle, 
at 6 p.m., the child appeared very ill. Temperature 97-4° F. ; 
pulse almost uncountable. She was slightly cyanosed 
and complained of abdominal pain. The house surgeon 
reported the case to me at about 8 p.m., stating that 
the child was gravely ill, that he thought he could 
feel a mass in the right hypochondrium, and although no 
blood had been passed he thought it might be a case of 
intussusception. 1 thought for a child to be so ill in such a 
time a massive internal strangulation would be a more 

E robable diagnosis. I saw the patient at 9 p.m. and found 
er unconscious. The skin was burning hot and the 
temperature was found to be 103 r , the pulse being un¬ 
countable. Cyanosis was present and the pupils were 
dilated. The abdomen presented no abnormal signs, except 
that the liver edge was readily palpable. On further 
examination petechiae and small haemorrhagic patches were 
found on the lower extremities. No signs of meningitis 
were present. I considered the case to be one of intense 
septicemia, probably due to the meningococcus. The 
patient died three hours later. 

Owing to the absence of Professor Stuart McDonald, the 
post-mortem examination was made by Mr. H. M. Johnston, 
the resident medical officer, and myself. The brain and 
spinal cord presented no signs of meningitis. The chest 
organs were normal. The abdominal organs were normal, 
with the exception that the liver appeared to be abnormally 
red in colour and that petechias were visible in the mucous 
membrane of the stomach and intestines. Cultures were 
made from the ventricular cerebro-spinal fluid and from the 
heart blood. The culture from the former was contami¬ 
nated, but the heart blood gave a pure culture of the 
meningococcus. 

Newcautle-on-Tyne. 
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ROYAL SOCIETY OP MEDICINE. 


SECTION OF ELECTRO-THERAPEUTICS. 

Dosage in Radium-therapy. 

A meeting of this section was held on May 18th, under 
the presidency of Dr. G. Harrison Orton. 

Dr. J. 0. Mottram and Mr. Sidney Russ contributed a 
paper on 41 A Study in Dosage in Radium Therapy.” 

The patient, a woman, aged 56, was the subject of carci¬ 
noma of the breast, very slow-growing, with a large 
number of subcutaneous nodules on both sides of the 
trunk, a total of 80, which made it possible for some 
to be treated in various ways, while others were left 
as controls. The primary growth in the breast was 
near the nipple, in the superficial tissues. The primary 
growth was treated with X rays, but without benefit; the 
skin over the growth ulcerated, involving the nipple. The 
ulcer became covered with a dry crust, in which condition 
it remained until the present treatment by radium was 
commenced. Three mgm. of radium were applied over an 
area of 45 sq. cm., screened through 1 mm. of lead and two 
layers of lint. 8hortly after its removal a transient erythema 
was noticed, and subsequently the crust covering the ulcer 
fell off, showing the skin beneath healed. The carcino¬ 
matous mass had not disappeared, and that was the present 
condition of the growth. Some of the nodules which had been 
under experimental treatment disappeared. There had been 
no glandular involvement nor metastasis in other organs. 
This condition, called by some ‘‘disseminated scirrhus,” 
was supposed to spread by the lymphatics. The changes in the 
skin observed formed a progressive series. The earliest 
change was an erythema, which occurred in almost every 
case. In many cases a slight scaliness was seen, but the 
radium produced no other change. In a few nodules there 
was transient oedema, and in some the application was 
followed by erythema and pigmentation, the latter persist¬ 
ing for months. The effect of radium on the nodules varied 
from complete disappearance to no appreciable change. In 
some there was caused a stoppage of growth, either tempo¬ 
rary or permanent. It was not possible to measure the 
nodules from week to week, owing to their varying depth; 
the only criterion which could be employed was the time at 
which a nodule disappeared. The two main aspects of 
a study of dosage in radium were those on surface condition 
and the effects on subcutaneous nodules and the skin cover¬ 
ing them. A question which the observers set out to answer 
was: Supposing the skin were made to absorb the same 
amount of beta ray energy as gamma ray energy, were the 
biological effects equal ? To answer that they adjusted the 
radiation so that the first millimetre of skin absorbed as much 
beta energy as it absorbed gamma energy. This meant a 
pouring on to the skin of a large quantity of gamma 
energy owing to its absorption being so much less. As 
tissue became penetrated beta energy fell off very rapidly, 
so that at about a centimetre depth the available energy 
was only 1 per cent, to 2 per oent. of the original inten¬ 
sity. The gamma energy at that depth was about ten 
times as much ; these rays also produced more profound 
changes in the skin than did the beta rays. The series of 
symptoms observed with varying doses of both kinds of 
irradiation, and embodied in a table, included erythema, 
scaliness, pigmentation, exudate, Ac. These observations 
were all made with a dose of 7 mgm. When the dose was 
much diminished—namely, to l/80th—and the time of appli¬ 
cation correspondingly increased, some of the more definite 
changes previously noted did not occur: only erythema and 
scaliness, sometimes pigmentation, but not exudate, and the 
disappearance of the nodule. A sequential study concerned 
the effects observed through various screenings. 


SECTION OF OTOLOGY. 

Cases and Specimens . —Diseases of the Ear and Recruiting. 

A meeting of this section was held on May 18th, under 
the presidency of Mr. H. J. Marriage. 

Dr. Dan McKenzie gave an account of 250 specimens of 
temporal bone which had been handed to him by Mr. A. L. 
Whitehead, of Leeds, and which he had examined in order 
to obtain measurements of the Fallopian canal. The results 
he presented in tabular form, arranged according to the age 
and sex of the patients. He obtained from the specimens 
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some thirty interesting facts. 35 per cent, of the bones were, 
clinically, of the infantile type. The information thus 
obtained had an important bearing on the performance of the 
radical mastoid operation. 50 per cent, of the specimens from 
people over 50 years of age showed dehiscence, probably due 
to the osteoporosis which occurred with advancing years. 

Mr. J. F. O'Malley showed a remarkable case of cerebro¬ 
spinal fluid escaping from the ear during a period of 12 
months. The patient, a man aged 27, had a mastoid 
operation performed 10£ years ago. After six years a polypus 
formed and was removed. During the ensuing two years 
polypi were removed twice, and again 18 months ago. Soon 
after the last of these operations the ear began to drip, and 
was worse at night. When Mr. O’Malley saw the patient 
the right external meatus, from which the dripping took 
place, was blocked by a smooth cyst-like swelling. This was 
found to be the scar-tissue lining of the mastoid cavity, 
raised by the cerebro-spinal fluid from the bony facial ridge 
and antral cavity. He reopened the mastoid and cleared out 
the old scar-tissue, but he could not localise the bony defect. 
As the dressings were still soaked all of them were removed, 
when the operation cavity was found to be bathed in pus. 
Despite careful treatment, the cerebro-spinal fluid continued 
to soak through the dressings for six weeks. The cavity, 
however, was now more free from pus, and he dusted daily 
with boric powder and packed firmly with sterile gauze. The 
point of escape of the fluid was found to be the posterior part 
of the attic. Even as late as 3£ months from the operation 
1| dr. of fluid collected in four hours. The patient must 
have lost about 1£ gallons of the fluid in 3 months. 

Mr. 0. E. West, Mr. Sydney Scott, Mr. R. Lake, 
Mr. H. J. Banks Davis, and Dr. Kelson discussed the case. 

Mr. Soott showed a case of Squamous-celled Carcinoma 
of the External Auditory Meatus and Tympanum in a 
woman aged 22. 

Captain G. J. Jenkins opened a discussion on the subject 
of Diseases of the Ear in Relation to Recruiting, which was 
deferred to the next meeting of the section. 


MEDICO - PSYCHOLOGICAL ASSOCIATION 
OF GREAT BRITAIN AND IRELAND. 


Hallucinations in the Sane. 

The usual quarterly meeting of the association was held 
at the rooms of the Medical Society of London on May 15th. 
Lieutenant-Colonel D. G. Thomson, R.A.M.C., presiding, 
made sympathetic reference to the decease of the following 
members: Dr. R. B. Smyth, Dr. T. Seymour Tuke, Dr. 
William Rawes, Dr. J. W. A. Murdoch, Captain G. Swinnerton 
Blandy, R.A.M.C., M.C. 

Dr. Robert Hunter Steen read a paper on Hallucina¬ 
tions in the Sane, dividing his subject into (a) hallucinations 
the result of agencies operating upon the brain or nerves, 
and (J) those of mental origin. Among the former he placed 
toxins, both exogenous and endogenous, disorders of brain 
circulation, disease of end-organs, after images, and brain 
diseases of obscure pathology, such as epilepsy and migraine, 
and in the second category he placed cases in which, so far 
as present knowledge goes, a physical agency was unknown, 
including suggestion, hypnotism, crystal-gazing, clairvoyance, 
hysteria, somnambulism, multiple personality, hypnagogic 
■visions, dreams, hallucinations in history, collective hallucina¬ 
tions, so-called telepathy, and hallucinations the result of a 
•complex. Among the drugs which may produce this effect he 
included alcohol, absinthe, ether, stramonium, belladonna, 
hyoscyamus, nitrous oxide, chloroform, mercury, lead, and 
•santonin. In the author's view hallucinations did occur in the 
-sane, and cases met with in the sane should be intensively 
•studied. This study was especially necessary in borderland 
or hysterical cases, and there seemed to him no reason to 
think that hallucinations in the sane differed from those in 
the insane, and each could be produced by toxins. He 
therefore thought it probable that hallucinations in* the 
insane could be better studied from the psychological rather 
than the physiological standpoint. In every case presenting 
hallucinations he considered that some process of dissocia¬ 
tion was at work, and this was supported by the fact that 
•hallucinations were met with in cases of multiple personality. 

Dr. C. A. Mercier sent a contribution to the discussion, 
and the subject was further debated by Sir George Savage, 
Dr. E. S. Pasmore, Dr. Carswell, and the President, and 
Dr. Stebn replied. 


anb Jtffifos of ^Boofes. 


Health and Empire. By Francis Fremantle, F.R.C.P., 
F.R.C.S., Lieut.-Colonel, R.A.M.C. (T.F.). Second edition. 
London : Heath Cranton, Limited. 1917. Pp. 369. 5*. net.— 
In 1903 Colonel Fremantle took advantage of prolonged 
leave from official duties and made an extensive tour of the 
world. Starting by acting for a winter as a plague medical 
officer in Lahore and Amritsar, he visited other parts of 
India, Burma, Singapore and Malay, Cochin-China, Hong- 
Kong, Canton, and Shanghai, reaching Japan shortly after 
the outbreak of war between that country and Russia. After 
a short experience of war in Northern China he turned east¬ 
wards to San Francisco, went up to Vancouver, passed 
through Winnipeg, Chicago, and St. Louis, leaving the 
second winter free for visits to Paris, Geneva, Berlin, and 
Hamburg. Throughout his travels he was engaged upon a 
personal investigation of public health conditions of the 
world under various climates and rules, and he summed up 
his experiences in an interesting and valuable book which 
was reviewed in The Lancet some six years ago. In this 
book his special aim was to persuade the public of the signifi¬ 
cance of public health problems as modified by various races 
and systems of government under which they arise, and his 
suggestion to form a permanent Advisory Council in London 
of experienced health officers, one from each of the 
Dominion Governments, is worth recalling at the present 
time, when the centralisation of public health administration 
is occupying so much attention. 

Serving now with the Army in Salonica, Egypt, and 
Mesopotamia, he has found that the book will be very 
pertinent to the times that must succeed the war, and in a 
second edition, practically unaltered, repeats his urgent 
message that the future of our Empire must rest not on 
treaties and tariffs, armies and fleets, so much as on organised 
defence against disease. In the preface to the second edition 
he writes from Mesopotamia, quite in ignoranee how apposite 
the words would be : “In civil government, while each 
department may have its medical adviser and him essentially 
a preventer of disease, so must there be one health department, 
call it what you will, to direct all the medical and sanitary 
services of the country and to be generally responsible for 
the health of the nation.” Medical opinion is now solidly 
of this belief, and Colonel Fremantle’s informing book 
will supply lay readers with unanswerable evidence that 
throughout our vast Empire the prevention of disease should 
be the first care. 

The Weird Adventures of Professor Bal/ipine of the Sorbonne. 
By George Lindsay Johnson, F.R.C.S. London: George 
Routledge. 1917. Pp. 344. 6s. —Mr. George Lindsay 
Johnson appears to have been much impressed by some visits 
which he paid to the Salp3tri6re Hospital with the view of 
inquiring into the phenomena of spiritualism. The weird 
adventures, which he narrates, were told to him as actual 
occurrences by “ a professor of world-wide fame,” and he has 
written them down with disguises of names, the object 
being ‘ ‘ to clothe the real facts with a halo of romance. ” We 
credit Mr. Johnson with believing what he was told, as he 
alludes to the professor’s story as “ real facts,” but we think 
that he displays more capacity for believing than he is likely 
to find among his readers. That will be due partly to the 
fact that he is quite unable to tell a story in a way that 
might be expected to produce any effect upon the intelligence 
of others. 

The Bird of Life. By Gertrude Vaughan. London : 
Chapman and Hall. 1917. Pp. 309. 5s. net.—Much of 
this book is the result of accurate observation, but the 
heroine would have been a more interesting person if the 
exact career which she leads had not been, in its various 
episodes, led by the different heroines of other twentieth 
century novels. The book is very well written. 

The Cameroons . By Albert F. Calvert, F.C.S. London ; 
T. Werner Laurie. 1917. 200 plates. Pp. 82 and xxxi. 

6s. net.—As a faithful study of the origin and development 
of the colonial power of Germany this small book makes 
instructive reading. The text is very brief, but full of facts, 
while many of the numerous reproductions of topical scenes 
are explanatory of it. We did not find the author’s map, 
plate 200, very helpful. 
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LONDON: SATURDAY, MAY 26, 1917. 

The Study of Function in Disease. 

The routine examination of large numbers of 
adolescent and adult males necessitated by the 
needs of the naval and military services of this 
country has served to focus attention upon two 
very old and difficult problems—namely, the signi¬ 
ficance of cardiac murmurs and tl*e test of the 
functional efficiency of the heart and circulation, 
particularly in those persons in whom the cardiac 
physical signs show some departure from the 
normal. Among the many important contributions 
to the study of the circulation made by Sir James 
Mackenzie, none are of greater practical value 
than his analysis of the varieties of cardiac irregu¬ 
larity with their significance, leading to insistence 
upon the necessity in all cases of apparent cardiac 
abnormality of applying some test of the func¬ 
tional capacity or efficiency of this organ from a 
mechanical point of view. His forceful and down¬ 
right championship of these matters has involved 
him in more than one controversy. We publish in 
another column a long letter from him replying to 
critics, who accuse him of lack of reverence for 
those great clinicians of the past, by whose 
careful observation and record of symptoms and 
physical signs the foundations of our knowledge of 
heart disease were laid and the application of the 
newer methods to the study of function rendered 
possible. In commenting on the recent Lumleian 
lectures we suggested that the utilitarian value of 
recent cardiac work had escaped some of the 
critics of modern research, but the pioneer has his 
failings also. With Sir James Mackenzie’s letter 
we are in accord, but we feel that he has some of 
the impatience and intolerance of the pioneer. He 
pays a generous tribute to past workers, but we 
confess we do not quite understand his statement 
that in the literature in the English, French, and 
German languages he has not found a single case 
where the condition of the heart was clearly 
detailed and the reaction intelligently described. 

Five years ago the late Sir James F. Goodhabt 
delivered a thoughtful and arresting Harveian 
oration before the Royal College of Physicians of 
London on the Passing of Morbid Anatomy. He 
pointed out the change in our point of view of 
pathological problems, developed within his own 
memory, whereby the processes of disease rather 
than their terminal effects were studied. The 
fruitful nature from the practical standpoint of this 
change must be apparent. It is in some such sense 
that we construe the main thesis of Sir James 
Mackenzie’s letter as a plea for the study of 
function rather than of state in disease; in other 
words, he would have us treat the condition of the 
patient with some disordered organ or system 
as a dynamic and not as a static problem. 
With this view we are in full sympathy, the more 


so that it is obviously of wider application than in 
the field of cardiology. The study of the patient, 
of his symptoms, and of their variation in relation 
to special demands made upon his several organs is 
a truly scientific mode of investigation, and it 
has already led to practical results. It is also a 
wholesome reaction against placing too great stress 
upon laboratory methods in the diagnosis and 
treatment of disease, because it inculcates a 
close study of the patient and the due perspec¬ 
tive of symptoms, signs, and laboratory results. 
Sir James Mackenzie has frequently and in forceful 
manner insisted on this conception in relation to 
disorders of circulatory function, and his teaching 
is now generally accepted and followed. It is 
necessary for correct diagnosis and useful prognosis 
and for effective treatment to observe the patient 
and the variations in his symptoms and physical 
signs under conditions of effort or even stress. 

Many other examples of the fruitful results of the 
application of this method of studying function 
and organic reactions will doubtless occur to our 
readers, but we may perhaps draw attention to a 
few of them. The study of renal function in health 
and disease by urologists has helped to raise this 
branch of surgery almost to the rank of an exact 
science, and has led to highly satisfactory advances 
in diagnosis and treatment. The functional efficiency 
of either kidney and the adequacy of the total 
excretory function can now be measured accurately, 
with the result that diagnosis, the decision as to 
what cases are suitable for operation, and the 
effects of treatment have all been greatly im¬ 
proved. The problems in medical diseases of the 
kidney are complex and treatment id difficult owing 
often to the irreparable nature of the damage, but 
there can be no doubt that there is here a fruitful 
field for research. In diseases of the lungs, more 
especially tuberculosis, the same principles are being 
applied, haltingly perhaps, while the search for an 
adequate specific treatment goes on. Hygienic- 
dietetic treatment in skilled hands demands the 
close personal study of each individual patient and 
the adjustment of the patient’s daily life according 
to the state of his lesions and his response to 
effort, whether in the form of graded walks and 
rest or graduated labour. The day has long gone 
by when prognosis and treatment in this disease 
were appraised from the physical signs only; 
to-day symptoms, the temperature-chart and its re¬ 
actions to rest and effort, the physical signs, the 
sputum, and even, where practicable, the blood re¬ 
actions are all duly weighed in dealing with the out¬ 
look of the patient, his chances of recovery, and 
his ability to return to ordinary life or to work. 
A wide general recognition of these facts is 
desirable, as it would make for earlier and more 
accurate diagnosis, and for more careful selection of 
cases for sanatorium and other modes of treat¬ 
ment. The field for similar methods in diseases of 
the nervous system, both functional and organic, 
widens as diagnosis becomes more accurate and our 
knowledge of function of nerve structures increases. 
The principle will be applied to the symptoms pro¬ 
duced by every organ in the body, and we cordially 
welcome Sir James Mackenzie’s insistence on the 
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scope for truly scientific research in the clinical 
field. There has been too great a tendency to 
regard clinical medicine as worked out, and to 
look upon the laboratory as the only place for 
accurate and scientific inquiry. 


The Children’s Crusade. 

The destructive power of infant mortality is now 
generally admitted, and the popularising of measures 
for dealing with it is the special concern of the 
National Baby Week Council, which held its first 
meeting last week. The week from July 1st to 7th is 
to be set aside for the following objects : To arouse 
the civic sense of racial responsibility in order to 
secure to every child his proper birthright of mental 
and bodily health; to inform the public of what is 
already being done for mothers and young children 
by existing agencies; and to indicate possible 
achievements if every citizen assumed his proper 
responsibility. On the need for such propaganda 
work opinion is not divided, and public attention 
has already been called to one great destroyer of 
child life. Sir William Osler, in an oration before 
the Medical Society of London, which we print this 
week, goes over the ground again in regard to the 
influence of venereal diseases on child production 
and child life. As a baby*killer the gonococcus has 
no great r61e, but as a misery producer it is the king 
among germs, responsible for 30-40 per cent, of 
all cases of congenital blindness and for a large 
proportion of sterile marriages. The case is still 
stronger against the Spirochceta pallida . Syphili s 
has long been the despair of the statistician, but 
Sir William Osler feels free to attribute 25 per 
cent, at least of the 100,000 stillbirths occurring 
each year in England and Wales to Schaudinn’s 
spirocheete; and of the 18,000 children dying 
annually before completing the first week of life, 
the practical pathologist and physician, he tells us, 
requires no statistician in order to enable him to 
attribute 95 per cent, of these deaths to syphilis. 
Venereal disease is one of the foes against which the 
children’s crusade must be conducted to the death. 

Other reasons responsible for infant mortality are 
variously assessed by different observers and schools 
of thought. In a further volume 1 just issued of a 
report to the Carnegie United Kingdom Trust, Dr. E. 
Coey Bigger, the Medical Commissioner of the Local 
Government Board for Ireland, enumerates ten 
factors in the order of importance which he attri¬ 
butes to them in relation to the welfare of infants. 
He takes, as his first factors, the care of the mother 
before, during, and after labour and the advice given 
as to the management of the child. The factors 
which immediately follow—the economic conditions 
of the family, the domestic surroundings of the 
infant, the extra*domestic surroundings of the 
home, the health and habits of mother and father— 
have, for Dr. Bigger, less importance than super¬ 
vision of the mother’s health and friendly advice 
tendered to her in regard to her child. On this 
point practical unanimity prevails amongst those 
who have had large experience in child-welfare 
work. It is therefore to the health visitor that 

1 Two volumes of this report were notloed in Thjs Labcbt of May 5th, 
p. 693. 


the National Baby Week Council looks as one 
of the main agents of child welfare. A com¬ 
pendious report just issued by the Local Govern¬ 
ment Board for England gives the most recent 
statistical information. Just over 600 whole-time 
health visitors are now available in Great Britain 
to visit 700,000 babies, and only 800 to 900 infant- 
welfare and maternity centres are in existence 
where the Council consider 8000 to 9000 are needed. 
Hence, one of its main objects is to stimulate 
local authorities in dealing with these matters. 
One London borough is noteworthy for its refusal, 
recently emphasised, to appoint health visitors at 
all on the ground that no evidence has yet been 
adduced indicating that such appointments would 
accelerate the progressive fall in the infantile 
death-rate now taking place in the borough. It is, 
however, very difficult to interpret the remarkable 
drop in the figures for infant mortality occurring 
between 1915 and 1916 in the great towns and 
urban districts of the Tyne on any other ground 
than that of increased care for mother and child. 
Economic conditions have long been good and 
housing has not materially altered during the 
time. The National Baby Week Council should have 
no difficulty in making out a good case for the 
multiplication of health visitors. 

The discretion of the medical profession in 
the treatment of infantile disorders will not 
be infringed by the employment of the agency 
of child welfare centres, while the whole cam¬ 
paign of National Baby Week is based on the 
cooperation of the general practitioner. Health 
visitor and welfare centre are what Dr. J. W. 
Ball ant yne has called “ listening posts ” to 
detect impending danger and ward against it. 
In and by them health principles are in¬ 
culcated ; their object is to maintain health 
and not to treat illness. In so far as they 
are successful in their aim they strike at the 
root of medical practice; but this is inevitable, 
and the medical man himself is always in the 
position of a person engaged in sawing off the 
branch of the tree on which he is sitting. The 
Association of Infant Welfare and Maternity Centres 
does not affiliate local centres to itself unless and 
until they have a medical person in charge of the 
infant consultations attached to the centre. Organi¬ 
sation of the child-welfare campaign by some central 
authority will have the advantage of securing a 
broad view of the complicated factors—medical, 
hygienic, social, racial—at their beneficent work, 
while not excluding the cooperation of the general 
practitioner at the periphery. To us any local 
welfare scheme is unthinkable without the active 
interest and cooperation of all the general practi¬ 
tioners in the district. Nor does the memorandum 
of the Women’s Cooperative Guild on the national 
care of maternity, as we understand it, necessarily 
clash with the interests of general practice. 
The Guild pleads for a strong Central Maternity 
Department at the proposed Ministry of Health 
and for the compulsory appointment of maternity 
committees by local public health authorities. The 
plea is ably framed, and such action may well be 
another line of attack in a campaign of many fronts. 
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Annotations. 


“He quid nlmifl.” 


THE TREATMENT OF THE WAR CRIPPLE : 

STATEMENT BY THE MINISTER 
OF PENSIONS. 

The position of the war cripple has for long been 
a somewhat obscure one, and a flood of fresh light 
has been shed upon it by the important statements 
made last week by Mr. G. N. Barnes, M.P., Minister 
of Pensions, in answer to questions put to him by 
members of a deputation from the British Medical 
Association. The deputation included the Chair¬ 
men of Council and of the Insurance Acts and 
Hospitals Committees, and the medical secretary of 
the Association. The Insurance Commissioners 
were also represented. With regard to the status 
of the discharged disabled soldier under treatment, 
Mr. Barnes said that the question of the retention 
of the men in military hospitals and under military 
control might be regarded as settled. The War 
Office had agreed to keep the men in military 
hospitals as long as room could be found for them 
there, to give them certain curative and manual 
treatment, and on discharge to hand them over 
to the care of the local Pensions Ac. Statu¬ 
tory Committees. These committees would also 
be responsible for the men when, on the con¬ 
clusion of the war, many military hospitals 
were disbanded. For the treatment of the 
war cripple after the war three alternatives 
would be present: first, continuance of treatment 
at the military hospital, where this continued to 
exist; secondly, at a civilian hospital, if one was 
available; thirdly, failing both of these, treatment 
by the ordinary practitioner or the specialist 
according to the requirement of the individual 
case. Mr. Barnes added that he was committed 
to the provision of special treatment for the dis¬ 
abled man, whether within or without a hospital, 
and to the expense of such treatment, quite apart 
from any domiciliary treatment to which the man 
was entitled as an insured person. The small 
number of non-insured discharged men would, he 
said, be dealt with also by the Insurance Com¬ 
missioners, retaining the same choice of doctor as 
insured persons possess. In regard to the addi¬ 
tional cost of such domiciliary treatment, Mr. 
Barnes said that it had been decided to watch 
events and to compare the results with the 
experience of pre-war years. Approved Societies 
had assumed, he said, that there would be 
additional sickness and consequent increased 
financial risk. On the other side it had been 
urged that the open-air life and physical train¬ 
ing of the Service would result in a diminished 
sickness incidence. Mr. Barnes laid on the House 
of Commons the primary responsibility for the fact 
that the medical profession was so slightly repre¬ 
sented on the central and local Pensions Com¬ 
mittees, adding that he was taking steps to remedy 
the omission. A circular, he said, had been issued by 
Ahe central committee advising all the local bodies 
to avail themselves of the services of the practi¬ 
tioners in their district, and in particular to appoint 
medical men on the disablement subcommittees. 
Every local committee, he said, should have its 
medical adviser. For the Central Advisory Com¬ 
mittee Mr. Barnes welcomed the nomination of 
three or four persons by the British Medical Asso¬ 


ciation, with the addition of a consulting physician 
and surgeon nominated by the English Royal 
Colleges. Mr. Barnes’s statement heralds, we hope, 
the beginning of an intelligent and comprehensive 
treatment of a difficult problem. 


TRENCH FEVER AND TRENCH SHIN. 

We publish in another column an interesting 
contribution to the pathology of trench fever by 
Dr. H. Moreland McCrea, which tends to con¬ 
firmation of the view that this condition is caused 
by a spirochaste, since observations on the Wasser- 
mann reaction made by Dr. W. E. Carnegie Dickson 
gave a positive result in the vast majority of cases, 
and treatment by galyl and grey oil gave relief in 
some cases and rendered the Wassermann reaction 
negative. In The Lancet of March 3rd we commented 
upon the observations of Professor Riemer, who 
obtained spirocheetes from the blood in this disease 
and was able to cultivate them, though he hesitated 
to assert that the spirocheete was the cause. Dr. 
McCrea and Dr. Carnegie Dickson’s observations 
take the proof a stage further, and if the spiro- 
chcetes are constantly demonstrated, or if they can 
be proved to be infective in similar fashion for 
animals, the demonstration will be complete. It 
seems to be clear that the more chronic forms pf 
trench fever are less typical than the acute 
form, the description of the latter by different 
observers being singularly uniform. The paper 
we published in last week’s issue of The Lancet 
by Lieutenant-Colonel Graham Chambers on 
Trench Shin raises an interesting question. 
The condition, as he admits, presents many points 
of resemblance to certain chronic cases of trench 
fever and is by some observers considered to be of 
this nature. It would be of interest to find out if 
the spirochrete found in trench fever is also present 
in trench shin or if the Wassermann reaction is 
positive in cases of the latter condition. It is 
possible that the symptom-complex seen in trench 
fever may be produced by more than one specific 
organism. Lieutenant-Colonel Chambers regards 
trench shin as an infectious fibrositis, and his 
suggestion seems probable. We shall await observa¬ 
tions upon the blood in these cases with interest, 
as they should throw light upon this question. 


THE RE-EDUCATION OF THE BLIND. 

At the Annual Congress of the Ophthalmological 
Society the proceedings on one afternoon took 
the form of an inspection of St. Dunstan’s Hostel, 
Regent’s Park, the magnificent property placed at 
the disposal of the Blinded Soldiers’ and Sailors’ 
Care Committee by Mr. Otto Kahn. In the course 
of this visit Sir Arthur Pearson, the chairman of 
the Committee and President of the National 
Institute for the Blind, opened a discussion on the 
employment of the blind, to which Mr. Arnold 
Lawson and Mr. H. B. Grimsdale, among others, 
made useful contributions, and the whole subject 
has now received wide illumination by the 
issue of the report of the work of St. Dunstan’s 
Hostel during the year ended March 31st last. 
At this date the blind inmates of St. Dunstan’s, 
including the numerous annexes which have 
been added to the central mansion, numbered 
354, while new accommodation has been pro¬ 
vided for nearly as many more patients. The 
War Office has arranged now that all soldiers with 
badly damaged eyes shall reach St. Dunstan’s 
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through the 2nd or 3rd London General Hospitals, 
and part of the success which has crowned 
systematic treatment has no doubt been due to the 
prompt sympathy and spirit of comradeship with 
which the new comers are received. Their re¬ 
education begins at once with simple lessons in net- 
making and Braille ; in the workshops, where the 
scheme of re-education next takes them, their 
instruction is mainly given by men who some few 
months back were themselves blinded on the 
battle-field; and beyond the workshops expert 
tuition is supplied in poultry farming, massage, 
Braille shorthand and typewriting, and telephone 
operating. The report makes exhilarating read¬ 
ing. It is clear that these men, who have 
experienced what is popularly regarded as the 
severest physical disability which can be met with, 
accept under the pervading spirit of St. Dunstan’s 
Hostel the optimistic view that though handicapped 
heavily they are not penalised out of all com¬ 
petition, but, on the other hand, may be enabled 
by patience to give a very good account of them¬ 
selves in the race of life. We congratulate Sir 
Arthur Pearson and his energetic scientific 
coadjutors and administrative staff on the bene¬ 
ficent results of their efforts. 


TRANSIENT PARALYSES IN MEASLES. 

In the spring of 1916 Dr. E. Aaser 1 had 190 cases 
of measles in Ullevaal Hospital. Seventy of these 
patients were adults, and had the disease in a mild 
form; the only complications were otitis media in 
four instances and pleurisy in one. The remaining 
120 patients were children, of whom 65 had measles 
mildly, 55 in a severe form. Cultures of the 
nasopharyngeal mucus showed the presence of 
diphtheria bacilli in 13 of these 55 patients, 
and tracheotomy became necessary in 5, with 
3 deaths; in addition, 11 of the children died 
from pulmonary complications. Dr. Aaser gives 
details of two other children who developed reten¬ 
tion of urine and various muscular paralyses 
when their attack of measles was at its height, and 
makes no mention of the occurrence of diphtheria 
in either of them. The first case, a boy aged 9£, 
was sent in with the diagnosis of acute polio¬ 
myelitis; he had a well-marked measles eruption 
which had been present for a week, and for six 
days he had had extensive paresis of the muscles of 
the trunk and legs, together with urinary retention 
and overflow, but without any pain or hyper- 
ffisthesia. No complete paralysis could be found in 
the affected muscles, there was no atrophy, common 
sensation and sensation of heat were normal. The 
urinary retention lasted 17 days and was relieved 
by catheterisation. The muscular pareses improved 
after the first week, and a month after their 
onset the child could walk indifferently well. The 
second paretic patient was a child aged 4, who 
developed measles on April 24th, urinary retention 
on the 27th, and was admitted to hospital on the 
29th with extensive pareses without any disturb¬ 
ances of sensation. Recovery from the pareses and 
retention followed as the measles eruption died 
away, Discussing the diagnosis in these two 
instances, Dr. Aaser says they may perhaps be 
regarded either as cases of abortive infantile 
paralysis with an initial morbilliform eruption, or 
as examples of measles combined with acute polio¬ 
myelitis. A third possibility—namely, that they 
were cases of measles with transverse myelitis, 

1 Tldsakr. f.d. Nortke Laegeforening, Christiania, 1916, xxxvi., 1074. 


has also to be considered. Dr. Aaser notes that 
another case of measles occurred in a sister of the 
first patient a fortnight after the onset of his 
attack. He points out that the signs of paresis 
came when the attack of measles was at its 
worst and vanished with the rash, and he con¬ 
cludes that both his patients certainly did have 
measles. Again, neither child had the almost 
pathognomonic stiffness of the neck, profuse 
sweating, and hypersesthesia seen in acute polio¬ 
myelitis ; hence, he is inclined to think that, 
although a morbilliform eruption may occur in 
either the prodromal or the paralytic stage of 
infantile paralysis, and although a transient reten¬ 
tion of the urine occurred in about a quarter of the 
80 or 90 cases of acute poliomyelitis treated in his 
hospital four or five years ago, neither of his two 
patients had more than a severe and abnormal 
attack of measles. He has heard from a colleague 
of similar cases of paralysis in the course of 
measles, and asks for further information on the 
subject. _ 

SPIRIT DUTY GRANTS TO VOLUNTARY 
HOSPITALS. 

The conditions under which voluntary hospitals 
may obtain supplies of spirit are announced, the 
question having been under the consideration 
of a Departmental Committee appointed by the 
Treasury since February, 1916. A circular, 
together with the forms for application, has 
been issued to the hospitals, pointing out that 
grants from the Exchequer are now available in 
relief or part relief of the duty paid upon spirit used 
solely for medical or surgical purposes. The grants 
are not available to institutions conducted for gain, 
but are intended to give relief in respect of payments 
of duty involved by the use in voluntary hospitals, 
supported by charitable contributions, of duty-paid 
spirit or drugs containing duty-paid spirit for 
medical use. Methylated spirit or spirit obtained 
free of duty under Section 3 of the Finance Act, 1902, 
does not come within the purview of the return, 
nor does the spirit used exclusively for scientific 
purposes, and the concession to medical require¬ 
ments excludes potable spirits—e.g., brandy and 
whisky. In making a return figures are required 
as to the previous consumption of spirit based 
on the calendar year 1914, while grantB may 
be applied for retrospectively as regards the years 
1915 and 1916. Applicants are required to set out 
what proportion of spirit was allocated to out¬ 
patients and to in-patients, and the Local Govern¬ 
ment Board expect to be informed of the method 
by which such allocation was made, the data on 
which it rests, and the definition of *' new out¬ 
patient” adopted by the hospital. A copy of the 
printed report of the hospital is asked for in regard to 
each of the years 1914,1915, and 1916 respectively, and 
when the printed reports do not show separately 
the receipts other than from charitable contribu¬ 
tions, a statement of such receipts is required. As 
to the category of charitable contributions, those 
principally excluded from this are subsidies from 
State or municipal funds, payments made to the 
hospital in respect of the supply of nurses, by 
patients, or by the War Office or Admiralty 
connected with the accommodation of sailors or 
soldiers. To sum up, the returns come under four 
headings: (1) Quantities of alcohol used in the 
year ending Dec. 31st, 1914, for medical and surgical 
purposes only; (2) amount of solution of iodine 
2 per cent, made with duty-paid alcohol, if not 
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made in hospital; (3) the proportion of the total 
amount of 90 per cent, alcohol represented by 
the above uses for (a) in-patients and (6) out¬ 
patients, and the average amount of duty-paid 
alcohol 90 per cent, represented by the above used 
(a) per in-patient, (6) per out-patient; and (4) the 
receipts for the years 1914, 1915, and 1916 respec¬ 
tively from other than charitable contributions. 


AURICULAR FLUTTER DISCOVERED BY 
RADI08C0PY. 

In the Journal of the American Medical Associa¬ 
tion of March 17th Dr. G. W. Holmes and Dr. P. D. 
White have described a case in which auricular 
flutter was discovered in what appears to be a 
novel manner—by radioscopy. A painter and paper- 
hanger, aged 62 years, was referred to the Massa¬ 
chusetts General Hospital for diagnosis. He had 
been well until four months previously, when 
attacks of pain in the region of the umbilicus began. 
They were most frequent in the early morning, 
awaking him about 2 o’clock and compelling him 
to rise and pace the floor. Gradually the pain 
had become more persistent and was present much 
of the time. Hot applications gave some relief. 
There was no nausea or vomiting. No relation could 
be discovered between the time or kind of the meals 
and the pain. Yet the patient complained of 
indigestion, was afraid to eat much, and had 
lost 30 lb. in the four months. He was slightly 
constipated. There was no dyspncBa or precordial 
pain. On examination he was pale and under 
weight. All the teeth were artificial and the tongue 
was coated. Percussion showed slight enlargement 
of the heart. The action was regular and rapid 
(115 to the minute). The sounds were faint and 
clear. Radioscopy after a bismuth meal did not 
show any abnormality of the gastro-intestinal tract. 
The right and left borders of the heart were then 
clearly outlined, when the left was seen to be pul¬ 
sating regularly at the rate of 115 to the minute 
and the right at twice that rate. Auricular flutter 
was diagnosed, and the diagnosis confirmed by the 
electrocardiograph, which showed auricular flutter 
with a 2:1 a,-v. block. Right vagal pressure in¬ 
creased instantly the grade of the block, bringing 
out clearly the separate auricular deflections. 
The case suggests a possibly fruitful form of 
investigation in an obscure group of cases. 


MEDICAL MUSEUMS. 

Labqe and important questions came up for dis¬ 
cussion at the recent annual meeting, held in New 
York, of the American Section of the International 
Association of Medical Museums. This section 
represents the leading medical museums and 
laboratories of the United States and Canada, and 
is presided over by Dr. O. Klotz, of Pittsburgh, Pa., 
Dr. Maude £. Abbott, of McGill University, being 
secretary-treasurer. The session opened with the 
despatch of a telegram to Washington placing 
the services of its workers and resources in 
its special field of research at the disposal 
of the National Committee in the present emer¬ 
gency. The establishment of a central bureau 
for the permanent preservation of the results of 
scientific research, especially histological material, 
to be used for purposes of study by scientific 
workers throughout the country, was brought 
forward by Dr. M. C. Wintemitz, of Baltimore, 
and a committee appointed to organise such a 
bureau. A discussion took place on the clashing 


of the time of meeting in New York of the four 
societies of kindred nature—viz., the American 
Association of Pathologists and Bacteriologists, the 
American Section of the Medical Museums Associa¬ 
tion, the Cancer Society, and the American Associa¬ 
tion of Immunologists. It was resolved that some 
sort of federation should be attempted, so as to 
present subjects of common interest to combined 
audiences. A number of papers were read on museum 
and laboratory technique, museum teaching, the 
proper presentation of the results of medical 
research, and kindred matters. The International 
Association, of which the American Section is but a 
part, includes in its membership most of the museum 
curators in this country. Most successful meetings 
of this Association were held in London during 
the International Medical Congress of 1913. The 
Museums Association has done much to improve 
the technique employed in preserving and mount¬ 
ing of specimens. This matter has a considerable 
importance at the present time, for it is necessary 
for the progress of military surgery that a complete 
record should be made of the wounds and diseases 
suffered by our soldiers. 


THE NATIONAL COMMITTEE FOR RELIEF IN 
BELGIUM. 

The United States Government has assumed 
responsibility for the work of the Commission for 
Relief in Belgium, and it has been decided that 
the National Committee for Relief in Belgium will 
suspend its appeals for subscriptions to the British 
public. Donations received srfter June 1st will 
be held to provide for emergencies now unforeseen 
in connexion with relief in Belgium. This course of 
action is in accordance with the suggestion made by 
Mr.H. C. Hoover, chairman of the Relief Commission, 
who is now in Washington, and has the approval of 
His Majesty’s Government and the Belgian Minister. 
During the existence of the National Committee, 
whose second annual meeting will be held at the 
Mansion House on June 15th, over £2,400,000 have 
been subscribed through its medium for the relief 
of Belgium. As will be seen from the letter of Dr. 
H. A. Des Vceux in another column, the work of 
the Belgian Doctors’ and Pharmacists’ Relief Fund 
continues without interruption. 


TALC IN TABLET8. 

Mr. Albert E. Parkes, F.I.C., has been examining 
medicinal tablets and finds that many of them 
contain quantities of talc sufficient, he suggests, 
to cause gastro-intestinal disturbance* Mr. Parkes 
states that in the process of manufacture of 
compressed tablets it is generally necessary to 
mix with the powdered drug after granulation a 
so-called lubricant to ensure the mass flowing 
freely from the hopper to the dies and also to 
prevent the finished tablets from sticking to the 
dies and to each other. Various agents have been 
used for this purpose, one of which is talc, or French 
chalk, in the use of which it is generally advised 
to limit the amount to 1 or 2 per cent. Many of 
the cheaper varieties of tablets on the market were, 
however, found to contain talc in amounts far exceed¬ 
ing this. Mr. Parkes’s attention was first called to 
the composition of soda-mint tablets, a sample of 
which had caused unpleasant symptoms. They 
were found on analysis to contain 5‘5 per cent, of 
insoluble matter which proved to be talc. 

Fourteen different samples of these tablets were then pur¬ 
chased from shops in various localities, and on examination 
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12 of these were found to contain talc, and while three con¬ 
tained from 1 to 2 per cent, only, the remaining nine samples 
contained the following amounts respectively: 21, 2-6, 2-8, 
3*5, 4*0, 4-6, 5 4, 5 5, and 6*5 per cent. The tablets containing 
the smaller amounts were better compressed and of superior 
finish, so that the larger amount of talc could not be justified 
on manufacturing grounds. The worse varieties were pur¬ 
chased loose and were, no doubt, cheap imitations of well- 
known brands. The price varied from 2d. per ounce for the 
inferior samples to 4d. for the better qualities, which were 
supplied in bottles. Other compressed tablets were then 
bought and investigated such as potassium chlorate, potas¬ 
sium bicarbonate, potassium bromide, ammonium bromide, 
lithium citrate, nux omica, quinine sulphate, calomel, 
aspirin, salol, antipvrin, phenacetin, and phenacetin and 
caffeine, and a sample each of milk tablets, bisrauthated 
magnesia, and indigestion tablets. Twenty samples in all 
were examined, and ten of these, which comprised the 
cheaper varieties of well-known tablets, contained the 
following percentage amounts of talc: Nux vomica, 7*8; 
calomel, 5*7; aspirin, 8*1,14*8, and 18*6; salol, 3 4; antipyrin, 
1-9; phenacetin, 0 5; bismuthated magnesia, 6 0 ; indigestion 
tablets, 8 0. (The two last samples are of special interest as 
the tablets were recommended for digestive trouble.) 

The varying amounts found tend to show that talc 
is used indiscriminately. It does not appear to be 
absolutely essential, as the tablets of certain well- 
known firms of manufacturers were free from it or 
contained it in minute quantities only. In con¬ 
junction with others, 1 Mr. Parkes has previously 
called attention to the practice of using talc in 
excessive amounts as a coating and ingredient of 
pills. Although no injury to health has been 
definitely traced to the ingestion of this sub¬ 
stance, authorities are agreed that its unneces¬ 
sary and excessive use is objectionable. In 
1909, for example, the Local Government Board 
in a pamphlet 2 3 called attention to the grow¬ 
ing habit of polishing cereals such as rice 
and barley with talc, and the danger to health 
which might follow from their use as food 
when so treated, and Lowe and Taylor, in 
The Lanoet of June 18th, 1910, report a case of 
pancreatic calculus in a man attributed to the 
consumption of rice polished with talc. Talc is a 
silicate of magnesium, and is almost insoluble in 
strong acids. The use of finely-powdered glass as a 
constituent of a food or drug would be unhesitat¬ 
ingly condemned, yet the two substances are almost 
indistinguishable microscopically. The ingestion 
of such inert siliceous matter in any but minute 
quantities may be attended with some risk owing to 
the irritation which it is liable to set up. It would 
be interesting to learn, Mr. Parkes concludes, if any 
of the victims to appendicitis and intestinal com¬ 
plaints have been in the habit of consuming food or 
drugs containing talc._ 

We regret to learn the death of Dr. Major 
Greenwood, ^hose activities in the cause of Poor- 
law reform and medical politics generally are 
well-known to all our readers. 

The House of the Royal Society of Medicine, 
1, Wimpole*street, London, W., will be closed on 
Whit-Monday, May 28th. 

1 Parkes and Roberta, Analyst, 1911, 389; Parkes and Major. Phar. 

Jour., 1914, 712. 

3 Report of the Inspector of Foods, No. 8. 


Donations and Bequests.— By the will of the 
late Rev. Henry Whitehead Moss the testator left £1000 to 
the Salop Infirmary and £500 to the Eye, Ear, and 
Throat Hospital, Shrewsbury.—The late Miss Hooper, 
of Leamington, has left by will legacies of about £5000 or 
£6000 to the Birmingham and Midland Hospital for Women 
and the Warneford Hospital, Leamington.—The late Mr. 
Richard Holder Luckett, of Erdington, Warwick, has 
bequeathed £1400 among six Birmingham hospitals. 


THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 

Tuesday, May 22nd. 

The General Medical Council commenced its session at its 
offices, 44, Hallam-street, W. Sir Donald MaoAlister, the 
President, was in the chair. 

New Members. 

Dr. Edward Coey Bigger took his seat on the Council as 
Crown nominee for Ireland, and Mr. Holburt Jacob Waring, 
M.S., F.R.C.S., as representative of the Royal College of 
Surgeons of England. 

The President's Address. 

Sir Donald MaoAlister then delivered the presidential 
address. He said :— 

Medical practitioners and medical students continue to be 
called up for military service in large and increasing 
numbers. Of both, the numbers remaining for medical 
duties at home, and for the future recruitment of the pro¬ 
fession, are so reduced as to cause some misgiving. The 
Professional Committees appointed under the Military Service 
Act in Great Britain, and the analogous Central Committee 
in Ireland, have done strenuous and successful work in 
supplying military requirements on the one hand, and in 
providing for the claims of civilian practice on the other. 
Their powers are limited; yet their energy and resource, and 
the general willingness of the profession to endure all things 
for the common cause, have helped them to overcome many 
obstacles. Difficulties, however, remain, which the existing 
organisation may be unable to meet. 

The question whether the time has come for a more 
effective system of professional “ mobilisation,” that is, for 
a temporary measure of general control, extending to ail 
practitioners, and directing their distribution according 
to the nation’s need for service, has been brought 
by several medical bodies before Mr. Neville Chamberlain, 
the Director-General of National Service. He invited 
me, as your President, to take the chair at a Confer¬ 
ence of representatives of the Professional Committees 
and of certain Government Departments held on March 14th 
and 15th in London. Definite proposals on the subject of 
the better distribution of our resources were unanimously 
adopted, after full discussion, by the Conference. It is 
understood that these proposals are under consideration by 
the Government; but so far I have not learned what action 
has been taken upon them. A similar Conference took 
place at the same time with representatives of the British 
Dental Association. Mr. Tomes and I, at the request of the 
Director-General, were present. The conclusions arrived at 
have also been communicated to the Government; bat 
again we are unaware of the result. 

In the meantime the Secretary of State for War, under 
pressure of a sudden emergency, has decided to apply the 
compulsory provisions of the Military Service Act to ail 
medical men of military age in Great Britain. At first the 
application was made in a form that practically nullified 
the efforts of the Professional Committees to safeguard the 
civil population. On being made aware of this untoward 
result, Lord Derby modified the form of his requisition, 
and so restored to the Committees the opportunity of 
exercising their functions under the Act. 1 understand 
that now, with the support of the profession in general 
and of the authorities, these Committees are again busily 
occupied in finding a practical solution of the national 
problem; though the difficulties of the problem are not 
growing less. The sources of supply for service abroad 
and at home are, in fact, becoming severely straitened; 
and many branches of ordinary civil work mast of 
necessity suffer curtailment. It is, in my opinion, 
doubtful whether, without fresh legislation, the present 
powers of the authorities concerned will suffice to cope with 
all the demands of the situation. The position of affairs, as 
apprehended by those who have most carefully examined it, 
has been clearly placed before the National Service Depart¬ 
ment and the Government. With them, not with the pro¬ 
fession, now lies the responsibility for the next step. The 
loyalty to national duty hitherto shown by medical practi¬ 
tioners as a body gives assuranoe that to the limit of their 
power they will respond to further calls should the needs 
of the country make further calls imperative. But to ensure 
the best results from their devotion a closer coordination of 
competing authorities, and a more effective control of the 
actual distribution of medical services at home and abroad, 
are now mnch to be desired. 
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At the request of the Director of Recruiting I have 
obtained, from the deans and registrars of medical schools 
in the United Kingdom, a return of the number of students 
actually pursuing medical study in January, 1917. The 
results have been communicated to your Emergency Com¬ 
mittee and to the Government. The detailed figures are 

f iven in the minutes of the Executive Committee for 
eb. 26th, 1917. It appeared from the return that, while 
in May, 1916, the whole number of medical students was 
6103 (including 1379 women), in January, 1917, the whole 
number was 6682 (including 1735 women). As might be 
expected, the increase was mainly in the first and second 
years. The fourth and final years, taken together, were 
stationary. The third year, which will supply the practi¬ 
tioners of 1919, numbered in January only 572 men and 261 
women. Since February, however, a fresh call, extending to 
one group of medical students not classified as “ fit for 
General Service,” has reduced still further the numbers I 
have given. It is now clear that, certainly in the years 1918 
and 1919, and probably in the present year, 1917, there will 
be a serious falling-off in the number of practitioners added 
to the Register. In the years 1920 and 1921, however, we may 
expect an increase in the number of registered practitioners, 
both men and women. The Director of Reoruiting, in 
making his calls on the student youth of the nation, has had 
all these facts before him, and I have to acknowledge that he 
has given them the consideration we should expect from an 
officer who is himself familiar with the requirements of 
medical education. The conditions of paper-supply and 
labour have delayed the issue of the Minutes and the official 
Registers. A new impression of the British Pharmacopoeia, 
1914, will presently be required, and the cost to the Council 
will be considerably augmented; but in view of the national 
importance of the work it will not be expedient to propose 
the raising of the selling price beyond that fixed by the 
Treasury in 1914. 

The use of glycerine for munitions of war has imposed 
close restrictions on its employment in pharmacy. 8ugar 
also is not to be had without difficulty; and prescnbers have 
been advised to avoid ordering the official syrups as vehicles 
or adjuvants. The Pharmacopoeia Committee is awaiting 
definite information on these matters from the Government 
Departments immediately concerned. The Council may 
think it expedient to empower the Committee to act 
officially on its behalf in regard to the question, should the 
necessity arise. 

In pursuance of a resolution of the Council of the Pharma¬ 
ceutical Society of Great Britain, the Privy Council has 
issued an Order which places, in Part I. of the Poisons 
Schedule of the Pharmacy Act, 1889, emplastrum plmnbi 
and like preparations of lead, whether sold as diachylon or 
otherwise. This Order will have the effect of restricting the 
sale of this poison for internal use, and so of diminishing a 
serious public danger. 

Two Government measures now before Parliament include 
provisions which have recently formed the subject of repre¬ 
sentations by the Council. The Venereal Disease Bill, 1917, 
prohibits under penalties anyone not a registered medical 
practitioner from treating such diseases, and from prescribing 
or advising remedies therefor. It moreover prohibits all 
persons from offering by public advertisements or announce¬ 
ments to treat patients, or to preBoribe, advise, or recom¬ 
mend medicines or preparations of any kind, in relation to 
venereal disease. The first prohibition will apply to any 
area within which an approved scheme for free treatment 
is in operation. The second will apply to the whole 
kingdom. The Criminal Law Amendment Bill, 1917, 
extends the Indecent Advertisements Act to non-profes¬ 
sional announcements or advertisements, which suggest 
the use of drugs or appliances for specified purposes of an 
obieotionable kind. The Council has long desired such 
reforms, and will welcome these enactments. 

In response to an invitation from the Lord President of 
the Privy Council the Council has submitted to the Govern¬ 
ment a memorandum on the present state of the law 
respecting the practice of dentistry, both in this country 
ana in the British Dominions. 

In the Union of South Africa a measure is now before 
Parliament which is intended to have the effect of pro¬ 
hibiting altogether the unqualified practice of medicine, 
including dentistry, throughout the Union. As a federal 
University of South Africa has been established, possess¬ 
ing the power of conferrieg medical degrees, we may 
expect before long a request for the application to 
the Union of Part II. of the Medical Act, 1886. When 
reciprocity is thereby arranged with South Africa, 
another step, and that practically the last that remains, 
will have oeen taken towards the medical confedera¬ 
tion of the Empire. Our allies Italy, Japan, and 
Belgium already stand in similar relations with this 
country: and it may be that the Council’s next duty will be 
the endeavour to bring about some form of reciprocity 
with other allied and friendly nations, where the standards 
of medical education and qualification are not inferior to 
our own. 


The Government has appointed a committee to inquire 
into the position of natural science in the educational 
system of Great Britain, especially in secondary schools and 
universities, and the President and the Chairman of the 
Students’ Registration Committee were accordingly asked 
to give evidence. We attended on March 13th and 
furnished the committee with full information on the 
Council’s functions and activities, together with statistics 
and estimates, based on facts within the Council’s 
knowledge, concerning the present and prospective supply 
of medical and dental students and practitioners, 
and the provision for their instruction in pure and 
applied science. The relations between the professional 
curriculum and secondary education, both general and 
scientific, were naturally discussed with the committee. 
I explained that the Council had recently widened 
its regulations so as to admit of the recognition, 
for purposes of registration, of “Senior” Preliminary 
Examinations accepted for matriculation in the Faculties 
of Arts and Science; but that the content of the 
“Junior” Examinations, accepted from candidates for 
registration who had not completed a full course of 
secondary education of the “ Senior ” standard, was 
still to be settled by the Council. This question may 
come up for further consideration on a report from the 
Education Committee, and perhaps from the Dental Educa¬ 
tion and Examination Committee also. It is much to be 
wished that the result of the Government committee’s 
recommendations may be the establishment in England of a 
system of school leaving certificates, based on well coordi¬ 
nated plans for secondary education applicable to the whole 
country. The Council has repeatedly expressed its sense of 
the need for the introduction of such a system. Apart from 
its obvious national advantages, it would go far to free the 
Council from the task of appraising a multitude of prelimi¬ 
nary examinations in school subjects, which the existing 
want of system has forced us to undertake in the interest of 
professional efficiency. 

The Finance Committee will be in a position to report that 
in 1916 the income of the several Councils exceeded their 
expenditure by over £1000. The surplus is, however, much 
less than that for 1915, and somewhat less than the average 
for the preceding seven years. It is not to be expected that 
it will recover its former level for some years to come. 
Meanwhile all accrued charges for our new building have 
been defrayed from the accumulations of past years, and all 
available balances have been invested in War Loan Stocks. 

Owing to the incidence of Whit Monday on May 28th it 
will be highly inconvenient for the Council to sit beyond 
Saturday of this week. But I foresee no difficulty in 
completing by that day all that we have to do at this session. 

Other Business. 

It was formally intimated that medical reciprocity had 
been established with the Province of Manitoba. 

The Council appointed its committees. The Executive 
Committee oonsists of Dr. Norman Moore, Dr. Taylor, Mr. 
Tomes, Dr. Langley Browne, Mr. Hodsdon, Dr. Norman 
Walker, Sir John Moore, and Sir Arthur Chance. The Penal 
Oases Committee is as follows : Mr. Tomes, Sir F. Champneys, 
Dr. Norman Walker, and Sir B. Windle. 

Dr. F. Taylor was appointed junior treasurer. 

The Council adjourned. 

Wednesday, May 23rd. 

The Council was engaged during the whole sitting in 
considering complaints against medical practitioners. 


London and Counties Medical Protection 
Society.— The annual general meeting of the London and 
Counties Medical Protection Society, Limited, was held at 
the offices of the Society, 32, Craven-street, Strand, London, 
W.C., on May 16th. Colonel E. C. Bensley, who was in the 
chair, in proposing that the annual report and balance-sheet 
be received and adopted, delivered a short address reviewing 
the work of the society during the past year. He referred to 
the action taken by the society in supporting its members in 
difficulties which had arisen between them and the military 
authorities in regard to payment for examining recruits and 
to the work which had arisen through defects in the 
machinery of the National Health Insurance Act. The reso¬ 
lution adopting the annual report and balance-sheet was 
carried unanimously, with expressions of gratitude to the 
general secretary and the solicitors. It was unanimously 
resolved— 

That as from Jan. 1st, 1917, at the end of each year payment should 
be made to any member of council—not a salaried official—residing 
more than four mites from Charing Cross, of first-class return railway 
fare, provided he has attended not less than half the meetings of the 
council or committees of council to which he has been summoned. 

Colonel Sir John Rose Bradford, the President of the 
society, the treasurers, secretaries, and auditors were all 
re-elected. 
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DIFFICULTIES IN THE ADMINISTRATIVE 
CONTROL OF TUBERCULOSIS. 

By John Guy, M.D. Glasg., M.R.C.P. Edin., 
D.P.H. Camb., 

ASSISTANT MEDICAL OFFICER OF HEALTH AND TUBERCULOSIS OFFICER, 
EDINBURGH. 


In the departmental (Astor) report on tuberculosis some of 
the most perplexing problems connected with this disease are 
handled with a delightful simplicity. Early cases are to be 
cured in the sanatorium. Working capacity is to be regained 
at a colony. Advanced cases are to be segregated in a 
hospital, and for the sake of completeness it might be added, 
the dead are to be buried in a cemetery. 

Wholehearted attempts to deal with this disease on the 
lines indicated in the report soon reveal the fact that there 
are profound problems connected with this disease which are 
not easily solved, and, indeed, some appear at present almost 
insoluble. 

From the clinical standpoint cases of tuberculosis are 
classified into three grades—early, intermediate, and 
advanced—but from an administrative point of view they 
might be classified as non-infectious and infectious. In such 
a classification the basal idea is the safety or otherwise of 
the community, but the patient himself is not necessarily 
thereby lost sight of. The aim of the administration should 
be to prevent the non-infectious from sinking to the ranks 
of the infectious, and, if possible, to make the infectious 
non-infectious, or at least render them harmless to the 
community. 

The Non-infectiovs Class of Cases. 

The non-infectious cases are divisible into three very 
distinot classes: ( a ) Early cases where the tuberculous 
process has not advanced to the breaking-down stage; 

( h ) oases where the tuberculous lesion is old and is in a 
healed or cicatricial condition; and ( 0 ) cases where a 
cicatricial lesion exists complicated by the presence of some 
other pulmonary disease, such as bronchitis, emphysema, 
silicosis, &c. 

It is not always easy to distinguish clinically between 
these separate sets of cases, and it is too commonly assumed 
if a lesion be detected in a lung that it is a commencing one 
requiring active treatment. Patients with cicatricial lesions 
in their lungs are excellent cases for sanatorium or other 
form of treatment, and they do almost as well as those 
assumed cases of pulmonary tuberculosis where, in fact, no 
lung lesion exists. 

When the pulmonary condition is reckoned to be of recent 
origin the best form of treatment is undoubtedly a residence 
in a good sanatorium, although many do equally well in their 
own homes. In the majority of instances perfect recovery 
may be expected. Occasionally, however, cases occur where 
the disease progresses in spite of all treatment, and passes on 
through the infectious stage to a fatal termination. 

The difficulties, clinical and administrative, are great 
where these cicatricial lesions are complicated by the 
presence of other pulmonary diseases, such as bronchitis, 
&c., and these cases are very numerous ; unfortunately, 
there is always a demand for sanatorium treatment for them. 
The medical attendants are glad to get rid of these cases for 
a time, and the patients and their friends are anxious to 
try anything that gives promise of relief. While it must 
be admitted that in some of them there is marked improve¬ 
ment by a residence in a sanatorium, on discharge they soon 
fall back into their old condition. The only method of 
dealing with them is to admit them to the sanatorium for 
a short period of observation and determine the cause of the 
illness. If it be found that this is due to bronchitis, &c., 
and that the tuberculous focus is inactive, then the patient 
should be discharged as not suffering from tuberculosis. 

The administrative procedure is clear when the curable 
cases are under consideration. They should be kept in a 
sanatorium until cured. The carrying out of this prescrip¬ 
tion is not, however, quite so simple as it appears. In the 
first place, the patients, after a term of residence, often feel 
so well that they insist on returning to work before a cure is 
complete, and nothing but force will detain them. If com¬ 
pelled to remain against their will, they mope and are dis¬ 
contented, and further progress toward recovery is extremely 


unlikely. In the second place, family considerations compel 
many to return to work too early. When a breadwinner is 
laid aside the family income is often hopelessly insufficient 
and the wage-earner is compelled to return to work pre¬ 
maturely in order to satisfy the clamant need of ttie 
family. In the third place, when the mother is ill 
difficulties equally great present themselves. The children 
often cannot be cared for satisfactorily in her absence, and 
the mother insists on returning home to her duties long 
before she is able to do so. The problem here at present is 
often quite insoluble and the mother returns to her work 
until utterly unable to perform it. 

How the Administrative Difficulties may he Met. 

Here, then, are three separate administrative difficulties 
which have to be faced. If the patient is curable then he 
ought to be cured, and this must be kept prominently in view 
when attempting to solve the various problems. When the 
patient wishes to return home because he feels so well that 
he assumes he is cured, in the great majority of instances he 
can be persuaded to spend the requisite time by the sana¬ 
torium superintendent. Compulsory retention is quite useless, 
and a wise and tactful superintendent can usually accomplish 
the desired end by personally dealing with the patient. When 
a breadwinner is laid aside and is compelled to return pre¬ 
maturely to work the only satisfactory solution appears to 
be that the family should receive a special sickness grant 
so as to ensure that the income is made equal to what it 
would be if the wage-earner were working. What chance 
of recovery has any patient who is continually haunted by 
the knowledge that the family at home are bordering on 
starvation and may only be kept alive by getting into debt 
as far as possible ? 

There would appear to be four probable sources from 
which money might be granted to make up the deficiency 
in the family income. 1. From philanthropic agencies. 
These are quite inadequate as a rule, and many agencies 
exclude tuberculous patients from benefit owing to the 
chronicity of the disease, 2. From the Poor-law. While 
in many cases doubtless the Poor-law authorities deal 
generously with the sick poor, as a rule the tendency is not 
toward generosity. Again, there is still a healthy prejudice 
in the minds of most working men against accepting Poor- 
law relief, so that on the whole it is neither likely nor 
desirable that the income should be augmented from Poor- 
law sources. 3. From a special municipal fund. Unfortu¬ 
nately no special fund for this purpose is in existence, nor, 
in view of present economic conditions, is one likely to be 
created. Still, it appears desirable that there should be 
such a fund, as the money spent in half-curing a patient is 
so much money wasted if he has to leave the sanatorium 
owing to financial difficulties at home. 4. From the 
National Insurance funds. For insured persons—and 
these constitute the bulk of male patients—it would 
appear equitable that an extra money grant should 
be given from Insurance funds to meet their financial 
strain while undergoing treatment. It is a recognised 
fact that the insured person in the matter of tuberculosis is 
doubly taxed. He is taxed as an insured person for sana¬ 
torium benefit and he is taxed as a ratepayer to keep up the 
city sanatorium. Such an anomalous condition ought to 
cease and institutional treatment should be provided by the 
local authority alone. The funds then in possession of the 
Insurance Committee for tuberculosis could be made avail¬ 
able for other purposes, one of which might be the 
augmenting of the family income while the wage-earner 
was undergoing treatment. 

When the mother of a family suffers from tuberculosis 
problems arise which are at present wellnigh insoluble. 
Speaking generally, mothers do not seek advice until the 
disease is well marked and the prospect of cure very 
much lessened. If the mother has a young baby at home 
it is very seldom that she will consent to a prolonged 
separation from her child. When there are several young 
children it is often a difficult matter to make provision 
for them while the mother is in the sanatorium, and the 
knowledge that the children are not properly cared for 
causes her much anxiety. In Edinburgh an attempt is 
made to meet this difficulty through assistance granted by 
the Royal Victoria Hospital Trust. In some cases the 
children are sent to different relatives ; in others they are 
boarded out in a country home ; but it is felt that this is a 
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duty which might properly devolve upon the local authority. | 
This might be done by the municipality itself providing a 
temporary home, or by entering into an agreement with some 
other voluntary body to provide one. Suitable arrangements 
would be made for the father to contribute towards the 
maintenance of the children. 

The Infectious Class of Cases. 

The second class of patients—namely, the infectious— 
presents many intricate administrative difficulties. For 
clearness of argument they may be divided into three 
classes : (1) Where there is a likelihood of cure ; (2) where 
the disease is advancing and a fatal termination may be 
expected in a few months ; and (3) where the disease is 
practically stationary and an indefinite period of infectious 
life, probably of many years’ duration, may be looked for. 

In those cases where a cure may be looked for, sanatorium 
treatment, if deemed necessary, should be enforced. The 
chief difficulties in this class have already been discussed. 
In the patients with advancing disease the bedfast stage 
soon comes. In the poorer homes where accommodation is 
scanty removal to the hospital is often asked for, and in 
Edinburgh is always provided. At other times a mild 
compulsion is applied and the patient removed. In many 
cases, however, the relatives insist on the patient being 
left at home to die. Such an attitude is quite under¬ 
standable, although not desirable from an administrative 
point of view. The best that can be said is that the period 
of risk to the others in the family is of comparatively short 
duration. Such cases should be dealt with on their individual 
merits, and compulsory removal should be effected where the 
home conditions are bad. 

The greatest difficulty is presented by the chronic con¬ 
sumptive who lives for years and yet is in an infectious 
condition all the time. There is no possibility of curing him, 
so prolonged institutional treatment is out of the question. 
Compulsory segregation for this class, assuming it could be 
carried out, would mean a prison with a barbed-wire fence 
all round to preclude possibility of escape. It would also 
mean that any individual suspecting that he had consumption 
would avoid all medical aid until dying. 

If the chronic consumptive cannot be cured, can he be 
educated so as to diminish the risk to others ? This depends 
on the patient and on the sanatorium where he undergoes a 
short course of education. Even with the best training the 
ultimate conduct of the average working-class patients leaves 
much to be desired. Many of them, to their credit be it 
said, do their utmost to carry out the principles taught. 
Unfortunately, some sanatoriums teach nothing. 

What, then, can be done with these chronic cases ? If 
capable of work they should be encouraged to do what 
they can if thereby they are not a danger to others. 
If, however, the other workers object to have a tuber¬ 
culous individual working in the same room, what then? 
Here is an actual case. A high-class dressmaker con¬ 
tracts tuberculosis and the disease, in spite of treat¬ 
ment, is progressing. She is still capable of some amount 
of work, but the work-girls object to her presence. 
She cannot now turn to any other form of occupation, nor 
is it desirable that she should continue dressmaking. She 
is in receipt of 5*. per week as disablement benefit, but this 
is insufficient for her needs. Surely, it seems desirable that 
this individual in her last year or two of life should be 
shielded from the twin curses of illness and poverty. We 
cannot now prevent the illness, but it appears to me that 
some measures should be taken to alleviate the poverty. If 
for the safety of the community a patient be excluded from 
his usual work, then the community should provide other 
suitable work or compensate such patient. This appears the 
only logical outcome. The compensation in the case of 
.insured persons should come from the National Insurance 
funds. 

The protection of the other members of the family forms 
a serious problem. Compulsory segregation not being attain¬ 
able, a voluntary segregation might be successful if the rules 
of the institution could be so relaxed that the patient might 
be permitted a few hours off every afternoon or every 
alternate afternoon to visit his family. This would lessen 
tiie risk to the family considerably, although it would not 
abolish it altogether. There is much to be said both for and 
against such partial segregation, but it appears to merit a 
trial. 


In other instances a measure of protection might be given 
by removing the family to a larger and better situated house. 
Here the patient might have a room set apart for his sole 
use, and by frequent visits of the tuberculosis nurse a certain 
standard of ventilation and cleanliness could be insisted on. 
The municipality in such cases should provide the better 
house, and pay, or assist in payment of, removal expenses. 
The segregation in such cases would be incomplete, but the 
healthier environment would act in increasing the resistance 
to the disease through improved health. 

The whole question of segregation bristles with difficulties, 
and there is a grave possibility that at present too much 
attention is given to the germ and too little to the conditions 
which assist its growth and spread. The suggestion of the 
municipality providing better accommodation should be 
seriously entertained, and in the end it would probably save 
much hospital expense. 

Summing up in conclusion, the curable should be sent to a 
sanatorium and moral suasion used to persuade them to 
remain until cured. In order to enable this being done 
the family income should be supplemented where necessary. 
In the case of a mother being ill the municipality in 
some instances should be prepared to care for the chil¬ 
dren during her illness. In the case of patients with 
advanced and progressing disease some should be com¬ 
pulsorily segregated and others provided with a separate 
room. The most difficult cases are the chronic ambulant 
infectious patients. With them voluntary segregation might 
be tried, with some modification of the sanatorium or hos¬ 
pital routine. Larger and better housing might be provided, 
with closer supervision and greater cleanliness and ventila¬ 
tion. The local authority should provide the institutional 
treatment, and the Insurance Committee should dispense its 
funds as a special tuberculous disablement benefit. In a city 
like Edinburgh this would mean that a sum approximating 
£3000 per annum would be available for special grants in 
necessitous tuberculous cases. 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM : ANNUAL CONGRESS. 

{Concluded from p. 771.) 

The proceedings of the Congress on Thursday afternoon, 
May 3rd, took the form of a visit to St. Dunstan’s, Regent’s 
Park, where the various, activities and methods of training 
in operation were inspected, under the direction of Sir 
Arthur Pearson, Bart. 

Visit to St. Dunstan’s and a Discussion on the Employment 
of the Blind. 

8ir Arthur Pearson said St. Dunstan’s had set an 
entirely new pace in the blind world. It was very important 
to try to abolish from the minds of the afflicted men 
morbid thoughts on their own condition ; it not only resulted 
in greater happiness for them, but enabled the men to make 
the best use of their faculties by concentrating on the work 
in hand with a view to earning their independence. Very 
great assistance in the training was derived from the employ¬ 
ment of blind pupil-teachers, for they were able to bring to 
the work the standpoint of one similarly afflicted. Owing to 
the intense application involved in the training the actual 
work was not allowed to extend beyond two and a half hours 
in the morning and a like period in the afternoon. ‘ The 
men were taught not only how to work, but also how to 
play, and rowing on the lake, horse-riding, and other forms 
of recreation were freely indulged in. He had received very 
high praise of the work done by the skilled blind masseurs 
who were fully trained and certificated in the institution, 
and the shorthand and typewriting abilities of many 
were good enough to command salaries up to the usual 
standard. Men whose work had been of a special supervising 
and advisory nature had been able to resume this work in 
their former posts with credit. Sir Arthur Pearson 
concluded with some remarks on the highly developed 
sense of proximity among blinded people. He attributed 
this to three factors—echo, difference in air pressure, and 
difference in temperature, which became apparent to the 
alert senses remaining. 

Mr. Arnold Lawson said th^t before the war very few 
agencies attempted the systematic training of the blind in 
all its aspects: there was a good deal of overlapping and 
much inefficiency. The crowd of young blinded men who 
had now been thrown on their country raised the question 
of the training of the blind to one of national importance. 
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The brilliant initiative of Sir Arthur Pearson had as the 
basis of its success the centralisation of effort, so that 
St. Dunstan’s had become a centre where all aspects of 
training—moral, social, and economic—were fostered and 
encouraged. Those who set out to train the blind must be 
themselves trained. Here the blind man was taught how to 
live as a blind man, to be encouraged and supported in his 
initial difficulties by the companionship and experiences of 
others similarly placed. There was no fixed limit of tuition; 
the blind man had come to be trained, and he was kept 
until that had been accomplished, so that he was turned out 
as an active and independent citizen. A very important 
oorollary was the after-care department, which followed up 
and looked after the blinded man when he sought to occupy 
a place in the world. This was necessary because in a blind 
man’s work mistakes crept in which, not having been 
seen, remained uncorrected, wrong work thus becoming a 
habit, and the quality of the work deteriorating. He also 
needed protection in the buying of materials and against the 
designs of unscrupulous persons. He advocated marriage 
for the blinded young man; to a peculiar degree he needed 
someone to give him sympathetic care and to keep him neat 
and tidy, but every care should be taken to safeguard him 
from being exploited by unsuitable women. Mr. Lawson 
believed that this organisation, brought into being by the 
war, would prove a blessing in the future to ordinary cases 
of blindness arising in civil life. 

Mr. H. B. Grimsdale discussed the question from the 
standpoint of his experiences the Normal College for the 
Blind. He pointed out that the handicap of blindness 
was at its greatest in the case of the craftsman and 
much lessened in the professional man, whose brain was as 
keen and efficient as when he could see, and his memory 
more highly trained. Sir Arthur Pearson’s memory, for 
instance, though always good, was now prodigious. He 
emphasised the point that no one employment was good for 
all blinded persons. Hence it was a mistake to concentrate 
on one kind. There would always be a certain number 
of civilians of middle age blinded* at their work, but the 
really important matter was to see that every blind child 
had his chance. He proceeded to detail the work done at the 
Normal College ana some of the characteristic results 
obtained. 

The discussion was continued by Captain A. W. Ormond, 
Captain Cruise, and the President. Sir Arthur 
Pearson replied. 

Clinical Meetings and Disoussions. 

Friday morning was devoted to visits to witness operations 
at the Royal London Ophthalmic Hospital, the Royal Eye 
Hospital, Southwark, and the 2nd London General Hospital, 
Chelsea, and the afternoon was occupied by a clinical meet¬ 
ing at the Royal London Ophthalmic Hospital, at which a 
very large number of oases were exhibited and discussed. 

On Friday evening the following papers were read and 
discussed:— 

Mr. W. B. Inglis Pollock : Two cases of Leber’s Disease 
(Hereditary Optic Atrophy), with X ray examination of the 
sella turcica.—The same subjcet was fully discussed by Mr. 
J. Herbert Fisher. 

Mr. G. Mack ay : A case of Uveo-parotitis with Irido- 
cycloplegia. 

Mr. C. Worth : Remarks upon Advancement Operations. 

Mr. A. Lawson : A case of Detachment of the Retina at 
the Ora Serrata. 

Mr. E. Clarke : Ophthalmometry in Estimating the 
Refraction of the Eye. 

Mr. L. Paton : Spasm of Accommodation. 

Lieutenant-Colonel R. H. Elliot : Operation of “ Couching ” 
of Cataract as Performed in India: its History, its Tech¬ 
nique, and its Exponents. 1 

Mr. J. H. Parsons: The Apocritic Principle anti Visual 
Sensations. 

On Saturday morning a discussion was held on 

Concussion Injuries to the Visual Apparatus. 

Captain A. W. Ormond, in opening the debate, confined 
his attention to the subdivision contusio bulbi, leaving 
to others the consideration of contusio cerebri. His paper 
waB based upon cases he had met with at the 2nd London 
General Hospital and at St. Dunstan’s. The dictionary 
defined concussion as a condition induced by more or less 
viole nt shaking of some particular organ whereby serious 
symptoms might be induced, to account for which no 
definite lesion could be detected. But owing to the enormous 
power of modern explosives, violent shaking or concussion 
might lead to very definite lesions. The paper dealt with 
cases in which there had been injuries the result of vibra¬ 
tions conveyed from a distance. Violence transmitted 
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through the bones of the skull was able to reach the inner 
tunics of the eye. Blows on the sides of the orbit could be 
transmitted through the sclerotic and produce serious 
concussion of the retina or choroid. And the part of 
the eyeball unprotected by bone might be influenced 
by air vibrations, many cases of serious damage to the globe 
having been recorded as due to “windage,” in which, so far 
as could be ascertained, no solid particles struck the faoe. 
Vibration could so affect the outer surface of the eyeball, with¬ 
out disintegrating the dense sclerotic, as to pass through it 
with sufficient force to rupture the less firmly knit 
choroid and retina. In some oases the globe had been, in 
this way, entirely disorganised. Concussion or contnsion 
effects could be produced in four different ways: (1) By 
vibrations the result of metal or other particles traversing 
the orbits; (2) by vibrations the result of blows on the 
bones of the orbit and face transmitted to the interior of 
the eyes; (3) by vibrations transmitted to the deeper parts of 
the globe through the corneo-scleral tunic without rupture 
of the eyeball; (4) by vibrations the result of windage. 
Captain Ormond then proceeded to deal in detail with the 
various structures of the globe as they had been affected by 
concussion injuries, and gave a tabulated list of cases to 
illustrate his remarks. With regard to treatment, he 
insisted on the extreme usefulness of the hot coil—i.e., a 
pad of lint or a bandage through which a graduated electric 
current is passed. In assuaging the pain of a bruise of the 
eye this, in the author’s opinion, has no equal. His belief 
was still strong that mechanical means were best for 
hastening the absorption of vitreous or retinal hemorrhage. 
He had not hesitated to deal with complete traumatic 
cataracts as soon as the eye had recovered from the imme¬ 
diate effects of the traumatism, and in only one case had he 
had cause to regret doing so. That single exception was one 
in which a piece of wood was present in the ciliary body, 
and a septic irido-cyclitis developed, which resulted in a 
shrunken fluid eye. In dealing with wounds which involved 
the air cavities flanking the orbits, free drainage was neces¬ 
sary. Hot fomentations frequently applied formed the best 
dressing for wounds about the orbits, which were almost 
invariably septic. 

Dr. S. A. Kinnier Wilson, in a paper dealing with 
injuries of central origin, said the whole question of 
commotio was still shrouded in considerable obscurity, 
looseness of conception being responsible for some clinical 
confusion. In some of these cases which had proved 
fatal the closest investigation had not revealed recognisable 
anatomical lesion. In most instances of severe blow on the 
head there were capillary htemorrhages, minute lacerations 
of the cerebral substance, and consequent disintegration 
of myelin. With the blow there had been a sudden dis¬ 
persion of cerebro-spinal fluid, which tended to escape too 
abruptly by the natural exits. Complete recovery might 
ensue, even after severe symptoms. The term “cerebral 
contusion ’’ was more applicable to cases in which recognis¬ 
able organic changes had occurred, as it excluded mere 
“ functional ” disturbance. Oppenheim holds that the basis 
of “ shock ” is cerebral commotio. Fickler ^believes that the 
conception of concussion of the spinal*cord, of purely 
molecular origin, is not admissible. The experiments of 
Alan Newton showed that there was an organic basis for the 
transient disturbances of function seen in so-called “ railway 
spine” and allied conditions. There might be a surprising 
amount of tissue change from a feeble impact. The 
tremendous speed of projectiles in warfare rendered ordi¬ 
nary pure commotio almost impossible. Hence cases of 
pure visual concussion in the war were very few; he 
excluded cases in which there had been a shell explosion in 
the near vicinity. The case which approached most nearly 
to pure commotio among those he had seen was that of a 
soldier, aged 19, who was hit on the back of the head by a 
shell fragment while cutting wood in a dug-out. He lost 
consciousness for three minutes, reviving when his mate 
moved his right arm, which had also been hit and 
was very painful. He felt very sick, and was quite 
blind in both eyes, remaining blind for 40 to 48 hours. 
On the third day he was able to see dimly with each eye. 
There was no dysmetropsia. The same afternoon a small 
piece of bone was removed from the orbit, and a little later 
another piece. The shadowy objects which he saw at first 
had no colour, while shutting his eyes did not alwavs banish 
the image. These subjective phenomena disappeared after 
about a fortnight. Two months later, the pupillary reac¬ 
tions and the optic discs were normal, vision 6/60 in both 
eyes, Jaeger 14 in both. There was a concentric diminution 
of both fields for white and colours, and marked visual 
fatigue. A skiagram showed that the outer table was 
splintered, and the inner one cracked. This certainly was 
not a case of traumatic hysteria; moreover, except for the 
visual symptoms, there was no impairment of function of 
the nervous system discoverable. Dr. Wilson’s conclusion 
was that visual impairment after generalised commotio 
cerebri was far more rare than was labyrinthine or other 
auditory impairment. 
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The President (Mr. E. Treacher Collins) contributed 
to the discussion with remarks on sub-choroidal haemor¬ 
rhage from concussion, and its relation to (a) “commotio 
retins ”; (b) “ holes at the macula ” ; (c) pigmentation 
of the retina; and (d) pigmentary disturbance at the 
macula. Subchoroidal hemorrhage was, he said, a con¬ 
dition with which ophthalmic surgeons were most familiar 
when it occurred after intra-ocular operations, such as 
extraction of cataract or iridectomy for glaucoma. Prob¬ 
ably in these cases the choroidal vessels were sclerosed 
and brittle, when, owing to diminution of intra-octllar 
pressure, the blood rushed in and expanded them. The 
pressure of the suffused blood forced the choroid inwards 
and the contents of the globe forwards towards the wound, 
from which, in many cases, some of it escaped. Indirect 
rupture of the globe also produces subchoroidal haemor¬ 
rhage, as might occur in the intact eyeball after concussion. 
In the latter case the blood effused tended to accumulate 
as a flattened layer rather than as a prominence, prob¬ 
ably because it met with resistance from the sclerotic 
externally. Subchoroidal haemorrhage must be differen¬ 
tiated from intrachoroidal haemorrhage. The former was 
probably, he thought, due to rupture of the larger vessels 
m the outer layer, and the latter to an effusion from 
the capillary and inner layer. An effusion of blood 
external to the choroid would not be visible as such oph- 
thalmoscopically. The obstruction to the choroidal circula¬ 
tion produced by subchoroidal haemorrhage was not 
necessarily permanent; the effusion of blood causing it 
must cease as soon as it was produced. Berlin described 
the clinical appearances of an eye affected with commotio 
retinae as considerable diminution in the acuity of vision in 
the centre of the field and marked resistance of the 
bincter papillae to the influence of atropine, followed 
ortly afterwards by distinct haziness of the fundus and 
possibly small haemorrhages. The changes were most 
marked around the yellow spot. The highest development 
was reached in 24 to 36 hours, and it disappeared in two to 
three days. Sight much improved at first and then 
remained stationary. Haab found that of 167 cases of con¬ 
cussion of the eyeball 82*6 per cent, showed no alteration in 
the fundus. Mr. Collins believed Berlin’s observations to be 
correct. He thought it still remained to be proved whether 
concussion injuries of the eye might result in extra¬ 
ocular rupture of a ciliary artery, but there was definite 
evidence that they might produce subchoroidal haemorrhage. 
Following severe contusion of the eye there might be 
pigmentary disturbances of the macula, causing permanent 
impairment of vision. 

Captain Cruise, Sir George Berry, Mr. A. L. Whitehead, 
Dr. Geo. Mackay, Dr- T. Harrison Butler, Mr. A. B. 
Cridland, and Mr. P. C. Bardsley continued the discussion, 
and Captain Ormond replied. 

An interesting addendum to the Congress took the form of 
a museum of drawings, pathological specimens, and oph¬ 
thalmoscopes, which was under the charge of Mr. W. H. 
McMullen who read a paper on the History of the Develop¬ 
ment of the Ophthalmoscope. 


THE CONTROL OF VENEREAL DISEASES. 


Phenol Serum in Gonorrhoea. 

Dr. F. Guillermo Cano, professor of genito-urinary 
diseases in the Medical School of San Salvador, C.A., 
states that as the result of two years’ laboratory work 
he has produced a definite chemico-biological substance, 
known as methyl-phenol serum, and that he has proved its 
efficacy and safety in the treatment of more than 3000 
private and hospital patients. The results were published 
in the Archives of the Rosales Hospital, San Salvador, in 
1910 and in November, 1913. Four years of clinical 
experience with this method have enabled him to summarise 
as follows :— 

1. The treatment of gonorrhoea by intravenous injections 
of this serum until the disease has reached its declining 
stages prevents complications. 2. Pain, discomfort, ana 
all other subjective and objective symptoms usually dis¬ 
appear after the fourth or fifth injection, and definite 
clinical and bacteriological cures are effected in from 30 to 
40 days. 3. Ten injections are usually sufficient when the 
infection is attacked at its onset. 4. Gonorrhoea, when 
complicated by primary or secondary syphilis, successfully 
responds to the treatment if additional antisyphilitic medi¬ 
cation is employed. 5. Local complications, such as epi¬ 
didymitis, buboes, abscesses, <fec., together with systemic 
manifestations such as toxaemia and the paragonococcal 
lesions, disappear more rapidly with this form of treatment 


than with any other, and surgical interference is rarely 
necessary. 6. By the use of intravenous and intraprostatic 
injections of the serum months, not years, are required 
to cure chronic residual prostatic gonorrhoea and its 
numerous recrudescences. 

It is claimed that an intravenous injection of 10 o.c. of 
methyl-phenol serum or an intraprostatic injection of normal 
phenol serum is non-toxic. A paper on the above treatment 
by Dr. F. G. Cano, Dr. Terry M. Townsend, and Dr. 
Julius J. Valentine, of New York, was read before the 
American Urological Association at its annual meeting in 
Chicago, Illinois, on April 2nd-4th last by Dr. Townsend. 
Dr. Townsend and Dr. Valentine have administered between 
six and seven hundred intravenous injections of methyl- 
phenol serum and 67 intraprostatic injections of normal 
phenol serum in 73 selected private and hospital patients. 
It is from the latter series of infections covering a period of 
almost one year that they have made their clinical observa¬ 
tions and deductions. Their conclusions are as follows:— 

1. Methyl-phenol serum may be injected repeatedly intra¬ 
venously in doses of 10 c.c. into adults at intervals of 
48 hours without danger or detriment to life or health. 
2. Its nse has a tendency to prevent complications by killing 
or rendering inert the invading gonococcus at the site of 
residence. 3. For the same reason and because of the neutral¬ 
isation of gonotoxins it shortens the course of the gonorrhooa 
and alters a vicious into a benign infection. 4. Its use causes 
general increased economic resistance, hence gonorrhoeal 
sequelae are rare. 5. Intraprostatic injections of normal 
)henol serum are harmless when correctly performed, 
requently cause a rapid disappearance of gonococci from 
the prostatic secretion, and invariably shorten the time 
required to. cure chronic gonorrhoeal prostatitis. 6. The 
treatment of gonorrhoea by the application of Cano’s 
theory of intravenous injections of methyl-phenol serum 
and intraprostatic injections of normal phenol serum 
is firmly based upon cbemico-biological facts and accepted 
authoritative theories, and bears the same relation to 
gonorrhoea that intravenous injections of arsenical pre¬ 
parations bear to syphilis. 7. This is the first application 
of the immutable laws of cbemico-biology to gonorrhoeal 
infection, and forms the basis for a scientific and uniform 
treatment of gonorrhoea. 

According to Dr. Cano, the role of either an intravenous 
injection of methyl-phenol serum or an intraprostatic 
injection of normal phenol serum is that of an anti¬ 
septic, and its effects are due to the action of phenol on the 
gonococcus and its toxins at the site of infection, locally, 
and within the body, systematically by me^ns of the blood 
stream. It is to be sincerely hoped that further results, or 
a more widespread use of this mode of treatment, may 
substantiate the claims made for its efficacy by the 
authors of the paper. 

A Syphilis Number of the “ Indian Medical Gazette.” 

The Indian Medical Gazette for April, 1917, contains a 
special supplement of 34 pages, with four essays on Recent 
Advances in the Treatment of Syphilis, the result of a recent 
competition. Lieutenant-Colonel J. T. Calvert, I.M.S., 
principal of the Calcutta Medical College, and Lieutenant- 
Colonel W. D. Sutherland, I.M.S., imperial serologist, acted 
as judges, awarding the prize to Dr. Rajendra Kumar Sen, of 
the Dejvo Tea Company, Lakhimpore, North Assam. The 
other three essays published are by Lieutenant-Colonel E. E. 
Waters, I.M.S., Captain T. Crawford Boyd, I.M.S., and Saret 
Chandra Ghose, L.M.S. While not adding anything new to 
the subject of syphilology, the four papers form a summary 
of recent work which cannot fail to be of use for reference to 
other workers. 

Enlightenment Campaign. 

Mr. N. Bishop Harman has written a little book, entitled 
“Staying the Plague” (Methuen’s Health Series. 191/7. 
Pp. 120. Price 1*. net), in which he sets forth in clear 
language and with striking illustration the main facts of 
sex, of venereal disease, and of the means of preventing 
such disease. The book is intended to help in widening the 
awakening doe to the report of the Royal Commission into an 
intelligent and progressive activity, and is, we think, well 
fitted to this end. The medical reader will find material 
usefully arranged for teaching purposes. Kipling’s para¬ 
phrase, “The fathers have eaten of forbidden fruit and the 
children’s teeth are notched,” will be fresh to many. 






816 ThbLanobt,] 


IRELAND.—THE SERVICES.—URBAN VITAL STATISTICS. 


[May 26,1917 


IRELAND. 

(From our own Correspondents.) 

Nursing Board for Ireland. 

The Nursing Board for Ireland, established by the Royal 
College of Surgeons in Ireland, has held its first meeting 
under the presidency of the President of the Royal College 
of Surgeons, Lieutenant-Colonel William Taylor, who has 
been elected chairman of the Board. The College has 
nominated four members of the Board—Lieutenant-Colonel 
W. Taylor, Lieutenant-Colonel Sir Arthur Chance, the Right 
Hon. Dr. Michael F. Cox, and Dr. T. P. C. Kirkpatrick, and 
with them are 22 nurses elected by representatives of the 
nursing profession. A committee was appointed to draft 
by-laws. 

Tuberculosis in Co . Tyrone . 

At a meeting of the Tyrone Insurance Committee held on 
May 12th Dr. E. C. Thompson, surgeon to the Omagh County 
Infirmary, criticised severely the treatment of tuberculosis 
patients in the county of Tyrone. He pointed out that though 
a large amount of money was being spent there was no report 
issued to give the public an opportunity of judging whether 
they were getting value for it. As an expert, expressing the 
opinion of experts, he could say they were practically 
getting no value, and that, he averred, was the opinion of 
nearly every doctor in the county. Criticising the constitu¬ 
tion of the County Council Tuberculosis Committee, he said 
every expert in the county had been left out with the excep¬ 
tion of their own official. He was not casting any reflection 
on their tuberculosis medical officer, but the whole system 
was wrong, and the only way to treat the disease was to get 
at the root of it. There should be better housing, inspec¬ 
tion of school children, and an attempt made to stop the 
ravages of drink. There can be no doubt that in Ireland 
the means for dealing with tuberculosis are producing no 
results, as is clear from the fact that the mortality for 
tuberculous disease per 1000 in 1915 was 2*20, which is 0*13 
above that for 1914, and 0 03 above the average rate for the 
period 1910-14. In England and Wales in 1915 the rate was 
1*5. The statistics for 1916 are not yet published. 

An Inquiry at Portrane Asylum. 

The Inspectors in Lunacy recently held an inquiry into 
the circumstances surrounding the death of a patient in the 
Portrane Auxiliary to the Richmond Asylum. From the 
evidence given it was established that when one of 
the assistant medical officers was summoned in the 
middle of the night to attend the patient, he declared 
that he was off duty and referred the messenger to 
his colleague. The latter also said that he was off 
duty, and although the two medical men met and engaged 
in some controversy neither visited the patient, who died 
an hour later. The inspectors comment strongly on the 
refusal of both medical officers to attend in reply to an 
urgent message, and on their standing on their supposed 
rights. Their conduct was, the inspectors said, alien to the 
traditions of the medical profession. At the next meeting 
of the Richmond Asylum committee both officers were 
called on to resign. 

May 22nd. ^ 
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BOYAL NAVAL MEDICAL BBBVIOE. 

To be temporary Surgeon: B. Bayley. 

ROYAJL ARMY MEDICAL CORPS. 

To be temporary Lieutenant-Colonels : B. H. Taylor and A. R. Parsons. 

To be acting Lieutenant-Colonels while In command of a Casualty 
Clearing Station: Major A. M. MacLaughlin and Brevet-Lieut.-Ool. 

A. H. Salford. 

To be acting Lieutenant-Colonel whilst in command of a Stationary 
Hospital: Capt. (temp. Major) J. A. Manifold. 

To be acting Lieutenant-Colonel while in command of a Field 
Ambulance: Capt. Francis W. M. Cunningham. 

Major Raymond L. V. Foster and Temp. Capt. J. G. Johnston 
relinquish the acting rank of Lieutenant-Colonel on re-posting. 

To be temporary Majors: Temp. Capts. C. S. Read, 8. W. Woollett. 
and E. A. Chartres, and J. C. Briscoe, w. A. Winter. R. C. B. Maunsell, 
and K. K. L. G. Gunn. 

To be temporary Captains: F. W. H. Hutchinson, L. A. Walker, F. 
Fraser, R. B. Taylor, Temp. Lieut. E. W. Honsinger (Canadian Army 
Dental Corps), H. C. Black, W G. Mayo, G. D. Lalng, Lieut. D. H. 


Coats, W. Boxwell, C. B. Boyce, F. H. McC. Crawley, and B. J. M. 
Watson. 

To be temporary Captains while employed at the Belfast Orthopaedic 
Hospital: S. T. Irwin and C. G. Lowry. 

To be temporary Lieutenants: B. J. PelU, P. C. Leslie, G. H. U. 
Corbett, W. R. Reeds, H. A. Richards. A. Fraser, J, H. Ashworth, B. V. 
Ward, D. M. Humby, J. Blakely, J. II. Clatworthy, J. H. Porter, A. 
Roemmele. R. W. Brown, J. J. S. Scrase, W. St. J. Cogan, H. C. 
Malleaon, H. M. Thompson, J. Wells, H. Cox, J. B. Anderson, R. F. 
Lann, W. R. Read, W. Klngdon. F. G. Power. C. Gordon, S. H. S. 
Taylor, H. F. Lumsden, J. W Miller, F. E. Larkins, M. Stewart, H. A. 
Edwards, F. H. Kits or, J. S. Crichton, F. Anderson, D. McDougall, 

F. ILL. Atkins, J. I. Grelg, E. H. Smith, M. Macleod, G. Burnet. S. H. 
Robinson, R. Larkin, J. Campbell, A. H. G. MacKlntosh, H. A. Evans, 
H. G. Arnott, L. L.Wlnterbotham.W. B. Griffin,W. Messer, J. Jenkins, 

B. Thorp, W. 8. Alderson.T. S. Sharplev, F. M. Longson, J. S. Soulter, A.. 
Chance, E. G. Stanley, C. G. McAdam,~ K. G. Oolquhoun, J. S. E. Selby, 

G. C. McL. Barber. P. J. D. O’Malley, A. C. Reid, C. H. Wilson, 

J. T. Daly, J. E. MacFarlane, R. W. H. Hillls, H. N. Marrett. W. H. 
Pallett. P. A. Wedgwood, P. M, Reid, W. Fleming, D. Higgins, W. D. 
Rosa, P. de 8. Smith, A. J. M. Paget, W. A. Watson, S. C. Jellicoe, 
8. B. Depree. W. H. Roache, P. A. Mitchell, O. Marshall, H. 
MacKenzle, C. Alison, G. Maxted, P. R. Chevreau, T. Craig, 

K. D. Marrlner, B. Lewis, R. W. Eddie, R. G. Williams, F. I. Dawson, 
R. H. G. Oulton, A. H. Southam, A. H. Holmes, J. W. Johnstone, 

E. E. Willis, B. J. O’Donnell, J. B. O’Reilly, G. Birch, R. H. S- Torney, 

F. G. Smyth, R. W. Reid, A. S. Rose, W. Martin, F. Brlckwell. A. C. 
Campbell, A. G. Wilson, H. Leach, F. C. Trapnell. W. Waugh, 

C. Elliott, W. J. Lord, T. C. Innes, W. L. Stuart, N. Beattie, 

D. Mackinnon, J. Buchanan, W. T. Lydall, J. S. W. Nuttall, 
W. Chapman, A. P. Nicolle, E. A. Bullmore, H. R. Crisp, E. G. von B. 
Bergh, R. Buchanan. W. H. Woodyer, H. J. Henderson, A. C. Wilson, 

H. R. Carter, H. G. Barrie, R. S. Topham, T. W. Lonsdale, L. C. W. 
Cane, F. M. Bishop, A. J. Turner, R. C. Muir, J. W. Power, F. MacK. 
Matheson, H. D. Led ward, W. St. C. McClure, W. A. Sharpin, O. W. 
Jones, H. R. Elliott, *G. P. Humphry, S. M. MacKenzle, A. N. Hodges, 
R. A. McOrea, E. L. Jones. R. F. Ballantyne. F. R. Carroll, G. McQ. 
Brunton, D. M, Cox, M. Horan, J. Owen, A. B. Scott, W. Smith, S. S. 
Brook, E. A. Edtngton, C. B. A. Goidard. 

Officers relinquishing their commissions : Temp. Major R. B. Crosse, 
Temp. Capts. (on account of ill-health) T. Mulcahy and W. V. T. Styles, 
Temp. Lieut. T. A. MacKenzle. 

SPECIAL RESERVE OF OFFICERS. 

To be Lieutenants: C. V. Pearson, P. B. Pinkerton, and A. J. B. 
Griffin (from Manchester University Contingent O.T.C.); J. D. Johnson 
(from Durham University Contingent O.T.C.); J. Allison, J. B. Hanna, 
W. McElroy, R. B. Smith, J. Aitken, J. L. Hill, J. M. Martin, J. H. 
Neill, F. J. Jack, and H. Patlansky (from Edinburgh University Con¬ 
tingent O.T.C.)!; P. W. Hebblethwaite, H. F. Hollis, C. L. Somer¬ 
ville, J. W. W. Baillie, A. McA. Blackwood, J. MacD. Clark, A. 
Dick, J. R. R. Holms, W. fl. Kerr. J. Liddell, F. C. 
Logan, K. McAlplne, A. D. C. McGowan, D. W. M. MacKenzle, 
W. D. Miller, W. H. Palmer, J. W. Patterson, H. B. Sergeant, A. W. 
Smith, and R. Wiggins (from Glasgow University Contingent O.T.C.); 
R. R. Garden, A. C. Irvine, W. W. Nicol, and R. Thom (from Aberdeen 
University Contingent O.T.C.); J. H. Davison (from Queen’s Univer¬ 
sity. Belfast, Contingent O.T.C.); H. W. Lewis, J. E. Carpenter, B. B. 
Andreae, A. G. E. Wilcox, H. J. O. Churchill, B. D. Spackman. A. O. 
Bolton, and W. J. FitzG. Powell (from University of London Contingent 
O.T.C.); R. Nixon, B. Bramley, J. M. Morrison. L. C. Rudd, D. Lennox, 

E. S. Stubbs, C. Shearer, T. G. Roche, and W. C. MacKinnon (from 
Unattached List, T.F.), and H. W. Fe&tberstone. 

Lieutenant (on probation) F. M. Rorie is confirmed in his rank. 

TERRITORIAL FORCE. 

Lleut.-Ool. J. F. Dobson, from temporary retired pay list, to be Lieu¬ 
tenant-Colonel, with precedence as from October, 1914. 

Lieutenants to be Captains: 8. F. H. Everill, G. Thomson, A. G. 
Banks, and A. E. Ralne. 

Major J. R. Williams relinquishes his commission on acoount of 
ill-health. 

Capt. (temp. Major) J. Innes relinquishes his commission on 
acoount of ill-health, and is granted the honorary rank of Major. 


URBAN VITAL STATISTICS. 


(Week ended May 19th, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000,000 persons, 
the annual rate of mortality was 14 4, against rates declining from 18*5 
to 15*3 per 1000 in the five preceding weeks. In London, with a 
population exceeding 4,000,000 persons, the death-rate was 13*9, or 
1*5 per 1000 below that recorded in the previous week; among 
the remaining towns the rates ranged from 5*9 in Smethwick. 6*3 in 
Acton, and 7*1 in Hzrt-nsey, to 26*2 in Carlisle, 26*3 in Great Yarmouth, 
and 26*6 in Middlesbrough. The principal epidemic diseases caused 377 
deaths, which corresponded to an annual rate of 1*2 per 1000, and 
included 204 from measles, 61 from whooping-cough, 59 from infantile 
diarrhoea, 35 from diphtheria, 10 from enteric fever, and 8 from scarlet 
fever. The deaths from measles were 48 fewer than the number 
in the previous week, and caused the highest annual death-rates of 
2*5 in Bolton, 3*1 in West Bromwich, 3*3 in Rotherham, 3*8 in South 
Shields, and 4*1 In Middlesbrough. The 673 cases of scarlet fever and 
1160 of diphtheria under treatment in the Metropolitan Asylums 
Hospitals and the London Fever Hospital were respectively 34 and 
19 below the numbers remaining at the end of the previous week. 
Of the 4669 deaths from all causes in the 96 towns. 155 resulted 
from violence. The causes of 38 deaths were uncertified, of which 
6 were registered in Birmingham, 5 each In Liverpool and Manchester, 
and 4 each in St. Helens and Carlisle, but only 1 in London. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual death- 
rate was equal to 17*0, against rates declining from 18*4 to 15*9 per 
1000 in the three preceding weeks. The 393 deaths in Glasgow 
corresponded to an annual rate of 18*4 per 1000, and included 42 
from measles, 33 from whooping-cough, 4 each from diphtheria and 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING APRIL, 1917. 

(Specially compiled for The Lancet.) 
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Notified Cases of Infectious Disease. 
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Including membranous croup. 


infantile diarrhoea, and 2 from scarlet fever. The 107 deaths in Edin¬ 
burgh were equal to an annual rate of 16*8 per 1000. and Included 
15 from measles, 6 from whooping-cough, and 1 from diphtheria. 

Irish Towns.— The 141 deaths recorded In Dublin were equal to a rate 
of 18 4, or 1*9 per 1000 below that recorded in the previous week, and 
included 3 each from whooping-cough and lnfautile diarrhea, and 1 
each from measles, scarlet fever, and diphtheria. The 141 deaths in 
Belfast corresponded to an annual rate of 18 7 per 1000, and included 
2 from enteric fever. 


VITAL STATISTICS OF LONDON DURING APRIL, 1917. 

In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London and 
in each of the metropolitan boroughs. With regard to the notified 
cases of infectious diseases, it appears that the number of persons 
reported to be suffering from one or other of the ten diseases 
specified in the table was equal to an annual rate of 3-7 per 
luOO of the population, estimated at 4,237,387 persons in the 
middle of the year; in the three preceding months the rates 
were 4*0, 4'2, and 4 4 per 1000 respectively. The lowest rates 
last month were recorded in Paddington, Kensington, Chelsea, 
the City of Westminster, the City of London, and Batter¬ 
sea ; and the highest rates in Stoke Newington, Finsbury, 
Shoreditch, Poplar, Southwark, and Bermondsey. The preva¬ 
lence of scarlet fever snowed a considerable decline last month; 
among the several metropolitan boroughs this disease was proportion¬ 
ally most prevalent in Finsbury, Shoreditch, Bethnal Green, South¬ 
wark, and Bermondsey. The Metropolitan Asylums Hospitals contained 
712 scarlet fever patients at the end of last month, against 800, 811, 
and 785 at the end of the three preceding months; the weekly 
admissions averaged 93. against 111 and ICC In the two preceding 
months. Diphtheria also was less prevalent than it had been in other 
recent months; the greatest proportional prevalence of this disease 
last month was recorded in St. Marylebone, Hampstead, St. Pancras, 
Stoke Newington, Holbom, Finsbury, Shoreditch, Stepney, Poplar, 
Bermondsey, and Lambeth. The number of diphtheria patients under 
treatment in the Metropolitan Asylums Hospitals, which had been 
1420, 1453, and 1367 at the end of the three preceding months, had 
further declined to 1206 at the end of last month ; the weekly admis¬ 
sions averaged 142, against 168, 165, and 161 in the three preceding 
months. Enteric fever was rather less prevalent than in either of the 
two preceding months; the 30 cases notified during the month included 
8 in Camberwell, 3 In Kensington, 3 in Poplar, and 2 each in St. 
Pancras, Islington, and Shoreditch. There were 25 cases of enteric 
fever under treatment in the Metropolitan Asylums Hospitals at the 
end of the month, against 29 at the end of each of the two preceding 
months; the weekly admissions averaged 4, against 4 and 6 in 
the two preceding months. Erysipelas was proportionally most 

K ivalent in Stoke Newington, Shoreditch, Poplar, Southwark, and 
rmondBcy. The 45 cases of cerebro spinal meningitis included 7 in 
Islington, 5 In Fulham, 5 in St. Pancras, and 4 Tn Battersea ; and 
a case of poliomyelitis was notified in Lewisham. The 17 cases of 


puerperal fever notified during the month included 4 in Wandsworth, 
2 in the City of Westminster, and 2 in Poplar. 

The mortality statistics relate to the deaths of persons actually 
belonging to the several boroughs, the deaths occurring in institutions 
having been distributed among the boroughs in which the deceased 
persons had previously resided. During the four weeks ending 
April 28th the deaths of 5902 London residents were registered, equal 
to an annual rate ol 38*2 per 1000; in the three preceding months 
the rates were 18 4, 213, and 18*3 per 1000 respectively. The lowest 
rates last month were 13*0 in the City of London, 14 6 In Lewisham, 
15*1 in Hammersmith, 15 4 in Hampstead and in Woolwich, and 
15 7 in Stoke Newington and in Stepney; the highest rates were 2C*9 
in Kensington, 211 in Southwark, 21*2 in Holbom, 21* 3 in Padding¬ 
ton, 216 in St. Marylebone, 21*7 in Shoreditch, and 22*3 in 8t. 
Pancras. The 5902 deaths from all causes included 510 which 
were referred to the principal infectious diseases; of these, 337 
resulted from measles, 10 from scarlet fever, 49 from diphtheria, 
44 from whooping-cough, 9 from enteric fever, and 61 from diarrhoea 
and enteritis among children under 2 years of age. The lowest 
death-rates from these diseases were recorded last month in 
Chelsea, the City of Westminster, Hampstead, Hackney, and 
Shoreditch; and the highest rates in Paddington. Fulham, St. 
Marylebone, Holborn, Poplar, and Camberwell. The 337 deaths from 
measles were 130 In excess of the average number in the corre¬ 
sponding period of the five preceding years ; this disease was 
proportionally most fatal last month in Paddington, Kensington, 
Fulham, St. Marylebone, Holbom, Finsbury, Poplar, Bermondsey, 
Wandsworth, and Camberwell. The 10 deaths from scarlet fever were 
only one-half of the corrected average number, and included 2 In 
Southwark. The 49 deaths from diphtheria were 8 in excess 
of the average, and included 6 in St. Pancras, 6 in Camberwell, 4 in 
Fulham, 4 in Hackney, 3 in Southwark, and 3 in Wandsworth. 
The 44 fatal cases of whooping-cough were 85 below the corrected 
average number, and included 9 in Lambeth, 8 in Camberwell, 
7 in Wandsworth, 4 in Southwark, and 3 In Islington. The 
9 fatal cases of enteric fever were 4 in excess of the corrected 
average, and Included 2 in Southwark. The 61 deaths from diarrhoea 
and enteritis among children under 2 years of age showed a decline 
of 2 from the. average number; the greatest proportional mortality 
from this cause was recorded In Hammersmith, Fulham, St. Pancras, 
Holbom, Stepney, and Poplar. In conclusion, it may be stated that 
the aggregate mortality in London last month from these principal 
infectious diseases was 9*7 per cent, above the average. 


The late Sir Hugh Lane’s Magnificent Red 
Cross Gift.— It will be remembered that the late Sir Hugh 
Lane, who was drowned in the sinking of the Lusitania , bid 
£10,000 at the first Red Cross sale in 1915 for a portrait to be 
painted by Mr. Sargeant. The executors of Sir Hugh Lane 
have now forwarded a cheque for the amount stated, but the 
sitter for the painting has not been nominated. 
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Thb Casualty List. 

Thb following names of medical officers appear among 
the casualties announced since oar last issue :— 

Accidentally Killed. 

Capt. J. F. St. J. Anneslev, R.A.M.C., was educated at 
Queen’s College, Belfast,'and qualified in 1888. He was 
in practice in Ireland before joining the R.A.M.C., and 
met his death through an accident to an aeroplane in 
which he was endeavouring to experience the effects of 
flying on the nerves. 

Died of Wounds. 

Capt. P. H. Burton, R.A.M.C., attached London Regt., was 
a student at the London Hospital and qualified in 1914. 

Wounded. 

Capt. C. A. R. Gatley, R.A.M.C., attached the Buffs. 

Capt. D. J. S. Stephen, M.C., R.A.M.C. 

Capt. R. B. Wallace, R.A.M.C., attached Leicester Regt. 
Capt. H. G. Willis, R.A.M.C. 

Capt. F. Harris, R.A.M.C. 

Capt. A. C. Armstrong, Canadian A.M.C. 

Capt. J. L. Stewart, M.C., R.A.M.C., attd. Gordon Highlanders. 
Lieut. L. G. Fernie, R.A.M.C. 

Capt. J. M. MacDonald, R.A.M.C. 

Capt. T. C. Clarke, R.A.M.C. 

Major J. W. Leitch, R.A.M.C. 

Capt. J. M. Stalker, R.A.M.C., attached Royal Warw. Regt. 
Capt. H. S. Sugars, R.A.M.C., attached West Yorks Regt. 
Capt. R. A. S. Sunderland, R.A.M.C. 

Capt. J. G. Brown, R.A.M.C., attached Royal Irish Fusiliers. 
Capt. A. O. P. Reynolds, M.C., R.A.M.C., attached Devon R. 
Capt. J. H. Brown, Australian A.M.C. 

Misting. 

Surgeon A. M. Russell, R.N._ 

Erratum. —Capt. J. Ewing, R.A.M.C., of Leeds, now 
temporarily stationed at Norwich, writes to say that he is 
not the same Capt. J. Ewing as was reported “ Died of 
wounds” in The Lancet of May 19th, 1917, p. 776. He 
reports that he is “as fit as the proverbial Addle a con¬ 
dition upon which we congratulate the gallant member of 
our profession. _ 

Deaths among the Sons op Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 

Capt. C. A. R. Gatley, R.A.M.C., attached the Buffs, son of 
Dr. H. R. Gatley, temporarily Assistant Medical Officer 
at Maidstone Asylum. 

Capt. V. O. Todd, Royal Lancaster Regiment, second son of 
Col. O. Todd, A.M.S. 

Capt. B. R. Poole, Canadian Army Veterinary Corps, youngest 
son of Surg.-Major G. K. Poole, of Upper Norwood. 
Seoond Lieut. H. E. K. Eccles, Royal Flying Corps, eldest 
son of Dr. E. T. Eccles, of Hove, Sussex. 

Lieut. P. H. G. Pye-Smith, Liverpool Regiment, only child 
of the late Dr. P. H. Pye-Smith, F.R.S. 

Capt. A. H. Ardach, Canadian Infantry, only son of Dr. A. P. 

Ardagh of Orillia, Ontario, Canada. 

Seoond Lieut. M. W. A. Sandoe, Devonshire Regiment, eldest 
son of Dr. J. W. Sandoe of Broadclyst, Devon. 


Foreign Decorations. 

Russian. 

Order of St. George {’ 4 th Class).—Capt. J. A. Sinton, V.C., I.M.8. 
Order of St. A tine (2nd Class, with Swords).— Lt.-Col. and Brov.-Col. 
J. M. Sloan, D.S.O., R.A.M.C. 

Order of St. Stanislas (2nd. < 'las*, with Swords).— Lt.-Col. and Brev.- 
Col. M. H. G. Fell, R.A.M.C. 

Fretich. 

legion d’Honnenr.—Croix de Chevalier: Maj. W. H. Tucker, 
I.M.8. Croix de Caerrc : Capt. J. Angus, R.A.M.C.. Lowland Field 
Arab.; Capt. O. Telchmann, R.A.M.C., attd. Wore. Yeo.; Maj. M. P. 
White, I.M.S. _ 


The United States and Medical Organisation 
for the War. 

Arrival in England of A tnerioan Medical Contingents. —A 
contingent of medical men and nurses, ranking as a regular 
unit of the American Army has arrived in England on its 
way to France. The surgeons and nurses were received by 
the King last Wednesday, who welcomed them in the 
following speech :— 

It la with the utmost pleasure and satisfaction that the Queen and I 
welcome you here to-day. We greet you as the first detachment of the 


American Army which has landed on our shores since your great 
Republic resolved to join in the world struggle for the ideals of civilisa¬ 
tion. We deeply appreciate this prompt and generous response to our 
needs. It is characteristic of the humanity and chivalry which have 
ever been evinced by the American nation that the first assistance 
rendered to the Allies is in connexion with the profession of healing 
and the work of mercy. 

The unit, which has a personnel of between two and 
three hundred, has been organised by, and is nnder the 
direction of. Professor G. W. Crile, the leader being Major 
Harry L. Gilchrist. In addition to the professional staff of 
20 doctors and surgeons there are 66 nurses and three 
companies of orderlies. Harvard University has supplied 
90 per cent, of the personnel, the remainder having been 
recruited from a number of other universities. 

A second American medical contingent has now arrived in 
this country. It consists of 26 doctors, 60 nurses, and 
250 orderlies. 

Recent numbers of the Journal of the American Medical 
Association give an illuminating account of the adminis¬ 
tration of the Medical Department of the United States 
Army. The department is divided into the Medical 
Corps, Medical Reserve Corps, Nurse Corps, Dental 
Corps, Veterinary Corps, and the enlisted men of 
the Hospital Corps. After June 1st there will be in 
addition a Medical Officers Reserve Corps. The Medical 
Corps, which consists of commis»ioned officers, numbered 
443 in June last, 150 additional officers having been placed 
on the roll since. The Defence Act of 1916 made pro¬ 
vision for an additional 1000. In round numbers, 
each division of 20,000 men requires 100 medical 
officers for service with the division, in addition to 
those attached to hospitals in the rear. The Medical Reserve 
Corps is designed to furnish temporary medical officers for 
service with the Army in time of war, the numbers in 
June last being 1767 on the inactive list and 146 on the 
active list—i.e., men making good the shortage of officers in 
the regular corps, including those who took part in the recent 
concentration on the Mexican border. Previous to the 
formation of a reserve corps, contract surgeons were 
employed ; but this plan was discarded as unsatisfactory to 
the Government as well as to the officers themselves. The 
Dental Corps, organised in 1911, consisted in June last of 
40 regular dental surgeons and 35 acting dental surgeons. 
In the Spanish-American war a large number of volunteer 
nurses were employed ; but the experience was not wholly 
satisfactory, and a Nurse Corps was organised in 1901, 
consisting of a superintendent, chief nurses, nurses, and 
reserve nurses and numbering at present 150 on the active 
list. The enrolled nurses of the American National Red 
Cross Nursing Service constitute the reserve of the Army 
Nurses’ Corps. What are called the Sanitary Troops are 
employed for the care of the wounded and their transport to 
dressing stations, field and other hospitals. Between 5000 
and 6000 men belong to the corps. 

The Duties of Military Medical QfHcers .—The medical 
officers of the Army have duties similar to those of 
civilian life, opportunity being allowed for development 
in special branches of medicine or surgery. As a sanitary 
officer the medical man acts in an advisory capacity, 
reporting to his commanding officer, who has himself 
been instructed in sanitary matters and is in a position 
to appreciate the v»lue of recommendations made to him. 
Examination of recruits is also part of the duties of the 
medical department, it being recognised that **it is of much 
more importance to obtain a small number of men physically 
effective than a large number of men liable to spend time in 
hospital and receive a pension on their discharge from the 
service.” The medical officers deliver lectures to commis¬ 
sioned officers ou personal and camp hygiene, while the men 
are instructed in personal hygiene and on the moral and 
physical aspects of venereal disease. Medical officers of the 
rank of major receive instruction in sanitary tactics. In 
time of war each divisional commander of 20,000 men has on 
his staff a medical officer of the rank of lieutenant-colonel, 
who is divisional surgeon with complete control of the 
medical department, and a sanitary inspector of corresponding 
rank under him. A new departure is the appointment of a 
divisional sanitary inspector who may be authorised by the 
divisional commander to remedy sanitary defects without 
reference to higher authority and without the delay “ incident 
to the so-called * red-tape ’ of the service.” 
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OBITUARY OF THE WAR. 


TOM WELSH, M.B., Ch.B. Edin., 

MILITARY CROSS ; 

CAPTAIN, SOUTH AFRICAN MEDICAL CORPS. 

Captain T. Welsh, who was killed in action on April 13th, 
was younger son of the late James Welsh, of Edinburgh, 
and was educated at Merchiston School and Edinburgh 

University. Graduat¬ 
ing in 1910, he filled 
resident medical and 
surgical posts at the 
Royal Infirmary, Edin¬ 
burgh, and the Rams¬ 
gate General Hospital, 
afterwards going to 
South Africa as assist¬ 
ant medical officer to 
the Knight Central 
Mines at Johannes¬ 
burg. He volunteered 
for service in the cam¬ 
paign against German 
South - West Africa, 
and in November, 
1914, he accepted a 
commission as captain 
in the 1st South 
African Field Ambu¬ 
lance, being sent to Egypt for four months. Returning to 
France in April, 1916, he was mentioned in despatches 
after the fight at Delville Wood, and was awarded the 
Military Cross for conspicuous bravery at the Somme. “ He 
displayed great courage and determination in organising 
and leading stretcher-parties under very heavy fire ” 

A medical friend writes of Captain Welsh : “ Self-sacrifice 
and duty were the watchwords of his life, and in all he 
thought and did he was unselfish ; he was always a joyous 
happy boy, simply because his honest and upright mind was 
far removed from evil. His life was sacrificed in an attempt 
to succour wounded men from a village which was being 
systematically shelled to the ground by the enemy. Tom 
Welsh leaves behind him keen regrets in the hearts of his 
friends.” - 

JAMES RAE, M.A., M.D. Aiierd., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant Rae, who was reported missing, believed 
drowned, on April 15th, on his way to Egypt on the troop¬ 
ship Arcadian , was second son of William Rae, advocate, of 
Aberdeen. He was educated at Aberdeen University and 
University College, London, taking his M.A. Aberd. in 1904 
and qualifying in medicine in 1909. Two years later he 
took his doctorate with commendation, presenting a thesis 
on the Deaths of the Kings of England which after¬ 
wards appeared in book 
form, affording enter¬ 
taining reading and 
containing an excellent 
bibliography. After 
holding resident 
appointments at the 
Children’s Park Hos¬ 
pital, Hither Green, 
and the Selly Oak In¬ 
firmary, Birmingham, 
he joined the Royal 
Army Medical Corps 
and was appointed regis¬ 
trar to the Connaught 
Hospital, Aldershot. 
Whilst there he contri¬ 
buted to our columns an 
analysis of the Duration 
of Treatment in 1500 
Cases, showing that 
return to duty occurred after an average of 28 days’ treat¬ 
ment and at an average cost of £4 per man. Before sailing 
for Egypt he had been for a year resident surgeon at the 
1st Birmingham War Hospital. Lieutenant Rae married 
in 1915 Alison B. Wells, youngest daughter of Thomas 
Wells, late of Edgbaston. Birmingham. 




JOHN HENRY EDWARD AUSTIN, L.R.O.P. Edin., 

COLONEL, ARMY MEDICAL SERVICE. 



Colonel J. H. E. Austin, whose death took place in a 
military hospital in London on April 26th, was son of the 
late Rev. Edward Austin, of Rendlesham, Suffolk. He 
received his medical education at St. George’s Hospital, 
London, qualifying in 1887, and joining the Royal Army 
Medical Corps four years later. He was specially promoted 
major for active service 
in the field in 1900, 
becoming lieutenant- 
colonel in 1912, and 
finally, in 1915, Colonel 
in the Army Medical 
Service. 

In his earlier years he 
was stationed at Wool¬ 
wich and was from 
1893-96 in India, where 
he served at Belgaum, 
and afterwards at 
Mandalay and other 
places in Burma. In 
July, 1898, he was in 
Egypt with the Nile 
Expedition, receiving 
the British and Egyptian 
medals. He accom¬ 
panied the 2nd 
Grenadier Guards to South Africa in 1900, serving 

with them during the greater part of the South African 
War, and was mentioned in despatches, receiving the 
Queen’s medal with three clasps and the King’s 
medal with two clasps. From 1902 6 he was at 
Singapore. In 1910 he was posted to the London 
District for recruiting duties, a subject in which he 
took considerable interest, shown by his contributions 
to the Royal Army Medical Corps Journal on the 
subject. He held the appointment of Medical Inspector 
of Recruits in Scotland until he proceeded to France 
with the Expeditionary Force in August, 1914. He 
subsequently went to Egypt in charge of a general 

hospital, and was invalided home from that country 

in September, 1915, his death occurring after an illness 

of several months’ duration. Colonel Austin’s death 
will be deeply regretted by a large circle of brother 
officers and friends. 


JAMES ALFRED GREGORY, M.R.C.S. Eng., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 



Lieutenant J. A. Gregory, who died of wounds 
received in France on April 13th, at the age of 26, 
was only son of Mr. 

R. Gregory, of 
Standish, Lancs. He 
was educated at the 
Manchester Grammar 
School, and studied 
medicine at Man¬ 
chester University, 
qualifying in 1914, 
when he became house 
surgeon to the Evelina 
Hospital for Children. 

In June, 1916, he 
obtained a commission 
in the R.A.M.C., going 
out to France in the 
following November. 

He was wounded by 
a shell as he was taking 
part in an advance wiih 
the regiment to which 
he was attached, only surviving his injuries for a few 
hours. His reputation with his superior officers was 
that of a man always cheery and thorough in his 
work, even under the most trying conditions. Lieutenant 
Gregory was recently married to Mollie Waddington, 
formerly of Wigan, Lancs. 



820 Th® Lancet,] 


THE LUMLEIAN LECTURES AND MEDICAL RESEARCH. 


[Mat 26,1917 


<&0ms|(nthna 

"Audi alteram partem/* 

THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH. 

To the Editor of Thb Lanobt. 

Sib, —The articles and correspondence dealing with the 
Lnmleian Lectures and Soldier’s Heart that have recently 
appeared in The Lancet have interested me, not only on 
account of the subjects themselves but because they throw 
a light upon a much wider aspect of medical science. True 
science is always progressive, and medical science fortunately 
can show progress, though at times it may be timorous and 
halting. At uncertain periods new ideas arise, or perhaps 
it would be better to say modifications of old ideas, for it is 
often difficult to trace the origin of any new idea. One man 
may get an idea from another and apply it in a different 
manner, and it may have a more fruitful result in its newer 
application. So when I speak of newer conceptions I mean 
it with this limitation. 

I wish to show how the newer conception of investigation 
in clinical medicine differs from the conception of the past. 
The two different conceptions are excellently illustrated by 
the recent contributions to The Lancet. We have, on the 
one hand, the results of the newer methods given in some 
detail, and we have representatives of the older school 
criticising them. We see in this little arena the charac¬ 
teristics of the warfare between progress and reaction 
carried on as it is in all the ages and in every sphere of 
human thought. The reactionary calling attention to the 
wisdom of the past, angry and indignant, but unable to 
comprehend the significance of the change that has come 
over the scene. The time will come when what I refer 
to now as the new conception will in its turn be replaced by 
other views. 

Though the two opposing views have a bearing on the 
whole field of clinical medicine, the particular field of 
cardiology serves to illustrate the differences in a manner 
easily demonstrated. Clinical medicine up till now has 
dealt mainly with the later stages of disease, seeking for 
physical signs of disease, and the changes in the tissues 
after the disease has damaged the organism. This, of 
course, was a necessary stage in the advance in medicine, 
and it has given us facts sound and solid which we can use 
as steps to further knowledge. But having gone so far 
there has come a period when the field is nearly exhausted, 
and the necessity arises for a new conception if progress is 
to continue. At this stage some wish to progress one way 
and some another, and a good deal of confusion arises. 
Many eminent clinicians have looked around and have stated 
that no progress can be made until new instrumental 
methods are discovered and they look to the laboratory 
workers for assistance. If we look at recent books on 
diagnosis we shall find practically no advance in the last 30 
or 40 years save for some new laboratory methods. 

There has, however, gradually taken shape a conception of 
research in clinical medicine which can show a distinct 
advance, and though aided by instrumental methods, yet 
the more important observations have been discovered with¬ 
out accessory aids. This advance has been due to a fuller 
appreciation of the importance of symptoms and has neces¬ 
sitated the more accurate investigation into the sensations of 
the patient, and into the mechanism by which sensations 
and objective signs are produced, and the effect the cause of 
the symptoms has upon the health of the patient. This has 
required the patient observation of individual cases for long 
periods in order to note the progress of the disease and the 
careful recognition of all associated signs and symptoms. 

Many people reading of the results of these methods will 
scoff and say that there is nothing new in them, that they 
had been pursued for years. If, however, we appreciate the 
mental attitude of your correspondents towards the recent 
researches in cardiology, the difference in the points of view 
will be realised. 

We have Dr. F. J. Smith criticising —more suo— the 
Lumleian lecturer, as he criticised me some years ago on the 
supposition that I did not know that Sir A. Clark had taught 


that murmurs may have no significance. I was perfectly 
aware of Clark’s views. I remember reading his address 
at the Brighton meeting of the British Medical Association 
in 1886 when he set them forth. They were to this effect : 
A great many people’s hearts showed murmurs in whom 
heart failure, as he conceived it, did not arise. Now the 
fact that murmurs may be of little or no significance has 
long been recognised, but what Sir A. Clark failed to do, and 
what most other writers failed to do, was how to assess the 
valve of a murmur and to differentiate the murmurs tfiat are 
of significance from murmurs that a/re of no significance . 
There is a belief held by many that this differentiation has 
been achieved. Thus in his letter to The Lancet Dr. A, 
Morison states that negligible cardiac bruits are usually 
easily diagnosed and have frequently been fully appreciated. 
Would he tell us where ? He is a voluminous writer on 
cardiac matters. Will he point out a single instance where 
he has given with clearness and precision a description of 
how murmurs can be differentiated to show those that are 
innocent and negligible from those that imply danger 1 
Would he also tell us where in his own writings, or in the 
writings of others, the principles for assessing the value of 
murmurs are indicated ? His remarks, so far as I have read 
them, are of that oracular type from which any conclusion 
can be drawn, and full of that vague warning that danger 
may lurk, but where it lurks he never tells. If he would 
favour us with the information so that a reader of average 
intelligence could understand he would confer a benefit on 
mankind. 

The assumption of a knowledge where there is no real 
knowledge is also evident in connexion with irregular heart 
action. Dr. Smith seriously tells us: ‘‘of irregularity and 
its effect or lack of effects, clinically, Clark and Sutton 
knew as much as we do now.” If Dr. Smith means himself 
and men of his way of thinking he is probably right. This 
unjustifiable assumption of knowledge is typical of the 
older school. I remember about 20 years ago, when I was 
studying heart irregularities and had got a basis for 
differentiating some of them on physiological lines, I was 
engaged in working out their clinical significance. At that 
time there was advertised the forthcoming publication of a 
cyclopaedia of medicine to which the leading English phy¬ 
sicians were to contribute. I looked eagerly for the publica¬ 
tion of the heart volume, for at that time I had no doubt 
that the great London physicians would be able to remove 
my keenly felt ignorance. Judge of my surprise when I 
got the volume to find that save for some incidental refer¬ 
ences the matter of heart irregularity was ignored. Consider¬ 
ing the extraordinary frequency of irregular hearts among 
my patients, its association with health and varying degrees 
of ill-health, I was astonished, and so had the temerity to 
write a letter to the very distinguished physician who edited 
the cyclopaedia, and who had himself contributed some of the 
heart articles, calling attention to the omission. Seeing what 
we now know of the great importance of a knowledge of 
irregular heart action, I always smile when I remember his 
reply, which was to this effectThe significance of irregular 
heart action is a matter of common knowledge, and being so 
well known it was not considered necessary to deal with it 
in the cyclopaedia. ” Is not this a delightful illustration of 
the academic mind, “What I don't know is not know¬ 
ledge ” ! 

It cannot be too strongly emphasised that our knowledge 
of the significance of murmurs is still wofully deficient. I 
have tried, indeed, to solve the problem, as others have done 
before me, but our united efforts still leave a great deal to be 
done. The lack of success has been in a great measure due 
to the fact that we do not possess the knowledge to enable 
us to interpret the significance of the signs. To ascertain 
the significance of murmurs actually caused by a valve defect 
we must know the life-history of the individual. Thus we 
must watch individual cases during the illness which caused 
the damage, we must watch him for the remainder of his life 
and note the gradual changes that ensue if the damaged 
valve leads to heart failure. We must realise wherein 
the danger lies—as, for instance, that the danger is 
really caused not by the damaged valve but by the 
heart muscle not being able to overcome successfully the 
embarrassment to its work caused by the damaged valve. 
This, then, calls for the recognition of the signs and 
symptoms evoked by the embarrassed muscle. These are 
ex tremely elusive and varied, as they include alterations in 
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the size and shape of the organ, variations in the rhythm 
and rate of the heart; while the impairment of the efficiency 
of the organ may be manifested in the altered function of 
other organs. Many of these phenomena have not yet been 
accurately recognised, and it is towards their elucidation that 
the more recent investigations are directed. 

To illustrate the necessity for this line of research one has 
but to point out how limited is our knowledge of such well- 
marked murmurs as the presystolic mitral murmur and the 
aortic diastolic murmur. I have followed the above line of 
investigation in regard to the former and have dimly per¬ 
ceived the factors that enable me to assess the value of this 
murmur, but I am far from asserting that I have succeeded 
in completely solving the problem. I have attempted the 
solution of aortic regurgitation, but must confess myself 
baffled in accounting for the heart failure in many of these 
cases. I have seen the heart failure fatally precipitated by 
the onset of an abnormal rhythm as auricular fibrillation or 
auricular flutter, but there are many cases where heart failure 
sets suddenly in, without the occurrence of an abnormal 
rhythm, in a manner characteristic of no other condition. I 
am distinctly of opinion that in aortic regurgitation there 
occurs something in the heart peculiar to this condition 
which I cannot link up with the heart failure arising in 
other conditions. It will thus be seen that though we have 
made a little advance in our attempts to assess the value of 
murmurs much has yet to be done, and that those who 
fancy they know all about the matter imagine a vain thing. 

Another great field of research thit lies practically unex¬ 
plored is the action of remedies. It is a curious fact that 
there is not a single drug employed by the profession whose 
action in the human body has been accurately observed. I 
know this statement will be strongly disputed, but I have 
only to point out how lamentably ignorant we are of the 
action of cardiac remedies to show the truth of the statement. 

I suppose there is no drug during the past 150 years that 
has been the subject of so much discussion as digitalis. 
Thousands of physicians have lectured upon its effects and 
numerous physiologists and pharmacologists have experi¬ 
mented with it, yet they have missed the fundamental 
principles governing its action. Some years ago I collected 
the records of all the cases to whom I had given digitalis for 
10 years. When I analysed the results I was struck by the 
varied reaction to the drug. Many of these reactions were a 
puzzle to me, but continuing the investigation the matter 
gradually became clearer, and I found that the reaction in a 
great many cases varied with the nature of the disease 
present in the heart. Thus in one case heart-block would 
be produced, in another extra-systoles, in another auricular 
fibrillation, while in a great many the digitalis, though 
pushed to the furthest limits, seemed to have no effect upon 
the heart. Moreover, hearts affected by an abnormal rhythm 
responded differently; thus cases, with what now we know 
as auricular fibrillation, responded in one way, while others 
with auricular flutter reacted in another way. 

To help to solve these peculiarities I searched diligently 
the literature, beginning with the original articles of 
Withering published in 1785. I searched the literature in 
the English, French, and German languages, and in the 
whole of this literature there was not recorded a single case 
where the condition of the heart was clearly detailed, and the 
reaction intelligently described. I mention this not to reflect 
upon the intelligence of the physicians of the past, but to 
show the necessity for a new conception in clinical investi¬ 
gation. This will be appreciated if I state briefly two main 
reasons for the failure of the past observers to find out the 
action of digitalison the human heart. First, physicians were 
unable to recognise its effect because medical science had not I 
advanced so far as to enable them to diagnose the heart con¬ 
dition, nor the abnormal rhythms which modified the action of 
digitalis. Second, experimentalists failed because they did 
not know that digitalis reacted according to the nature of 
the lesion with which the heart was affected, but assumed 
that the reaction they got in the healthy hearts of animals 
would be the same in the diseased human heart. 

The true conception of clinical investigation should be to 
make the recognition of a new fact a step to further 
knowledge. This is, of course, recognised in theory, but 
it is not always put in practice. We have seen this 
ia regard to Sir A. Clark’s attitude to murmurs, and 
we see it in your correspondent, Dr. Poynton’s, attitude to 
the discovery of the rheumatic microbe. It is now many 


years since he announced his discovery, and so far as I 
know he has done nothing with the discovery but to repeat 
the announcement. When I was a student, nearly 40 years 
ago, people were describing the discovery of the rheumatic 
microbe, and others have done the same thing since ; but 
from that day to this no sufferers from rheumatic fever have 
derived the slightest benefit from the discovery, nor has the 
discovery added anything to our clinical knowledge. In 
place of being content with the announcement of the dis¬ 
covery, investigators should carry the matter further by 
studying out the life-history of the microbe—how it gets entry 
into the body, the signs of its earliest invasion, and how 
these signs differ from the effects of other morbific agents, 
its susceptibility to remedies, &c. Such are some of the 
lines that Dr. Poynton might have pursued. This instance 
illustrates the attitude of much bacteriological discovery; as 
many people, having recognised a microbe, do not know what 
to do with their discovery. 

If I have succeeded in making my point clear, the need 
for a new conception in the investigation of disease will be 
realised. The conception I am advocating is not limited 
to the investigations of the circulatory system, but the 
principle must be applied to the symptoms produced by 
every organ in the body. This principle involves the careful 
perception of every symptom, subjective as well as objective, 
an investigation to find out the mechanism of its production, 
and the bearing that the cause of the symptom has on the 
individual s life-history. We have greatly benefited by the 
laborious and careful histological examination of the tissues 
in health and disease, we must now turn our attention to an 
equally careful investigation of the symptoms of disease. 
The methods employed differ widely, and as no trouble is 
spared to make a competent microscopist, no trouble should 
be spared to make a competent clinical observer. 

In thus insisting upon new methods for clinical investiga¬ 
tion it is not necessary to reflect in any way upon the older 
physicians. They did their work according to their lights, 
and we do ours according to our lights. The time will come 
when other ideas will supersede ours, and we must rejoice 
thereat, as it will be for the advance of knowledge. Nor 
must we neglect the investigators of the past, for the work 
they have done is invaluable, and if to-day we can 
make some progress it is because they have prepared 
the way. I am conscious of a great debt of grati¬ 
tude which I owe to the great physicians of the past. 
I have been an earnest student of the writers of the past, 
Morgagni, John Hunter, Wilkinson King, Stokes, and the 
more recent writers, as Gairdner, Sutton, Broadbent, 
Balfour. I h#ve a fairly comprehensive knowledge of the 
literature dealing with the circulatory system, and I am 
convinced that in no other language are the writers superior 
to those of these islands for breadth of outlook, philosophic 
thought, and sanity of judgment. It is ever a pleasure and 
an instruction to turn to the writings of the world’s greatest 
clinical investigator, John Hunter. If anyone wishes to 
understand what clinical investigation is let him study the 
writings of this remarkable man, and then let him visit 
the College of Surgeons Museum, and if good fortune attends 
him get a chat with Arthur Keith. 

I am, Sir, yours faithfully, 

Hay 15th, 1917. J. MACKENZIE. 


A RAPID METHOD OF OBTAINING 
ANAEROBIC SPORE-BEARERS 
IN PURE CULTURE. 

To the Editor of The Lancet. 

Sir,— In your issue of May 12th Captain W. J. Wilson 
describes an easy method of obtaining plate cultures of 
anaerobes. As Miss Muriel Robertson suggetts, however, in 
the Journal of Pathology and Bacteriology , and again in her 
letter to The Lancet of May 19th, this is only the beginning 
of difficulties. Before proceeding to investigate a particular 
variety of spore-bearer isolated by the plate method it is of 
the utmost importance to determine its purity. That labora¬ 
tory strains of B. tetani , hitherto regarded as pure, should, 
as Miss Robertson indicates, turn out to be a symbiotic 
mixture is further evidence of the need for the most careful 
verification of the purity of the organism as a preliminary to 
further work. 

It is obvious that the usual laboratory method of repeated 
plating is not reliable. The ideal method would, of course, 
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be to raise a culture from a single cell. Such a method was 
introduced by Barr! in which Indian ink is nsed as a dark 
ground for the bacteria. This particular method, however, 
is open to certain objections, one of which is the risk of con¬ 
tamination owing to the necessary exposure of the glass slips. 
Moreover, such a method demands considerable time and 
Bkill, the latter of which is not acquired in a day. Where 
time is a matter of some moment I would suggest the 
following alternative :— 

An isolated colony or part of such a colony is picked off 
from the solid medium with a platinum needle, and a sus¬ 
pension of this material is made in one or two c.c. of sterile 
saline. An old colony is perhaps preferable where there is 
practically nothing left but spores. After vigorous shaking 
a sample of this suspension is transferred to a hsemocyto- 
meter stage, or preferably to a counting chamber sucn as 
has been devised by Professor Ernest Glynn for the 
numerical estimation of bacteria in vaccines. Having 
ascertained the number of spores or bacilli per c.c. in the 
suspension, it is an easy matter to make from this a dilution 
which will contain approximately one spore or one bacillus 
per unit of saline. When the desired dilution has been 
obtained, it is an easy matter to sow a series of meat or 
Hirnbrei tubes each with the unit volume of saline con¬ 
taining a single organism or spore. These are then incubated 
anaerobically, and thereafter examined as to their purity. 
If a sufficiently high dilution has been made there is every 
probability that a pure strain or strains will be secured. 

The method is simple, does not take up much time, 
reduces the possibility of extraneous contamination to a 
minimum, and, short of raising a culture from a guaranteed 
single bacillus, as the ideal method would be, offers a very 
reasonable prospect of success. 

I am, Sir, yours faithfully, 

. Robert Donaldson, 

Reading, May 20th, 1917. Pathologist, Royal Berks Hospital. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 

To the Editor of Thh Lanobt. 

Sir,—I n spite of the fact that a circular has been issued 
stating that the “ National Committee for Relief in Belgium ” 
is ceasing to take part in the relief of the suffering in 
Belgium, this Committee (The Belgian Doctors’ and Pharma¬ 
cists’ Relief Fund), as the result of a letter received from 
“The Commission for Relief in Belgium,” has decided to 
continue to send £800 a month to the Committee in Brussels. 
The letter contained the following words :— 

“Every arrangement has been made to assure that the 
relief shall go on without interruption. ^Spanish and 
Dutch representatives will take the place of the Americans, 
and the actual handling of the relief cargoes, the distribu¬ 
tion of money, Ac., will be supervised by Belgian repre¬ 
sentatives of the Commission in a way which we feel con¬ 
fident will ensure the food and fundB arriving at their proper 

destination. I therefore hope that you will be able to 

continue the .contributions from yonr society as in the 

paBt. They have afforded great relief.” 

I am, Sir, yours faithfully, 

H. A. Dbs Vobux, 

Honorary Treasurer. 

14, Buckingham-gate, London, S.W. 1, May 23rd, 1917. 


THE EXAMINATION OF THE BLOOD OF 
TYPHUS FEVER CASES BY DARK- 
GROUND ILLUMINATION. 

To the Editor ot Thb Lanobt. 

Sir, —A few days after the publication of the letter sent 
to you by Dr. Georgina Darling and myself, 1 the examination 
of a large number of “controls” demonstrated that the 
spiroohsete-like bodies found in the blood of typhus fever 
cases were also present in the blood of other patients, and 
even in that of healthy subjects. I am therefore in entire 
agreement with the remarks of Lieutenant-Colonel L. W. 
Harrison, R.A.M.C., in his letter of April 29th. I think 
Colonel Harrison has done good service in describing these 
“streamers,” and in this way preventing others being 
deceived by them. I would have written earlier, bnt my 
sudden departure overseas prevented me. 

I am, Sir, yours faithfully, 

W. James Wilson, 

B.H.F., May 20th, 1917, _ Captain, R.A. M.C. (T.F.). 

a The Lawckt, April 14th, 1917, p. 669. 
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NOTES ON CURRENT TOPICS. 

Appeal Pension* Tribunal. 

The two medical representatives on the tribunal which is 
to hear appeals from decisions awarding gratuities to sailors 
and soldiers discharged as medically unfit are Mr. Bilton 
Pollard, of the Royal College of Surgeons, and Dr. Norman 
Moore, of the Royal College of Physicians. 


HOUSE OP COMMONS. 

Wednesday, May 16th. 

Medical Re-examinations. 

Answering Mr. Needham, Mr. Macpherson (Under 
Secretary Tor War) said: Owing to the very great 
pressure on the medical boards it is impossible to 
set up at present a system of anticipatory medical 
examinations in connexion with the Military Service 
(Review of Exceptions) Act. It is hoped, however, as soon 
as may be, to afford facilities for men who desire to be 
medically examined in advance of the date on which, under the 
Act, they would be liable to be called up for re-examination, 
and where under such authorised anticipatory medical 
examination a man is found to be permanently and totally 
disabled for military servioe he will receive a final discharge 
in accordance with the provisions of the Act. 

In reply to Mr. Pennefather, Mr. Macpherson said : 
The Military Servioe (Review of Exceptions) Act, 1917, 
expressly defines the limits within which notices requir¬ 
ing re-examination are sent to discharged sailors and 
soldiers. In order to avoid error, the form of notice 
bears on the face of it a statement that it does 
not apply to any officer or man who has left or 
been discharged from the naval or military service of 
the Crown in consequence of disablement, if the disablement 
has been certified under the authority of the Admiralty or of 
the Army Council to be the result of wounds, including 
injury from poisonous gas, received in battle or in any, 
engagement with the enemy or otherwise from the enemy, 
or in consequence of neurasthenia or any allied functional 
nerve disease, if so certified by a special 'medical board to 
be the result of naval or military service in the present war. 
For a man who considers that he falls within this exclusion 
a form of claim is printed on the back of the notioe, which? 
is to be returned to the recruiting officer in order that 
inquiries may be made. 

Thursday, May I7th. 

Medical Examination of Female Prisoners . 

Commander Wedgwood asked the Home Secretary what 
further steps had been taken in investigation of the 
Brentford case; and whether the magistrate who ordered 
the medical examination of two innocent women was still 
administering justice in the Brentford district.—Sir George 
Cave replied : I have made inquiries into this ease, and ara 
informed that the magistrates did not order an examination 
of the two women referred to. The women were charged 
with disorderly behaviour, and the magistrates, after hear¬ 
ing part of the evidence, remanded them for inquiries, and 
endorsed upon the committal order a statement that the 
justices would be obliged by the opinion of the medical 
officer as to whether the women were suffering from disease. 
I have informed the magistrates that in my opinion this 
request should not have been made. In consequence of the 
magistrates’ request the two women were medically examined 
at Holloway Prison, with the result that they were reported 
by the deputy medical officer to be free from disease. Th e 
prison medical officers have definite instructions that no 
woman is to be examined without her consent, and I am 
assured that in this case the necessaiy consents were 
obtained. On the bearing of the case being resnmed, the 
magistrates dismissed the charge. It appears from the 
information given to me that no illegality was committed, 
but I desire to repeat that in my opinion there was no reason 
whatever why the magistrates should have asked for any 
opinion from the medical officer and I regret that the 
request was made. 

Mr. Leif Jones : Are prisoners made aware that they may 
refuse their consent to such examination ?—Sir George 
Cave : I understand that they are always told they may 
refuse. 

Prisoners and Venereal Disease . 

Answering Commander Wedgwood, who asked whether 
in a certain prison girls due for discharge were obliged to 
submit to a medical examination, and if found suffering from 
venereal disease were detained beyond their sentence, Sir 
George Cave said: Under Statutory Rule 11 all prisoners 
must be examined before discharge. No prisoner is Jooally 
examined for venereal disease without consent. No prisoner 
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cid legally be detained beyond the expiration of sentence 
and. no priaoneraare or have been so detained. 

Monday, May 21st. 

Committee of Reference under Military Service Act. 

Sir William Collins asked the Under Secretary for War 
who were the members of the Committee of Reference of the 
Royal College of Physicians of London and the Royal College 
of Surgeons of England; whether it was appointed under 
Section 7 of the Military Service Act, 1916 (Session 2); by 
whom its members were selected; and with what powers 
and duties it had been entrusted—Mr. Macpherson wrote 
in reply: The Committee of Reference is composed of the 
following: the chairman is the President of the Royal College 
of Physicians, and the members are four Fellows of the 
Royal College of Physicians, with the President and four 
Fellows of the Royal College of Surgeons. This committee 
was appointed under Section 7 of the Military Service Aot, 
1916 (Session 2), and the Military Service (Professional Com¬ 
mittees Regulation) Order, 1916, as the Committee of Refer¬ 
ence for Section 5 of these Regulations. The members were 
appointed by the Royal Colleges of Physicians and Surgeons 
and approved by the Army Council. Their powers and 
duties are contained in the Regulations mentioned. 

Medical Students. 

Mr. T. E. Harvey asked the Under Secretary for War 
whether any further steps were to be taken to recall from the 
ranks medical students now serving in the Army with a view 
to their employment in medical and surgical work; and 
whether, in view of the need for additional doctors and 
surgeons, arrangements could be made for the employment 
of advanced medical students in responsible work in the 
Royal Army Medical Corps and military hospitals similar to 
that of surgeon probationers in the Navy.—Mr. Macpherson 
answered : Fourth and fifth years’ students can be released, 
if serving, to continue their studies. Their employment 
with the Army is not considered desirable, as it is thought 
better to wait until they can be commissioned as medical 
officers. 

Military Hospital Huts at Cromarty. 

Mr. Morton asked the Under Secretary for War whether 
any of the military hospital huts at Cromarty were to be 
used as a hospital for the treatment of venereafdisease; and, 
if so, would he have the matter folly inquired into and 
further considered before anything of the sort was allowed.— 
Mr. Macphbrson replied: This matter is now being 
considered. 

Voluntary Aid Hospitals. 

Sir William Collins asked the Financial Secretary to the 
War Office whether any, and if any what, grants were 
made to voluntary aid hospitals in respect of medical 
services rendered bv civilian medical men, and what were 
the conditions regulating any such grants.—Mr. Forster 
wrote in reply : Very large numbers of civilian medical men 
have rendered, and are rendering, such services gratuitously, 
and services so rendered the War Office gratefully receives. 
If a civilian doctor in the exercise of his own discretion 
sees fit to claim payment for his services, the General Officer 
Commanding has power under the War Office instructions 
to allow suitable remuneration, having in view the circum¬ 
stances of each case, and in that case the grant to the 
hospital in question is increased by an equivalent amonnt. 

Wednesday, May 23rd. 

Promotions in the R.A.M.C. ( Territorial Force). 

Mr. Lynch asked the Under Secretary for War (I) whether, 
notwithstanding that a field ambulance of the Territorial 
Forces was a definite unit even in peace time and its 
establishment was laid down as consisting of a lieutenant- 
colonel, two majors, and others, promotions to these 
posts were being withheld for long periods although 
suitable men were recommended for them, and, if 
so, whether this state of affairs would be remedied; 
(2) whether vacancies on the medical staffs of field ambu¬ 
lances of the Territorial Forces were frequently filled by 
promoting officers of the Royal Army Medical Corps 
(Regular Forces), to the exclusion of Territorial officers 
of longer service, notwithstanding that such officers 
had been recommended for promotion by their com¬ 
manding officers; and whether, in fairness to medical 
men who gave their services to the Territorial Force 
before the war, promotions would be regulated by 
considerations of merit and of work performed ; and (3) 
whether all applications for promotion made on behalf of 
medical officers of the Territorial Forces who joined prior 
to the outbreak of war were now refused on the plea that 
promotions in the RoyaCArmy Medical Corps were in abey¬ 
ance; and whether steps would be taken to facilitate promo¬ 
tions which had been earned by long and faithful service.— 
Mr. Macpherson replied: It is not the fact that all promo¬ 
tions in the Royal Army Medical Corps (Territorial Force) 
are refused on the grounds stated. When suitable officers 


with the requisite qualifications, service, and experience are 
available, promotions are made. Only when snob officers 
are not available for command are regular or temporary 
officers of the Royal Army Medioal Corps brought in. Pro¬ 
motion in the Royal Army Medical Corps (Territorial Fbroe) 
is now under consideration by the committee of which the 
Member for Dundee (Mr. Churchill) is chairman. 




Successful applicants for vacancies. Secretaries oj Public Institutions* 
and others possessing information suitable for this column, are 
invited to forward to Tub Langbt Office, directed to the Sub - 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Brapburne, A. A., F.R.C.S. Eng., hu been appointed Honorary 
Ophthalmic Surgeon to the Victoria Memorial Hospital, Man¬ 
chester. 

Lloyd, E. Lkwys, County Medioal Officer of Health and School Medical. 
Officer for Merioneth. 

McKinney, W. B., Medical Officer of Llsnaskea Dispensary District and 
Union Hospital pro trm. 

Norman, Hubert J., M.B., Ob.B. Bdln., D.P.H., Lecturer on Mental 
Diseases at the Westminster Hospital. 


To be Certifying Surgeons under the Factory and Workshop Acts: 
Dyson, F. A. S.. L.R.O.P. Lond., M.R.C.8. (Qroemont District of 
the county of Yorks, North Riding); James, S., L.R.C.P. Lond., 
M.R C.d. (Brvnamraan District of the county of Carmarthen) ; 
Jones, R. F..L.R.C.P. Lond., M.R.C.S. (Tam worth District of the 
county of Stafford); O’Clery, L., M.D., M.Ch.R.U.I. (Clonakilty 
District of the county of Cork). 


Cannes. 


for further information regarding each vacancy reference should be 
made to the advertisement (see Indemy 

When the application of a Belgian medical men would be considered 
the advertisers are requested to communicate with the Editor. 

Anglo-Russian Hospitals.—S urgeons. 

Bethnal Green, Metropolitan Borough or.—Female Assistant 
Medical Officer of Health. Salary £550 per annum. 

Birmingham City Education Committee.— Temporary Assistant 
School Medical Officer. — Salary £300 per annum. 

Bristol General Hospital.— Casual y House Surgeon. Salary at 
rate of £175 per annum, with board, Ac. 

Bristol Royal Hospital for S-ck Children and Women.—F emale 
House Physician. Salary £150 per annum, with board, Ac. 

Bristol Royal Infirmary. —House Physician and House Surgeon. 
Salary at rate of £120 per annum, with board. Ac. 

Burnley, Victoria Hospital.— House Surgeon. Salary £160 per 
annum, with board. Ac. 

Cape Town, South African College.— Professors of Pharmacology, 
Pathology, and Bacteriology. Salary at rate of £800 per annum, 
each. 

Cardiff. King Bdward VII. ’s Hospital.— House Surgeon for six 
months. Salary at rate of £175 per annum, with board, Ac. 

Charing Cross Hospital, W.C.—Honorary Anesthetist. 

Chester Royal Infirm \ry. —Assistant House Surgeon. Salary £150 
per annum, with board, Ac. 

Devoxport, Royal Albf.rt Hospital.— House Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 

Edinburgh Royal Asylum, Morningslde.—Temporary Assistant' 
Physician. Sal try £365 p^r annum, with board, Ac. 

Bvblina Hospital for Children, Southwark, 3.E.—House Physician 
for four months S*lary at rate of £160 per annum, with board. Ac. 

Grimsby and District Hospital.— House Surgeon. Salary £5 5s. 
per week, with board, Ac. 

Italian Hospital, Queen-square, {London, W.C.—House Surgeon 
for six months. Salary £80 per annum, with board, Ac. 

Laboratories of Pathology and Public Health, 58, NewCaveo* 
dish-street. W.—Bvctertologist. 

Lancaster County Asylum —Temporary Assistant Medical Officer. 
Salary 7 guineas pe** week, with board. Ac. 

Leeds Public Dispensary.— Resident Medioal Officer. Salary £200 
per annum, with board, Ac. 

Leicester Education Committee.—T wo Assistant School Medical 
Officers (Temporary). Salary £300 per annum. 

Manchester, Ancoats Hospital.— House Physician. Salary£200per 
annum, with board, Ac. 

Manchester, Baguley Sanatorium for Tuberculosis.— Ftrst Assist¬ 
ant Medical Officer, unmarried. Salary £400 per annum, with 
board, Ac. 

Newcastle upon-Tyne, Royal Victoria I n firm art. — Resident 
Medical Officer. Salary as arranged, with board, Ac.. 

New Hospital for Women, Bustoa-road, N.W.— Femile Assistant 
Physiclm and Assistant Surgeon. Also Houmj Poyslclan. Obstetric 
Assistant Two House Surgeons. Salary £50 per annum, with 
board, Ac. Also Resi lent Me ileal Officer at House of Recovery, 
New Barnet. Salary £60 per annum. 

Notts Education Committee.— Assistant School Medical Officer. 
Salary £350 per annum. 

Queen Charlotte's Lting-in Hospital, Mary lebone-road, N.W.— 
District Resident Medical Officer for four months. Salary at rate 
of £60 per annum, with board, Ac. Also Pathologist and Registrar. 
Salary at rate of £80 per annum, with lunch. 

Queen Mary’s Hospital for the Bast Bed, Stratford.—Casualty- 
Officer. 
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Queen’s Hospital for Children, Hackney-road, Bethnal Green, B — 
Temporary Assistant Physicians on Monday and Wednesday after¬ 
noons and Wednesday mornings for Out-patient Work. Salarv £25 
per annum, with lunch. Also House Physician, Casualty House 
Surgeon, and House Surgeon for six months. Salary £100 per 
annum, with board. Ac. 

St. Bartholomew’s Hospital, Special Department for the 
Diagnosis and Treatment of Venereal Diseases.— Chief 
Assistant. 8alary £500 per annum. 

St. Helens County Borough.— Temp vary Assistant Medical Officer 
of Health. Salary £350 per annum. 

Sheffield, Jessop Hospital for Women, Gynaecological and 
Maternity Departments.— Junior Female House Surgeon, un¬ 
married. Salary £200 per annum, with board, Ac. 

Sheffield Rotal Hospital.— Casualty Officer. Salary £130 per 
annum. Assistant House Surgeon. Salary £120 per annum, with 
board. Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital for Women, South Side, Clwpham Common, 
8. W.—Female House Surgeon for six months. Salary at rate of 
£100 per annum, with board, Ac. 

Stocepobt, County Borough Education Committee.— 8 ihool 
Medical Officer. Salary £300 per annum. 

Swansea Education Committee.— Female Assistant 8chool Medical 
Officer. Salary £300 per annum. 

Taunton and Somerset Hospital.— Seni>r House Surgeon. Salary 
£250 per annum, wi h board, Ac. 

Worcester, King Edward VII. Memorial Sanatorium, Knlghtwick, 
near Worcester.—Temporary Meiicil Superintendent and Tuber¬ 
culosis Officer. Salary £450 per annum, with board, Ac. 


The Chief Inspector of Factories, Home Offloe, London, 8.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acta at Cavan and at Totnes. 


$irtjp, Ut arrives, atft Jtatfts. 


BIRTHS. 

Alto untan.—O n Mav 16th, at High-street. Hampstead, the wife of 
Lieut. E. H. R. Aftounvan, R.A.M.C.—a daughter. 

Bailey.— On M«y 21st. at BracondAie. Stockport, the wife of Lieutenant 
J. T. Bailey, R.A.M.C., of a daughter. 

Haydon.—A t *St. Denys. 52, Hermitage-lane, Platt ’s-lane, Hampstead, 
the wife of Arthur Haydon, M.D., F.R.G.S., of a son. 

Holroyde.- On May 17th, at Barnsley, Yorks, the wife of Douglas 
Holroyde, M.A., M.B., B.C., of a son. 

Landman.— On May 15th, at The Towers, Roundhay, Leeds, the wife of 
Dr. Julian Landman, of a daughter. 

McKay.—O n the 9tb instant, at Streatham, to Annie and Robert 
McKay-a son. 

Powfll. —On Mav 12th, at a nursing home, Sheffield, the wife of Ievan 
Herbert Powell, M.B., Ch.B. Dub., of a son. 

Riddoch.— On May 15th, at Devonsbire-street, W., the wife of George 
Rlddoch, M.D , R A.M.C., of a son. 


MARRIAGES. 

Fraser—Chard.— On May 15th, at Chichester, Major Alexander 
Edward Gordon Fraser, R.A.M.C., to Dorothy Louise Josephine, 
elder daughter of the late R. A. S. Chard, of Magnolia, West 
Tarring, Worthing. 

Jones—Freeman.— On May 12th, at St. Peter’s, Chertaey, Captain 
Arthur Beresford Jones, R A.M.C., to Evelyn A.^youngestdaughter 
of Mr. and Mrs. Herbert L. Freeman, Burwood House, Chertaey. 

Nasmyth—Maude.—O n April 19th, at 8alonica, Lieutenant Hugh 
Nasmyth, A.S.C., to Dorothea C. Maude, M.D. 

Shaw—Willans.— On May 18th, at St. Mary's Church, Bedford, 
Captain .Townsend Shaw (late I.M.S.), R.A.M.C., to Eva Jeune, 
daughter of the late Dr. W. B. Willans, Much Hadham, Herts, and 
of Mrs. Willans, Woburn-road, Bedford. 


DEATHS. 

Brew.— On May 16th, at his residence. Chew Magna, Bristol, Richard 
Hugh Brew, L.R.C.P. A S. Edin., aged 55. 

Burton.— On May 12th, of wounds received in action the same day, 
Percy Herbert Burton, M.R.C.S., L R.C.P. (London Hospital), 
Captain, R.A.M.C., attached London Regiment, in his 50th year. 
Kind —On May 3rd, from gas poisoning in action, Robert Gordon Kind, 
R.A.M.C.,aged 28. 

Lk Page.— Oa Sunday, May 13th, 1917, at Millmount, Guernsey, 
Dr. Wm. Le Page, L.B.C.P., L.F.P.S., L.S.A., aged 75 years. 
Philbrice.—O n May 14th, in India, John Harold Phllbrlck, M.B. 
Cantab., aged 42. 

S.B.—A fee of 5t. is charged for the insertion of Notices of Births , 
Marriages , and Deaths. 


Professor W. J. R. Simpson, C.M.G., has been 
appointed Chief Medical Officer to the Serbian Relief Fnnd 
hospital unit. 

Children’s Hospital for Hip Disease, Seven- 
oaks.—As a memorial to the late Miss Emily Jackson, who 
founded the Children’s Hospital for flip Disease, Sevenoaks, 
a fnnd has been started for the purpose of purchasing a 
piece of land adjacent to the hospital. Donations should be 
sent to the honorary treasurers. 


Edits, Short Comments, gift %niatxs 
to Corrtsjroifttnts. 

MEDICAL MEN DURING BURNAND’S EARLIER 
PERIOD ON PUNCH . 

Students of medical history are doubtless familiar witl» 
Punch's treatment of the theme of medical men. These* 
from early days in all countries have been subjects of satire, 
but Punch was perhaps the first satirist to begin showing 
them a certain respect. Under the editorship of the late 
Sir Francis Burn&nd, which began in 1880 and covered 
most of the Keene and Du Maurier period, we get- 
a change in Punch's treatment of what is popularly 
called “ the doctor.” In December, 1880, Du Maurier’* 
drawing appeared of the senior snrgeon being warned by 
the nurse, who, with uplifted forefinger, exclaims, “ You 
cannot enter now, Sir George. We are just going to* 
have evensong!” The picture of the eminent surgeon is 
admirable ana complimentary, and our sympathies are 
with him in a difficulty which might occur to-day. 
Earlier in the same year, when Tom Taylor was perhaps 
still editor, the medical jokes are of the old type—not ill- 
natured, that is to say, but not exactly eulogistic 
of the profession. Even in the same number of Punch 
(Dec. loth) there is an Irish medical referee, also drawn 
by Du Maurier, who talks with a broad brogue and 
humorously refuses to pass a candidate for a policy on 
the ground that he owns land in Ireland. In October of 
the same year two monthly nurses, drawn by Charles 
Keene, are discussing a baby. “ ‘ Well, Nuss,’ sez he, ’igh 
and ’orty like, he sez, ‘Wot do you think?’ sez be. 

‘ Doctor,’ I sez, quite differential, I sez, ‘ I’m qnite of your 
opinion,’ I sez. ‘And I’m of the same way of thinking,. 
Nuss,’ sez he. And so we settles it.” And the Professional 
Friend, the other monthly nurse, asks with much interest* 
“ Lor’! and wot was his opinion, now ? ” “ Bless yer ’art, 
my dear Creetur, in course he never hadn't given none ! '* 
Another of Charles Keene’s admirably drawn medical 
sketches depicts the doctor being told* by an old lady r 
to whom he had sDoken about the advisability of tapping, 
“ Oh, Doctor, don’t say that! Nothing was ever tapped in 
this house that lasted over a week!!” The dootor here 
is depicted as a rather stodgy old individual. In March 
Keene draws a genial absurd elderly gentleman, who is 
waving his hat to an equally absurd old lady of the period. 
“Mydear Madam,” says the medical gentleman, “always 
live on gravel.” But the old lady is sure she could not 
digest it. 

Going backwards a few years, we find a joke not qnite 
creditable to the profession, although genial in the manner 
of the time. Charles Keene depicts Dr. Jolliboy, “ who 
had been called away from a social meeting at his club,” in 
the act of feeling an old gentleman’s pulse. “ Thirteen* 
fourteen, f’fteen-two, f’fteen-four, f’fteen-six—pair eight— 
nob’sh nine,” says Dr. Jolliboy, and then “drops off,” and 
Mr. Punch draws a veil, Ac. This is in the Punch's 
Almanack for 1874. In November, 1875, a “ Straggling 
Young Physician,” well indicated by Du Maurier, tells the 
manservant to take Mr. Gladstone into the breakfast- 
room when he calls and to “ask him to be so kind as to 
wait a little while.” Then turning to his lady patient the 
struggling medical man says: “ Now, Madam !” 

In 1863, when Burnand joined the staff of Punch , the 
medical jests—we speak always of illustrations only— 
depict astute formal old fellows, dressed for a part, as it 
were, with high Gladstone collars, stocks, coats represent¬ 
ing a cross between evening dress and the frock coat, glossy 
top-hats, always carried into the siok-room, and double 
eye-glasses hung on a thick ribbon. “ There is not 
muoh the matter with him,” says a quaint “family 
doctor” in reference to a little boy, “but I am afraid 
we must cut off his animal aliment.” And Tommy 
boo-boos and hopes that “ it won’t hurt.” Here, of course, 
is the ancient tradition involved in the “we” and the 
grand unusual phrase. 

THE ECONOMICAL USE OF COCAINE. 

To the Editor of The Lancet. 

Sir,—I n view of the present high price of cocaine, it is 
important to avoid waste in its use. As usually employed for 
local anaesthetic purposes, it is applied in solution on lint or 
cotton wool, a considerable proportion remaining on the 
latter and being thereby wasted. Moreover, solutions of the 
drug, if they have been long made, are untrustworthy, and 
not infrequently have to be discarded. For some years I 
have used glycerine of starch as a vehicle for the local 
application of oocaine and with entire satisfaction, and can 
recommend it as the most economical. It has the following 
good points. 
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KlHiOBB'S NOTIGBS. 


ILTBBATIOK lit THR PRIOR OP W THB LIMIT.” 


Increased war expenses and ooet of production necessitate 
an increase of the prioe of The £/AM0hi. Commencing with 
the new year, the price was raised to 8 d. The rates of 
tnbaoriptfon remain as revised in October. 

Inland. 


One Year.£1 10 0 

Six Months .0 16 0 

Three Months ... .0 8 0 


Colonies and Abkoad. 

One Year.£1 12 6 

Six Months .. ... 0 17 6 

Three Months .08 9 


Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
**Liondon County and Westminster Bank, Covent Garden 
Branch") should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
Ciondon, W.C. 2. 

TO SUBSCRIBERS. 


Will Subscribers please note that only those subscriptions 
which are sent direot to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, <&o., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreion Edition is published in time 
to catch the weekly Friday mails to all para of the world. 


ADVERTISEMENT RATES. 

Books and Publications . 

Official and General Announcements Five lines and 

Trade and Miscellaneous Advertise- ' under.4f. 0 d. 

ments and Situations Vacant. 

Every additional line, 6 d. 

Situations Wanted : First 30 words, 2«. Sd, 

Per additional 8 words, 6d. 

Quarter Page, £110s. Half a Page, £2 15s. 

Entire Page, £5 5s. 

Special terms for Position Pages. 
Advertisements (to ensure insertion the same week) 
ehould be delivered at the Office not later than Wednesday, 
accompanied by a remittance. 


Communications, Letters, fcc., bare been 
received from— 


A.-^ Anglo-French Drug Co., Lond.; 
Mr. F. W. Alexander, Lond.; 
Messrs. Arnold and Bona, Lond.; 
Anglo-American Pharmaceutical 
Co., Croydon; Lieut.-Col. J. G. 
Adami, A.D.M.S. 

8.—Dr. S. J. McC. Bradshaw; 
Bristol University, Registrar of; 
Mr. W. Bryce, Edinburgh; Mr. 
J. Booth, Melbourne; Messrs. 
W. H. Bailey and Son, Lond.; 
Fleet-Surg. C. M. Beadnell, R.N.; 
Mr. T. V. Barker, Oxford; 
Or. J. P. Backer, Amsterdam ; 
Mias Beeman, Lond.; Messrs. 
Butter-worth and Co., Lond.; 
Fleet-Surg. A. R. Bankart, R.N , 
C.Y.O.; Messrs. Burroughs Well 
come and Co., Lond.; Birming¬ 
ham City Education Committee, 
8ec. of; Bristol Royal Hos¬ 
pital for Sick Children, 8ec. of; 
Messrs. T. B. Browne, Lond.; 
Mr. B. Baker, Birmingham. 

C. —Capt. A. Compton, R.A.M.C.; 
Messrs. 15. Cook and Co., Lond.; 
Capt. J. W. B. Cole, R.A.M.C.; 
Chicago School of Sanitary In 
struct ion ; Mrs. Carpenter, Rad- 
4ett;Col.J. Cantlie. R.A.M.C.(T)., 
Mr. A. C. Chapman, Lond.; 
Dt. A. J. W. Calder, Arbroath ; 
Mr. B. L. Collls, Lond.; Carnegie 
United Kingdom Trust, Dun¬ 
fermline, Sec. of; Chester Royal 
f nfirmary, Hon. Sec. of; Mrs 
Colt, Sutton. 

D. —Capt. J. D. Dyson. R.A.M.C.; 
Prof. H. R. Dean, Manchester; 
Mr. A. T. Davies, C.B., Lond.; 
Capt. C. A. Dottridge, R. A.M.C.; 
Denver Chemical Manufacturing 
Co., Lond.; Daimler Co., 
Coventry; Sir H. Bryan Donkin, 


Lond.; Messrs. W. Dawson and 
Sons, Lond. 

g.—Mrs. John D. Ellis, Lend.; 
Dr. H. A. Ellis, Middlesbrough ; 
Edinburgh Anti-Opium Com¬ 
mittee, Hon. Sec. of; Mr. A. 
Elliot, Edinburgh. 

P.—Messrs. H. Frowde and Hodder 
and Stoughton, Lond.; Dr. 
D. L. Fitzgerald, Lond.; Dr. 
8. C. C. Fenwick, Norwich; 
i Dr. A. H. Pardon, Lond.; Fac¬ 
tories, Chief Inspector of, Lond.; 
| Dr. O. Field, Ixmd. 

I GL—Mr. H. R Gatley, Maidstone; 

, Capt. P. W. Green, R.A.M.C.; 

| Major D. G. Gray, R.A.M.C.; 
Capt. J. P. Gill, R.A.M.C.; 
Grimsby and District Hospital, 

J 8eo. of ; Dr. H. C. Gillies, Truro; 
Capt. R. Gamlin, I.M.S. (retd.); 
General Register Office, Dublin; 
Dr. S. N. Galbraith, Newark-on- 
Trent. 

H.—Dr. W. Harris, Teddington; 

Messrs. J. Hey wood, Manchester; 
i Mr. W. K. Hefferooan, Xlllen- 
i aule; Mr. E. M. Harvey, Lond.; 
H.M. Stationery Office, Lond.; 
Messrs. T. Holland and Son, 
Lond.; Mr. T.Harling. Blackburn; 
Mr. N. B. Harman, Lond.; Prof. 
F. T. G. Hobday; Messrs. Abel 
j Heywood and Son, Manchester; 
j Dr. H C. Holt, Didsbury; Messrs. 

I Hodges. Figgis, and Co., Dublin. 

1 1. -Insurance Committee for the 
Countyof London; Incorporated 
Society of Trained Masseuses, 
Lond., Organising Sec. of. 

J. -Dr. F. H. Jacob, Nottingham ; 
Jessop Hospital for Women, 
Sheffield, Sec. of; J. G. G. M ; 
Mr. B. Johnson, Clacton-on Sea; 


Journal of the Incorporated 
Society of Trained Matteuecs, 
Lond., Editor of; Mrs. Jonas, 
East Mem; Dr. A. C. Johnson, 
Brecon. 

K. —Messrs. H. 8. King and Co., 
Lond.; Prof. A. Keith, Load.; 
Dr. W. B Kendal, Gravenhurst, 
Ontario; M. T. G. Kerr, Lond. 

L. —Capt. A. H. Lowe, R.A.M.G.; 
Oapt.J. H. Lloyd, R.A.M.O.tt\F.); 
Local Government Board, Lond., 
Seo. of; Leicestershire Educa¬ 
tion Committee, Leicester, Chief 
School Medtoa) Officer of; 
London Connty Council Asylum 
and Mental Deficiency Commit¬ 
tee. Accounting Officer of ; Capt. 
I. H. Lloyd-Williams, R.A.M.O.; 
Local Government Board, Edin¬ 
burgh, Sec. of; London and 
Counties Medical Protection 
Society, General Sec. of; Dr. 
C. Ltllingston. 

M. -Lieut.-Col. S. Mort, R.A.M.O.; 
Capt. L. O. Martin, R.A.M.C.; 
Malttne Manufacturing Co. ( 
Lond.; Dr. C. Meroier, Parkstone; 
Messrs, Macmillan and Co.,Lond.; 
Messrs.0. Mitchell and Co.,Lond.; 
Messrs. Mabte, Todd, and Co., 
Lond.; Miss Maynard, Harrogate; 
Mr. J. T. W. MacAlister, Lond.; 
Mr. J. G. Macaskie, Bamburgh ; 
Messrs. Mather and Orowther, 
Lond. 

N. —Notts Education Committee, 
Nottingham, Chief School Medi¬ 
cal Officer of. 

O. —Capt. F. A Osborn, R.A.M.O.; 
Sir William Osier, Bart., Oxfnrd ; 
Mr. T. H. Openshaw, C.M.G., 
Lond.; Dr. F. Orton, Lond.; 

P. — Mr. J. H. Parsons, Lond.; 
Price's Patent Candle Co., Loud.; 
Messrs. Pye and Bennett, Man¬ 
chester. 

R.—Royal Academy of Medicine 
in Ireland, Dublin; Mr. N. 
Roberts, Dungannon: Royal 
Victoria Hospital, Newcastle- 
upon-Tyne, House Governor of; 
Mr. J. H. Roberts, Barnsley; 
Dr. G. Rice, Sutton; Messrs. 


Robertson and Scott. Edinburgh ; 
Messrs. Reynell and Son, Lend*? 
Dr. R. R. Reutoul, Liverpool« 
Mr. D. D. Robertson, Lond.; 
Royal Society of Medicine, Lood, 
Sec. of; Royal Society. Lond.; 
Royal Sussex County Hospital, 
Brighton, Sec. of; Royal Medical 
Benevolent Fund, Load., 8eo. of. 
8 .— Swansea Education Commit* 


tee. School Medical Officer of; 
Lieut. A. Smirthwalte, R.A.M.G.; 
Messrs. G. Street and Co., Lond.; 
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LECTURE II * 

II. THB DY8ENTKRIC TYPB. 

The term dysentery is apt to be too freely used for 
conditions in which a painful diarrhoea is the chief 
symptom. It should be limited clinically to those cases in 
which there is a frequent passage of blood and mucus 
accompanied by pain and tenesmus. 

Can the Paratyphoid Organisms cause Dysentery ? 

The first point to be discussed is whether the paratyphoid 
OTg&nisms can cause dysentery. There have been hundreds 
of cases of dysentery, many of them from Gallipoli, whose 
stools yielded only the paratyphoid organisms in England. 

Of the 310 cases from Gallipoli in my series 70 gave a 
history of dysentery; this is probably too low an estimate, 
as mild dysentery may have occurred and been overlooked 
by the patient. In very few of these cases was evidence of 
amoebic infection found. 

It is beyond doubt that a very great number of amoebic 
infections occurred at Gallipoli, particularly in the months 
of July, August, September, and October. In November 
bacillary dysentery became more common, the Shiga bacillus 
being more frequently found than the Fiexner. 1 Of .the 
70 cases of dys9ntery with paratyphoid stools that came 
under my notice, 58 of them began to be ill in the period of 
July to October—the amoebic period. 

Lieutenant G. B. Bartlett, R.A.M.C., has kindly shown 
me the results of his post-mortem investigations on cases of 
the mixed condition of amcebiasis and infection by the 
paratyphoid organisms. His cases demonstrate that— 

1. Amcebic ulceration of the colon may be present without 
there being any symptoms of dysentery. It was discovered 
post mortem in a patient who died from enteric fever due to 
B. paratyphosus B in whom there had been no symptoms of 
dysentery. 

2. Signs of amoebic dysentery may begin in the stage of 
convalescence after paratyphoid fever. 

3. The patient may be admitted to hospital suffering from 
amoebic dysentery and may develop the additional condition 
of paratyphoid fever. 

Mixed infections of this sort were undoubtedly common ; 
the mortality from them was low so that opportunities for 
proving the condition post mortem were few. 

Bartlett’s conclusions are based on post-mortem examina¬ 
tions, macroscopic and microscopic, and on examination of 
the stools during life. Amoebiasis of the colon may be 
present without giving rise to any symptoms. It is possible 
that the symptoms may be begun and kept up by secondary 
infections such as the paratyphoids. 

On the other hand, there is no doubt that the enteric 
organisms do attack the large intestine. Ulceration of the 
large intestine in typhoid fever is found post mortem more 
frequently than is thought. It is stated by many observers, 
and, in my opinion, correctly, that the paratyphoid organ¬ 
isms are even more prone to select the large intestine for 
attack. 

Torrens and Whittington 2 regard the affinity of B. para - 
typhosus B for the large intestine as a point in differential 
diagnosis. 8 French observers have noted inflammation and 
ulceration of the large intestine in paratyphoid fevers A 
and B. 

Dawson and Whittington, 2 in reporting cases of autopsies 
on paratyphoid patients who died in France, describe 10 cases 
out of a series of 17 in whom the large intestine was inflamed 
or ulcerated. The 10 cases were all infections by If. para- 
typhosus B. “ In the milder examples the lymphoid nodules 
were raised, hyperaemic and umbilicated, whereas in the 


* Lecture I. was published in The Lancet of Mav 19th, 1917. 

1 Journal of R.A.M.C., 1916, xxvi., Archibald, Hadfield, Logan, 
CAnpbell. * Loc. cit. 

3 Job et Salvat: Bull, et Mem. de la Soc. M6d. de* Hoplt. de Paris, 
xxxvii.,3 8. Job et Ballet: Ibid., xxxix., 3 S. 
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severer forms there were ulcers of varying sizes and depths, 
the ulceration being most marked in the caecum and colon as 
far as the splenic flexure. Notwithstanding the marked dis¬ 
tribution of ulcers in the large intestine, it is noteworthy 
that there were no clinical manifestations of it.” 

Rathery and his colleagues describe three forms of colitis 
due to paratyphoid B : (l) Colitis with small ulcers ; (2) per¬ 
forating ulcerative colitis with large deep ulcers; (3) pro¬ 
liferating ulcerative colitis. There are post-mortem findings, 
and there was apparently no sign of amoebiasis. 

As a result of post-mortem evidence it would seem that 
there can be ulceration of the colon caused by amoebae or 
paratyphoid organisms without any symptoms of dysentery 
having been present; and that dysenteric ulceration may be 
caused either by amoebae or by paratyphoids A and B. But 
it is doubtful whether the question is capable of so simple an 
answer. 

In many oases of paratyphoid dysentery where neither 
amoebae nor amoebic cysts have been found in the stools, it 
is not justifiable to attribute the dysenteric symptoms to 
paratyphoid organisms alone. These cases may have been 
amoebic in origin. The evidence of amoebiasis may have 
disappeared under treatment, or the technical difficulties of 
finding amoebae or cysts may have been too great. With 
improved methods of search amoebic cysts are being found 
more often than before. 

Wenyon and O’Connor 4 state that although amoebio 
dysentery was rife at Gallipoli during the summer months, 
bacillary dysentery was more common than is generally 
thought, and that “ there has been a tendency to over¬ 
estimate the amount of amoobic dysentery on the peninsula 
during the summer months of 1915, though they recognise 
that this disease was an important factor in the invaliding of 
our troops from this section of the Mediterranean.” 

Rajchman and Western 5 have issued an exhaustive report 
upon 878 cases of bacillary enteritis receive! from the Eastern 
Mediterranean. The patients were in the convalescent 
stage, but in spite of tnis the authors have been able to 
collect most valuable and conclusive evidence. Their results 
show that the epidemic of dysentery in our Mediterranean 
force waB very complicated. “ Both amoebic and bacillary 
cases existed side by side or actually in the same individual, 
while a number of cases were not those of dysentery proper 
so-called, but of paratyphoid fever, of which both varieties 
A and B were found ; but typhoid fever did not play a rble in 
the epidemic.” Where the bacterial infection was mixed 
they found that the dysentery bacilli were the originally 
infecting virus. The two forms of bacillary dysentery (Shiga 
and Fiexner) were found by them in some cases in a pure 
state, in others they were mixed with other infecting agents, 
such as the paratyphoid bacilli. 

Considering the question in the light of recent work and 
of clinical observations the following conclusions may be 
stated: — 

1. Paratyphoid fever A and B can begin with symptoms 
that can justifiably be called dysentery. 

2. The paratyphoid organisms, especially A, may be found 
in the stools of patients who are suffering from dysentery 
which was originated either by protozoa or the Bacilli 
dysenteries. 

3. The usually aocepted causative agents of dysentery, 
protozoal and bacillary, may be present in the stools without 
the patient having had an attack of dysentery. 

4. The problem is one practically confined to oar foroes 
in the Mediterranean area where mnltiple infections are 
common. 

Part of the difficulties arise from the vagueness of terms. 
The word dysentery is only a name, and it is sometimes 
given by the patient himself to his condition. Once he is 
labelled with the diagnosis, he may go far through his 
hospital career before it is fonnd that he is not infected 
with any of the recognised causes of dysentery but with 
something else. 

Nomenclature is a troublesome matter for the would-be 
reformer, and I do not put forward my suggestions as 
perfect; but I should like to see some such classification as 
this in general use. 

When the signs and symptoms point to enteric fever, let 
the condition be called enteric fever, and the letters T, A, or 
B added later as laboratory investigations are made. 

When the signs and symptoms point to entero colitis and 
the cause is not protozoal, the term bacillary entero¬ 
colitis could be used. (The abbreviation B.E.C. would be 


4 Journal of R.A.M.O., xxvlii.. Nob. 1 and 2,1917 
5 Medical Research Committee, Special Report Series, No. 5. Report 
upon 878 Cases of Bacillary Enteritis. 
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quite at home with V.D.H., I.C.T., Ac.) The distinguishing 
letters S, F, A, B, and T, if it were needed, could be added 
as the infecting bacillus was discovered. 

Cates of Dysentery with Paratyphoid Organisms in Stools. 

The following two cases are examples of dysentery, in one 
of which B. paratyphosns A and B were found in the 
8tools, and in the other both paratyphoids and B. dysenteric 
(Shiga) in addition. 

Ca.sk 3. -A. W., inoculated against typhoid four months before; 
admitted in October, 1915, from Gallipoli. He had been ill for six 
weeks with dysentery; treated with emetine, bismuth, and castor-oil. 
Oa admission T. 101° P ; he was em&dAted, blue, cold, and collapsed, 
his mind was wandering, and he was moaning and could with 
difficulty be made to answer questions. Pulse just porceptible; throat 
and mouth ulcerated and covered with patches of membrane; abdomen 
retracted, tender and gurgling on pilpation; skin covered with 
cyanotic petechial haemorrhages. No control over rectum and bladder. 
There was a constant passage of small quantities of pink mucus with 
an occasional trace of faecal matter and much preliminary griping. 
ft. paratyphosus A and B both Isolated from stools; no agglutination 
to any member of enteric and dysenteric groups on any examination. 

This is a severe but typical example of many cases. As 
he recovered no further investigation was made. But 
whether this was originally a case of dysentery with a 
secondary infection by the paratyphoids cannot be known. 
It is interesting to note that another man who was admitted 
at the same time in exactly the same condition was infected 
With B. dysenteric (Shiga). 

Cxsb 4.—S. T., inoculated twice against typhoid October, 1914. He 
Went sick In November, 1915, with dysentery, diarrhoea, and passing 
blood; treated with emetine. Admitted Jan. 8th, 1916 ; frequent 
offensive stools with persistent blood ; improved for some months, but 
in April and May was slowly losing ground. May 20th : Examination 
by sigmoidoscope revealed extreme ulceration; irregular ulcers were 
keen lying transversely with bridges and Islands of mucous membrane, 
hod coming down to within 4 inches of the rectum. June 3rd: Opera- 
tiort. lleo-sigmoidostomy and enterostomy; definite Improvement for a 
week. June 18th: T. rising; very ill. June 20th: Perforation of 
Itomn 4 Inches above artificial ileo-slgtnoid junction ; general peri¬ 
tonitis; operation ; suture; death. There was dysenteric ulceration of 
coion and ulceration of Peyer’s patches of enteric type seen at operation ; 
one ulcer had perforated. No P.M. 

In this case there was bacteriological evidence of bacillary 
dysentery and of both paratyphoids. Pathologically there 
was ulceration of the colon, and ulceration of Peyer’s 
patches. That is, there was a double infection, and evidence 
•of two kinds of disease of the intestinal tract. To what 
extent, if any, these pathogenic organisms interacted is a 
matter for speculation. 

From the purely clinical point of view the matter is not 
so complex. The patients nave dysentery and they have 
paratyphoid organisms in their stools. Both the symptoms 
and the organisms have to he overcome. 

There are no particular clinical features about these 
patients with paratyphoid dysentery. There are pain, 
tenesmus, and straining; the passage of blood and mucus; 
the extreme weakness and emaciation that are seen in all 
severe forms of dysentery. 

The stools in amoebic dysentery consist of dark blood and 
mucus rather than of bright red blood and pink mneus. In 
baoillary dysentery the blood is brighter and is in streaks in 
the mneus, or the mucus is pink. In this form there is 
often a history of an initial faecal diarrhoea which empties the 
intestine and is succeeded by the passage of blood and 
mucus. I mention these points with reserve, for my experi¬ 
ence of dysenteric stools is not sufficiently extensive to 
justify a dogmatic statement. 

In these cases of paratyphoid dysentery there are occa¬ 
sionally symptoms, as in the last case quoted, that indicate 
a more definite and specific infection by the paratyphoid 
bacilli, such as an exacerbation of the illness accompanied 
by a rise of temperature, headache, a crop of spots, and an 
enlarged spleen ; in other cases jaundice has supervened. 

Progress with these patients is very slow, and it is difficult 
to establish control over the sphincter and to obtain regu¬ 
larity of the bowels. Temporary relapses of a minor 
character are very common and may be brought on by a 
trtidden change of the weather, particularly a cold east 
wind, and by indiscretions of diet. 

A troublesome feature in some oases has been an inter¬ 
mittent spasm of the sigmoid. The patient is conscious of 
the periodic formation of a painful tender lump in the left 
iliac fossa which can be felt as a sausage-shaped tumour. 
Examination with the sigmoidoscope reveals the spasm 
very clearly. 

III. The Biliary Type. 

According to some observers, the infection of the bile- 
passages and gall-bladder by paratyphoid organisms has 
been very frequent; according to others it has been rare. 


Thus Sarrailh4 and Clunet 8 write of the frequency of 
oamp jaundice at Gallipoli. They isolated from the blood a 
particular strain of paratyphoid organism which was present 
at the time of the incidence of the jaundice. This organism 
failed to give definite reactions with specific sera and was 
therefore not classified. They named it provisionally 
paratyphoid D (Dardanellensis), and it has since been proved 
in'a large majority of the cases to be paratyphoid A. 

This jaundice began to be prevalent in the middle of 
August. It occurred “ among tired troops confined for 
several weeks in a restricted space and tried by imperfect 
feeding and unfavourable climatio conditions.” Jaundice 
occurred either as a sequel to a febrile gastric derangement 
or as a feature of a febrile attack. In the latter there was great 
weakness, loss of appetite; there was no itching of the skin ; 
convalescence was prolonged. 

Jaundice was very prevalent at one time at Gallipoli, and 
some of the patients did not feel ill enough to report sick. 
These were to be seen working with the appearance of 
jaundice well marked, as has been reported by Dudgeon. 7 
Rathery, however, comments on the rarity of jaundice and 
biliary complications among the 1088 patients in his series 
of paratyphoid B. infections occurring in Flanders. 

Among the cases of my series jaundice of the catarrhal 
type has been seen— 

1. Quite early in the illness; more often it appears after a 
period of malaise. It resembles a simple catarrhal jaundice 
in character and is seldom severe or troublesome. 

2. It can appear later in the illness; it has been seen on 
several occasions during the unsatisfactory stage of con¬ 
valescence when the temperature is not steady. It is of the 
catarrhal type in these cases, but is rather more severe and 
lasting in the latter. 

3. It has a tendency to become recurrent. After the 
patient has had a mild attack of jaundice and has quite 
recovered and been in good health for months the jaundice 
may return and be much more severe than in the original 
attack. 

Cask 5.— An officer, in Gallipoli from start to finish, was never really 
ill there, but had Indigestion, slight jaundice, and dysentery. A year 
later, in Prance, he was suddenly taken ill with gastric discomfort and 
vomiting; jaundice set in and became very deep. Liver and spleen 
enlarged; occasionally slight tenderness over gall-bladder region; 
great itching of skin and recurrent attacks of urticaria: P. 63. 
B. paratyphosus A in stools. Jaundice lasted lOweeks, but patient wae 
feeling quite well long before colour had disappeared from skin. 

Cholecystitis may oocur and may be accompanied or not 
by jaundice. 

Several cases of acute cholecystitis without jaundice have 
been seen. In most of those that I have seen there has been 
a transitory tinge of the conjunctiva* and a darkening of the 
urine, sufficient for the patient to notioe it. Acute chole¬ 
cystitis with severe jaundice has also been noticed, but in 
some of the cases there was an empyema of the gall-bladder. 

Morley and Battinson Smith 8 have described an unusual 
case of acute gangrenous cholecystitis with spreading peri¬ 
tonitis occurring in the epidemic of jaundice in Gallipoli. 
Campbell isolated B. paratyphosus B from the bile and stools 
of this patient. 

The following case throws an interesting light on the 
possible sequels of paratyphoid infections of the biliary 
tract. 

Cask 6.— Army pensioner admitted to hospital for recurrent attacks 
of pain and jaundice; had very severe attack of enteric fever in 
Boer War. In 1904 two attacks of colic and jaundice. He was free 
from attacks for 11 years from 1904 to 1915. From August, 1915, to 
April, 1916, he had 12 attacks beginning with shivering, vomittug, and 
pain of varying intensity. The stools at once beeame light In colour 
and the urine dark. The jaundice lasted 4 to 14 days. Edge of Ever 
palpable and gall-bladder just felt. At operation gall bladder waa 
found to be Inflamed, adherent, and friable; it contained a few gall¬ 
stones. B. paraft/phovui B Isolated from bile. 

This case and the previous one illustrate Ijwo different 
clinical forms of jaundice occurring late in the course of a 
paratyphoid infection ; for it is reasonable to infer that in 
the first case the paratyphoid infection occurred at Gallipoli 
and in the second in South Africa. 

In their investigation into jaundice of infective origin in 
France, Dawson and Hume 9 report 26 cases of the enteric 

roup, of which 6 were due to typhoid, 14 to paratyphoid B, 

to paratyphoid A, 1 to a double infection of paratyphoid A 
and B, and 1 to an undetermined infection of the enteric 
group. One of these cases was fatal from acute pneumonia. 

In their post-mortem reports Dawson and Whittington 
obtained paratyphoid bacilli from the gall-bladder on 
14 occasions—13 B and 1 A. In 1 case there was increasing 


« Sarrallhc et Clunet: Bullet. Mem. de Soc. Med. des HOpltaux de 
Paria, xl., 3 S., 1916,and Thk Lanckt, March 25tb, 1916. 

7 Dudgeon : Proc. R Soc. Med., lx., No. 6. 

* Brit, Med. Jour., March 25tb, 1916. 

9 Dawson and Hume: (^uart. Jour. Medicine, x., Nos. 37 and 38. 
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jaundice during life, and abscesses of the liver were found for three weeks; then there was a recrudescence 

post, mortem. In 2 cases purulent fluid was found in the gall- ^ dAyg aud one wcek later another wjr U de»eencc* 

bladder, but in neither case was there jaundice durmg life. character, after which proves? was uninterrupted^ The "jjjP h 
There is no doubt that the paratyphoid organisms * 

frequently invade the biliary system but do not so T b is cage may be regarded as on* of paratyphoid fever m 
frequently cause jaundice at the time; but there i» aco - wbbjb the first onslaught was felt mostly by the kidneys, 
siderabie danger of chronic cholecystitis with the formation Vg fcime wont on the “enteric” character of the dlBe * B <: 
of <rall-stones being found months or years afterwards, and became m0 re definite, and as the “ enteric relapses occurred 
.1 : a fin of. fVio era 11 . bladder mav become a f horo ti'fl.q nn further inflammation of the kidneys. 


there is a great danger that the gall-bladder may become a 
reservoir of infected bile which is periodically discharged 
into the intestine. 

IV. Nephritis and other Affections of the Urinary 
Tract. 


OeCBHje lUUlOUCUUlVt,,«r.u ...v- —--- - 

there was no further inflammation of the kicluevs. 

The following case is one with vascular-renal changes. 

OiSE 8 -J S.. aged 40, admitted for nepbritlB History: Eight 
W eeks before had’been very wet and felt generally ill afterwwds^fwo 
weeks later he got very wet again. Swelling of face, legs, and stomach 
notlcoi^ocm 6 after ; hefthftche very H *° Brachill 


TRACT. I noticed soon alter; heaaacne very Brachial 

Albuminuria is commonly present for a few days at the i H g. Tbrw U monto« later albuminuric retinitis 

height of the fever, but this hardly needs comment. But B. parat^hosu, B isolated from stools on several 

there is a very great tendency for _ thfire wa9 Dro bably 80me vascniar-renal 


_ occasions. . , 

to'fiod'tbeir'way'iBto'the'urinMy traotr” In”several cases the I In this««.SMSS'SS no^en^'Teaturi 
organisms can be found in the urine both in the acute stage deficiency o < ^ ®^ght g be argued that this was a case of 

and afterwards for a varying length of time without there ^the^ ea > - It ^8 &n accidental contamination of the 

being any evidence of infection of the urinary tract. R iools that had nothing to do with the renal condition, but I 

Nephritis. should prefer to regard it as a case of imperfect kidneys made 

Acute nephritis is fairly common ; it was present in 4 per | worse by a microbic infection, 
cent, of mv cases. It was most commonly found Chart 7 (Case 9). 

in the period when “trench nephritis” was so 

prevalent. Possibly this figure is too low. The . 

!>atients were admitted with the diagnosis of nephritis, M. 
and the paratyphoid infection was discovered later. *:*• 

Possibly some cases escaped detection. : I . ft ift \ \ t i- H r T ' ^ 

There is nothing peculiar to the nephritis of para_ fit : ; l \ ; * . HlKSl J 

typhoid. The cases differ in type and degree of "" *tj ly-i id 1 il l '. Rfl fl lP imaMHBf 
*4verity in exactly the same manner as in other ... J* j i\ J \ l li h Upii’ ^ ^ 

infective inflammations of the kidney. The results „ jj Bilk Uj Hrjt \ I rfU 

are also similar. The mild cases make an apparently j V .¥ tf. V : r ~t 1 J />»-; »i r ] If] :1\S 

good recovery, though their convalescence and 
period of symptoms is prolonged. The severe forms 

commonly pass into a chronic condition with per- —- • t v 
manent cardio-vascnlar changes and b * ve to be ut^*^*'**’ 

l“af6 Ude Wh“neler e t“er0 lC ta8 r a“history of previous Knler , c fever, paratyphoid A WecU^. J^'to^eplwitia. ProlonKe'l irreguUr 

renal disease the progress was more slow and the temperature with some morning rises and e g 

r TZ?,S »».otic—i» vxs.rs.jrrs'.-a: 

Patients were admitted bearing ^e yellow label of ‘^ : 8 1 ‘ , 4 d ns f h t ^he e and photophobia; muscular twitching.;: 


Chart 7 (Case 9). 
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Enteric fever, paratyphoid A infection. Acute nepbritis ProlonK©-! irregular 
temperature with some morning rises and oveniog falls. 

their i The following case presents several points of interest: — 

I C . 8K 9 _ H . F., aged 30. almltted April 4th, 1916, from Egypt for 
sions. nephritis History: Illness began in February with headaches, »welj- 
of in? of lees and feet, and fever. Temperature raised on the boat. 


Patients were admitted bearing the yellow label of photophobia; muscular twitchings'; 

“nephritis.” The face, eyelids, and ankles were swollen Condition;^Intense r ^£™ ftUon P T . W 2 °. P. 76. Partial inconti- 
aodhld been in that state for a few days. The unoe wa, urinous^ gi ea . half albumin After t^ ^e p^ed 

normal as regards quantity and absence of albumin. 100 or. of urine containing a trace of. * dba “J“' future ^ith 
Several of these patients had paratyphoid A or R in their 8 j a ted. Rose-red spots, enlarged • t J* diagnosis of enteric 

stools. In some of them it was noticed that the <^ rdl ^ invert^ remiMions^rod ^^P^oio^ai waminStions April 7th: 
area was enlarged, the apex beat displaced outwards, and fever definite*^ (C urine sterile. He ultimately made a 

the cardiac action rapid, especially on examination. Their and on discharge was passing 70 oz. of urine free from 

progress was uneventful and they were soon free of 

”3 gSX* » r.p.,U H i. 5 P«r ;«*■ O' 0» — JSS/Sy™ Ih. 

was retention of urine at the onset of the disease. - typhoid state. It seemed 

_ to be a mixture of 

Chart 6 (Case 7). both conditions. 
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Enteric fever, paratyphoid B. Prolonged irregular temperature, with two recrudescences. Acute nephritis 

The following is an example of a severe case of acute The symptoms are usually 
nephritis (paratyphoid B). backache, and morning pufflnesi 

j*/ / time even after the urine is 

Case 7.—W. D., aged 22, admitted from France, Dec. 4th, 1915, as majority 0 f the vounger men re 
nephritis. History: III four weeks; began with swelling of face; bu / not many are fit for the tn 
parsed a lot of water at first; no headache, no sickness, no sore throat; \ . observation for a 

towels not properly open. Condition : Flushed, dry skin; tongue under care ana ooservation ior a 
white; T. 103° F. (Chart 6); P. 84, dicrotic ; spleen palpable ; a few rose- Other urinary infections are a*> 
red spots on abdomen ; basal bronchitis. Urine 18 oz. in 24 hours ; dark n„ „. 

and smoky, with a brown sediment. Reaction neutral, albumin A ; Pyelitis occurs occasionally ai 
blood cells, blood caste, and epithelial casts. Treatment: Urotropiue B. paratyphosus B was seen in tw 
gr.x. t.d.s. Dec. 18th and Jan. 24th : Albumin a trace, pus cells, and Worster-Drought and Kenned 
caste. Feb. 17th : Albumin a cloud, no casts. Feb. 26th : No albumin, no teresting case of acute urinary in 

_n_ui.i 11C mm Wir R»r>*orinlncrlpa 1 pvami- m. ° _• _ i _ 


reu. iiuu : niuuuuu o . , T.. | bUtcnbllig case ui auuuc uuuai y iuiouuiuu wim 

cast*. Brachial blood pressure, 116 mm. Hg. Bacteriological exami- | There were acute vesical symptoms and 

nations : Dec. 8 th, agglutination+ + +to paratyphoid B; paratyphoid aidns nor svmDtoms of any i: 

B isolated from stools Dec. 16th; from urine Jan. 7th, and similar , were no signs nor symptom* oi auy 

respite OQ other dates. __ alimentary oapaJ - _ 


"condition on admission was very grave; it is difficult 
>o £,ch " ~ 

to be a mixture of 
both conditions. 

But the greater num- 
• her of these patients 
have milder conditions. 

_ There is usually swell- 

j'lijj ing of the face and legs, 

r a small quantity of albu- 

\ V I a r min in the urine, blood 

' ~wrt\l\- lL cells and a few epithelial 

— a - i ; l 1 -in '■[: \: 1 casts. Isolation of para- 

LltNA? fj ; typhoid organisms from 

; j : the urine is infrequent, 

1 ‘ l 1 lT i 1 ' I -. ~ {~H -i— f" - j- hrl-rfe but. the presence of the. 

! - « organisms in the stools 

and the agglutination 
h two recrudescences. Acute nephritis. reaction will decide the 

nature of the infection. 

The symptoms are usually very obstinate, headache, 
backache, and morning puffiness of the eyes lasting a long 
time even after the urine is free from albumin. The 
majority of the younger men return to duty of some sort, 
but not many are fit for the trenches until they have been 
under care and observation for a long time. 

Other urinary infections areas follows :— 

Pyelitis occurs occasionally and pyoqephrosis caused by 
B. paratyphosus B was seen in two cases. 

Worster-Drought and Kennedy 11 have described an in¬ 
teresting case of acute urinary infection with paratyphoid B. 
There were acute vesical symptoms and pyuria. There 
were no signs nor symptoms of any infection of the 
alimentary canal. 


i° Moorhead : Med. Press and Circular, 1916. 


u Brit. Med. Jour., May 6th, 1916. 
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Cystitis is one of the commonest and most lasting of the 
later troubles. It may occur with pyelitis or without it. At 
first there is pyuria and the passage of urine containing the 
paratyphoid organism. Later the Bacillus coli appears and 
swamps the paratyphoid bacillus. Such patients may become 
very obstinate and dangerous carriers. 

The urinary tract seems to be very vulnerable to the 
paratyphoid infections, especially to B. paratyphosus B. It 
is seldom that it is possible to speak warmly about the 
properties of a drug, but in these infections the benefits 
obtained from urotropine are very striking. It is my opinion 
that a routine use of urotropine would be found beneficial 
in all paratyphoid fevers, both for prevention and cure of 
urinary infections. 

V. The 44 Rheumatic ” Type. 

I am using the term 14 rheumatism ” in the popular sense, 
and not aocording to strict medical terminology. In popular 
usage 44 rheumatism ” will describe all forms of inflamed 
painful joints and muscles. 

Apart from the aching backs and legs of which so many 
paratyphoid patients complain, there are a number of con¬ 
ditions to which the term 4 4 rheumatism ” can be applied. 
Articular rheumatism has been observed by several writers. 
Nob6court and Peyre 12 say that it is a common feature in 
paratyphoid fevers, especially in paratyphoid B. Wiltshire 
has drawn attention to arthralgia and myalgia. Among my 
cases there was a surprising amount of 44 rheumatism,” as 
many as 8 per cent, being affected in various ways. 

1. Acute articular rheumatism was seen in a few cases. 

The joints were hot, swollen, and painful; usually there 

was considerable fluidf. The condition was improved by 
aodium salicylate in full doses. In addition to the 
rheumatism some of the signs of an enteric infection 
were present, and there was positive bacteriological evidence. 
In several of these cases there was a history of a previous 
attack of acute rheumatism. 

2. A condition more closely resembling the 44 infective” 
type of arthritis was commoner. 

In more than one case the suspicion of gonorrhoea was 
entertained before it was disproved and the presence of a 
paratyphoid organism discovered. In these cases the knee- 
jOints were particularly affeoted. There were heat, swelling, 
and pain in the joints. The swelling was synovial and 
in the neighbouring tendons and other periarticular tissues. 
It was accompanied by great wasting of muscles. The 
results were unsatisfactory; partial ankylosis occurred in 
two cases, and in others the joint bad to be very gently 
treated for a long time. There was a great tendenoy for the 
Joints to swell again with the least strain on them. 

Many of these joints had previously been damaged at foot¬ 
ball and they became acutely inflamed during paratyphoid 
fever. 

In others the patients came under observation on account 
•of their joints and were found to be infeoted with 
paratyphoid organisms. 

The following two cases are illustrations of these two 
oonditions. Also both suffered from acute iritis in the later 
-stages of the disease. 

Case 10.—L. H.. admitted from Egypt for rheumatism. History *. 
He had swollen painful joints four years before and was In bed seven 
weeks. Rheumatism Is in the family, father and one brother being 
subjects. He landed at Alexandria Nov. 15th, 1915. Admitted to 
hospital for dysentery Dee. 25th, 1915. Acute arthritis of ankles, left 
knee, left wrist, left temporo-mandlbular joint, and both shoulder 
joints set In on Jan. 7th, 1916. A large arthritic and periarthritlc 
effusion developed in and nbout the right knee early in February, 1916. 
The other joints cleared up under full doses of salicylates, but right 
knee remslned in statu quo for many weeks. In May, 1916, he developed 
acute Iritis of left eye. Eventually he did well. B. paratyphosus B 
repeatedly Isolated from stools. 

Case 11.—J. B., admitted from Mediterranean for bronchitis and 
emphysema. On admission both knee-joints swollen and painful; 
-swelling fusiform. Fluid in joints and tissues above and below joint. 
Later he developed double conjunctivitis and iritis. He did not 
respond to salicylates. B. paratyphosus A repeatedly isolated from 
stools. 

3. There is a group of cases which, for want of a better 
term, I have called the “trench-fever type.” This group 
can for convenience be described under the heading ol 
44 rheumatism.” 

Before there were such complete and detailed accounts of 
**trench fever" I bad noted that occasionally painful, tender 
uhins, worse at night, were symptoms of a mild type of 
paratyphoid fever. The onset in these cases was sudden ; 
the temperature was usually not as high as 103 F. They 
were not seen at all frequently until April, 1916. They came 


11 Nobecourt et Peyre: Bull, et Mem. de Soc. Med. des Hdpitaux de 
Paris. 1916, 111, S., xl. 


into hospital with the diagnosis of “ trench fever," and they I 
closely resemble it. They were found bacteriologically to bo | 
paratyphoids. On the other hand, the majority of the I 
“ trench fever " patients gave no bacteriological evidence of 
being paratyphoids. The following cases are examples :— 

Cask 12.—J. P., admitted June 15th. 1916. Labelled “typical trench 
fever, T. 102 4°.” Inocula ions: typhoid, two, October, 1914; T.A.B.. 
two. May, 1916. History: On June 1st sudden onset of shivering, 
headache and legs aching. Temperature, June 15tb, normal; shine 
still tender and p inful at night. B. paratyphosus B repeatedly- 
isolated from stool*. 

Case 13.—W. S., admitted as trench fever May 24th, 1916. In 
hospital since Aprl 17th. Has fever every five days; aohing shins very 
bad at night. B. paratyphosus B isolated from stools. 

Case 14.—F. C. S. admitted as “trench fever" August 27th, 1916. I 
Inoculations: Typhoid, two, June, 1915; T.A.P. two, April, 1916. 
History: Went sick two weeks before; had fainted twice on the 
march. He complained of pain in back and legs and bad headache. 
Condition: T. 102*2°, P. 100; tongue dry, shins very tender; internal 
sa, henous veins thrombosed over the malleolus ; abdomen firm ; some 
possible spots, fading; drowsy. B. paratyphosus A isolated from 
stools. 

The last case was more definitely of a clinical ly enteric type. 

I quote these cases to show that the syndrome of trench 
fever may be associated with a paratyphoid infection. 
Though relatively only a few cases of trench fever will yield 
evidence of paratyphoid infection, it is important to exclude 
paratyphoid in the cases which present the 4 4 trench fever ” 
group of symptoms. For there is evidence to show that the 
two diseases can easily be confused, and it takes time and 
repeated examinations to distinguish them. This type of 
paratyphoid fever did not come under my notice in the earl j 
months of the war, nor did I see any in cases from Gallipoli. 

I am at a loss to explain why this should appear in the 
spring of 1916 and after. The number of cases is too limited 
for any theory to be put forward, but it is worthy of note 
that the nature of paratyphoid fever has changed entirely 
since the triple vaccination became general. Farther than 
that it is impossible to go. 

VI. Diseases of the Respiratory Tract, Bronchitis, 
Pleurisy, and Pneumonia. 

Infections of the respiratory tract are common. In fact, 
Labb6 regards them as the only complications that are 
specific to paratyphoid fever. 

Bronchitis is very commonly present. 

Usually it is only a mild condition, bat there may be 
general bronchitis of a severe type. Minet 18 describes 
8 cases of severe bronchitis occurring as the first evidence of 
the disease; of these 6 were paratyphoid B and 2 were 
paratyphoid A. Other observers have made similar records. 

The onset in these oases is sudden, often with a rigor, and 
the patient is more ill than the physical signs in the ohest 
would indicate. In a few days the clinical features of 
enteric fever and the bacteriological tests will settle the 
diagnosis. 

Pleurisy is far from uncommon in paratyphoid fever. 

It may be qnite trivial and pass away in a few days or it 
may be the starting-point or accompaniment of pneumonia. 

A very acute pleuro-pneumonia may follow rapidly on a 
pleural friction, or a collection of fluid may appear in a few 
hours. The fluid may be sterile or it may be pnrnlent, the 
pyogenic organism usually being the pneumococcus. 

The character of the pleural fluid in sero-fibrinons pleurisy 
can vary considerably, and the results of the cell counts are 
puzzling. In some effusions the count showed an excess of 
polynudear leucocytes over the lymphocytes ; in a small 
number the reverse was the case. Labb4 mentions cases of 
Bero-flbrinous pleurisy with an excess of polynuclear cells in 
the fluid. On the other hand, Nobecourt and Peyre report a 
case of sero-flbrinous pleurisy of the lymphocytic type. 
Rathery and his colleagues describe both varieties occurring 
in paratyphoid B fever, but in their one case of lymphocytic 
pleural effusion there was a history of death from tuberculous 
meningitis 7$ months later. 

When organisms are isolated from the pleural fluid they 
are found to be of the pyogenic varieties, most commonly 
the pneumococcus, and the effusion becomes purulent. 

The two cases described below illustrate the features of 
the lymphocytic pleural effusions. The relationship between m 
paratyphoid infections and possible tuberculosis will be 
considered later. 

Case 15.— A.S.. admitted for pneumonia. The illness started with a 
rigor. On admission pleural friction with Impaired resonance and 
diminished breath sounds at right base and axilla. In 48 hours signs of 
fluid very definite and heart displaced outwards. Cl°ar fluid was with¬ 
drawn by aspiration, which was sterile and showed a large excess of 
lymphocytes. B. paratyphosus B repeatedly Isolated from stools. 


u Minet: Bull, et Mem. de Soc. M64. des Hdpitaux de Pails, 1915. 
lit. 8., xxxlx. 
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Tnere was nothing in the history, the signs, or the 
snbseqnent course to suggest the presence of tuberculosis. 

Cxsk 16.—E. B., admitted for dysentery, from which he was con¬ 
valescent. The day before admission he had pain in right Bide and 
<hi<reriag. He was cold, blue, and collapsed. The signs were those of 
pleurisy and consolidation of right lowest lobe. In three days there 
was a large effusion which was aspirated then and on three subsequent 
occasions. He ultimately did well. 

The fluid on &11 occasions was clear, sterile, and showed an 
excess of lymphocytes. No tubercle bacilli found in sputum 
but radiogram showed opaque glands at roots of lungs with 
radiating bands of fibrous tissue in lung. B. pa rat yph ox us A 
present in stools. 

As has been mentioned, a pneumococcal empyema may 
occur during paratyphoid fever. The following case is an 
example, and it further illustrates a condition of partial 
consolidation of the upper lobe, which gives rise to signs 
similar to those of pulmonary tuberculosis. 

CisE 17.—C. B., admitted with diagnosis “pulmonary tubereu 
Illness began in Franco with broncho-pncuinonla'Feb. 25th, 
1916. Admitted M*rch 16th, 1916. The signs were those of dry 
pleurisy over right lowest lobe. Upper lobes on both sides, back and 
front, presented signs suggestive of pulmonary tuberculosis. Per 

• ussion note impaired ; tactile vocal fremitus increased ; breath 
sounds high-pitched, with lengthened expiration ; vocal resonance 
increased in pitch and intensity, and whispered voice was conducted 

• •utside bronchial area. In addition line rales heard both front and 
l«ack. A pneumococcal empyema developed and was treated surgi¬ 
cally. Several small crops of spots occurred at different times ; spleen 
palpable. B. paratyphosus . I and B isolated from stools. 

Repeated examinations of the sputum for tubercle bacilli 
were negative. After the empyema^ had been drained the 
signs in the upper lobes passed off and on discharge it was 
impossible to detect anything abnormal. He left the hospital 
loosing the picture of health. 

.Lobar and broncho-pneumonia are seen in paratyphoid 
fever. 

They are seen either as the initial condition or occurring 
at any time in the course of the disease. In any case the 
occurrence of pneumonia is a very serious feature, and the 
prognosis is bad. There is a tendency for broncho-pneumonia 
to be of the “ creeping ’ variety. As one consolidated area 
begins to resolve a neighbouring unaffected area becomes 
solid. In some of these cases hyperpyrexia has been seen 
and commonly very excessive sweating occurs. 

Ia a case recently seen left basal pleuro pneumonia began with a 
rigor and an attack of diarrhoea. Gradual^, catarrhal signs and signs 
ofconBolidation spread over both lungs. After eight days diarrhoea 
started again ; spots of the paratyphoid variety came out on the ab.io- 
men. and the spleen was palpable. The temperature was above 104° F. 
for two weeks, and gradually rose to 107°, when the patient died. 

The paratyphoid bacilli apparently do not attack the lungs 
and pleura tn era selves. Lab be, however, mentions a case of 
abscess of the lung, from the pus of which B. paratyphosus B 
was isolated. Apart from this rather special case, I cannot 
find a recorded instance of paratyphoid bacilli being found 
in pleural fluid ante mortem, nor in the lungs post mortem. 
I can only think that if these organisms do attack the lungs 
and pleura it must be but rarely. 

It is interesting to note that many patients suffering from 
wounds of the chest and hemothorax became infected with 
paratyphoid organisms. These wounds were important 
predisposing factors. 

The relationship of paratyphoid infections to tubereulosi i 
has been mentioned in the descriptions of the last three 
cases. 

If a lymphocytic plenral effusion is to be regarded as a 
sign of tuberculosis and of nothing else, it would appear 
from the consideration of my cases and those described by 
others, that the power of paratyphoid infections to activate 
latent tuberculosis is great. Rathery’s one case in which a 
fatal termination was due to tuberculous meningitis is very 
suggestive. 

In the second of my cases described I have a strong 
suspicion that there was underlying tuberculosis. In the 
other case, however, there was no indication of tuberculosis. 
I am, however, inclined to the opinion that the lymphocytic 
effusions which have been seen in paratyphoid affections 
are really evidence of tuberculosis stirred to activity by the 
paratyphoid infection. 

Pulmonary tuberculosis may reveal itself during the acute 
stage of paratyphoid fever. More commonly it occurs during 
the stage of convalescence. In such patients there may be a 
history of some former chest trouble which would cause a 
suspicion of tuberculosis. 

On the other hand, there mav be well-grounded suspicion of 
pulmonary tuberculosis, which events fail to prove, as in the 
case of empyema just quoted. In that case I was convinced 
for some days that there was pulmonary tuberculosis, but 
eventually the diagnosis had to be given up. I learn with 
interest that Rathery and bis oolleagaes had difficulties of 


the same kind, and in the end gave up the diagnosis of pul¬ 
monary tuberculosis on the signs found in the upper lobes 
in these cases. 

The paratyphoid organisms can also rouse latent tubercu¬ 
losis in other parts of the body. During convalescence from 
a mild attack of paratyphoid A fever one patient developed 
a rapidly progressive tuberculous peritonitis, which was 
arrested only after prolonged treatment. 

VII. The Influenzal Type. 

Influenza and paratyphoid fever have much in common. 
Not only do both diseases appear in divers forms, but para¬ 
typhoid fever can imitate the forms of influenza so closely 
that at the onset of the fever it may be impossible to dis¬ 
tinguish between the two conditions. Later, in the course 
of paratyphoid fever, we may expect to find some of the 
signs that point to an enteric infection, but they do not 
always appear, and the diagnosis is made by the bacterio¬ 
logist on nothing more than the suspicions of the clinician. 

Paratyphoid fever may simulate three different forms of 
influenza. 

1. Respiratory form .—The onset is sudden with rhinitis, 
pharyngitis, and often laryngitis. The catarrhal condition 
may travel downwards and affect the trachea and bronohi. 
There is a moderate amount of fever and a slow pulse: 
frequently there is copious sweating. Towards the end of 
the first week more definite indications of enteric fever may 
be present. Stolkiml lays stress on the prevalence of this 
form of infection, and undoubtedly there are plenty of 
examples to be seen. 

2. The gustro-intestinal form .—In this variety the onset is 
sudden and accompanied by nausea, vomiting, abdominal 
pain, and diarrhoea. The condition of the patient maybe 
very serious and fatal cases are reported. In time the 
characteristics of enteric fever may appear and the real 
cause of the condition can be investigated. Post-mortem 
examinations in such cases have revealed an intense gastro¬ 
intestinal inflammation withont ulceration of lymphatic 
tissue. 

3. The nervous infuenzal form also occurs but is uncommon. 
As in the others, the onset is sudden with intense headache, 
irritability, and depression. In one patient who began with 
these symptoms, paratyphoid A and B organisms were 
found in the stools. Later he bad a relapse which was 
purely of the enteric fever type. 

These influenzal conditions are not likely to be sus¬ 
pected of being paratyphoid conditions, unless there are 
a good many known paratyphoid patients under observa¬ 
tion at the same time. An individual case of this kind 
would probably escape detection unless the symptoms 
became very suggestive of enteric fever. But when one 
hears of small epidemics of gastro-intestinal influenza 
occurring in a town the suspicion should always arise 
concerning the nature of the infection, and it is highly 
desirable that paratyphoid infections should be proved or 
excluded. Most important of all, the manner of the origin 
and spread of the infection shonld be determined. 

VIII. The Septicemic Type. 

There is little to be said of this type. 

It is seen most commonlv in patients who die early in the 
disease. Postmortem no local lesions are found, but only 
the signs of an acute septicaemia. In some of the moat 
virulent cases gangrene of the extremities sets in and pro¬ 
gresses rapidly until the patient dies. 

Job and Ballet describe three cases of death from para¬ 
typhoid fever (2 A, 1 B), in which the post-mortem findings 
were not distinctive of anything but septicaemia. Sawaaaz! 
also describes similar cases occurring in Japan. 

Varied Clinical Manifestations of Paratyphoid 
Infections. 

This concludes my description of the various clinical types 
of paratyphoid fever. It would not be difficult to add other 
varieties, and if, as is probable, I have omitted some forms 
that have occurred in the experience of other observers, I 
wish it to be remembered that this account, faulty and 
inadequate as it is, is only the aoconnt of what I personally 
have seen. It can be added later to the accounts given by 
others to help in making up the sum total of our clinioal 
knowledge of paratyphoid fever. 

It is obvious that the paratyphoid organisms can be 
protean in their clinical appearances. Paratyphoid fever may 
be regarded as a great imitator of other diseases. It may be 
like typhoid fever, like dysentery, like influenza. Ac. Bet 
that is hardly the logical way of looking at it. It oan cause 
infections and inflammations of so many systems of the 
Y 2 





832 Tab Lancet,] DR. GRACE BRISCOE: THE LEUCOCYTES IN CASES OF IRRITABLE HEART. [June 2,1917 


body that it is bound to resemble at one time this, and at 
another time another infective disease which we have come 
to regard as having a special morbid affinity for a particular 
system of the body. 

Further, it has the quality in certain individuals of being 
able to call into activity diseases which were lying latent. 
Thus examples of rheumatic fever in the rheumatic subject, 
consumption in the patient who has arrested tuberculosis 
can be found in plenty. The relationship to malaria is 
peculiarly close. It is well known that any pyrexial con¬ 
dition occurring in the malarial subject will make the patient 
behave in the malarial fashion to a certain extent. But 
paratyphoid fever will bring on an attack that is malarial 
exactly. Further, the manner of onset in some cases of 
paratyphoid fever is very difficult to distinguish at first from 
malaria on clinical grounds. 

There is a danger, that is clear to all, in such an examina¬ 
tion as this that an obsession of paratyphoid infection might 
occupy the mind to the exclusion of all sense of proportion. 
I trust that I have steered clear of this danger in describing 
these forms of paratyphoid infections. But I do wish to 
emphasise my opinion that the infections by paratyphoid 
organisms are very widespread and may take a very great 
number of forms. It is not necessary to suspect paratyphoid 
fever in every case of unexplained pyrexia unless there are 
some definite clinical reasons for doing so. On the other 
hand, it is obvious that the question of paratyphoid infec¬ 
tions will have to be considered much more seriously in the 
future than in the past, when epidemics of influenza and 
gastro-intestinal catarrh occur. 

The infectivity of paratyphoid fever is very great and the 
amount of infecting material will certainly increase. It will 
be necessary for the strictest hygienic rules to be enforced 
in dealing with known cases, but as all the infective cases 
cannot possibly be known it is incumbent upon the com¬ 
munity to protect itself by inoculation. But I can refer to 
this subject more conveniently later. 


THE LEUCOCYTES IN CASES OF 
IRRITABLE HEART. 

By GRACE BRISCOE, M.B., B.S. Lond. 

(A Report to the Medical Research Committee.') 

This investigation was undertaken with the object of 
determining what changes, if any, are present in the white 
blood cells in cases of “ irritable heart.” All the patients 
investigated were soldiers admitted to the Mount Vernon 
Military Hospital suffering from the symptoms associated 
with the above condition—viz., breathlessness or palpitation 
on slight exertion, faintness, giddiness, praecordial pain, and 
general lassitude. Preliminary counts had shown that in 
some cases the number of non-granular cells in the capillary 
blood was considerably greater than normal both absolutely 
and relatively to the granular cells. Further investigation was 
undertaken to decide if this change was constant, and if it 
could be regarded as of value in diagnosis and prognosis. 

The blood was obtained from the ear. The lobe of the 
ear was washed in absolute alcohol, the first drop of blood 
wiped away, the second drop which oozed out was used to 
make the film for the differential count. Blood was then 
taken for the total leucocyte count, Thoma’s haemocytometer 
being used. Acetic acid 05 per cent, with methyl green was 
employed as a diluent. An average of 400 to ’500 cells was 
counted. For the differential count dried films were stained 
either by Leishman’s or Giemsa’s methods. A wet method 
described in the addendum was also employed. 

The differential count .—The classification given by Cabot 
in Osier and McCrae’s “ System of Medicine,” 1915, was 
followed. Granular cells: 1. Finely granular neutrophil 
cells or polymorphonuclears. 2. Coarsely granular cells 
or eosinophils. 3. Basophils or mast cells. Non-granular 
cells: 4. Lymphocytes. The large and small forms were 
counted separately, but in the tables only the total numbers 
of lymphocytes are given. 5. Large mononuclear cells. 

There was some difficulty in distinguishing between the 
la9t two classes. The first counts from these patients 
showed a large number of cells which possessed a deeply 
indented nucleus, but the protoplasm was not relatively 
abundaut, and “ azur granules ” were present in manv cases. 
These cells amounted at times to more than half the total 
number of non-granular cells, and seemed to form a transi¬ 


tional class between the large lymphocytes and the large 
mononuclear or “ hyaline ” cells. The rule was adopted of 
classifying such celis among the lymphocytes, even if the 
nucleus was deeply indented, unless the nucleus occupied 
an area less than half of the cell. With this method of 
classification the count of large mononuclear cells fell in 
nearly every case within normal limits (1-4 per cent). In 
the wet counting method the large mononuclears are easily 
distinguished from the lymphocytes, and the parallel counts 
in dry and wet films showed approximately the same 
percentages. 

(ft) The margin of error .—The probable margin of error in 
the differential count is noticed further in the addendum. 
The importance of this will be seen later when the question 
of diagnosis is discussed. In a differential count of 400 cells 
the probable margin of error is considered to be 4 per cent. 
For the purpose of diagnosis a rise or fall of more than 8 per 
cent, in the lymphocyte count (400 cells counted) in blood 
taken at different times is considered to be outside the 
probable margin of error, and to indicate a real change 
in the proportions of the white cells circulating in the 
peripheral blood. 

Comparison of variability of total and differential counts in 
cases of ‘ ‘ irritable heart ” with those of controls. —(a) Total 
leucocyte counts .—The total number of leucocytes in these 
cases is considerably higher than in normal individuals. 

Ninety-three counts were carried out on 34 patients and 32 
counts on 9 controls. The controls consisted of 3 medical men, 
3 patients who had been sent to the hospital, but did not 
show any symptoms of ‘ irritable heart,” and 3 women. The 
times at which the counts were made were approximately 
the same, both in the case of patients and controls—viz., 
between 10 and 12 in the morning. Counts taken immediately 
after exercise are included in both sets. 

Table I. is a general statement of all the counts made in 
patients and controls. The figure in each division of 
Column A represents the number of total counts which fell 
within certain limits, the letters in Column B the patients 
or controls on whom these counts were carried out, each 
letter representing a patient or control—e.g., of the counts 
which fell between 17,000 and 18,000 per c.mm., two were 
carried out on Patient I and one each on Patients M and R. 


Table I .—Total Leucocyte Counts. 




Patients. 


Controls. 

per 

c.mm 

Col. A- 
No.of 
counts. 

Col. B- 
No. of patients. 

Col. A.- 
No. of 
counts. 

Col. B.— 

No. of individuals. 

5,000 

_ 

— 

5 

n.q.www. 

6,000 

4 

P.T.T.l. 

6 

n,qqq,s,w. 

7,000 

6 

S 8. T,P,b,i. 

7 

n,o,p,r.s,ww. 

8,000 

7 

C,D,G,I,T,X,e. 

12 

mm,oi>,pp,rr,s,v, 

ww. 

9,000 

13 

KE,H.N,0.0,0,T,UU, 

L.S.d. 

1 

q- 

10,000 

14 

B.G.l I.P.R.T.H.QQ, 

1 

m. 

11,000 

7 

A,N,H,oliu,g. 

_ 

_ 

12,000 

8 i 

I,I,Q.T.Y,J,Z.c. 

— 

— 

13,000 

7 1 

L.K, N.Z.c.L.L. 

_ 

— 

14,000 

6 

H,T.K,M,W,f. 

_ 

— 

15,000 

4 

H.U.cc. 

— 

— 

16.000 

6 

B.H.J.L.W W 

_ 

— 

17,000 

4 

I I.M R, 

_ 

— 

18,000 

4 

G.M.T.c. 

_ 

— 

19,000 

— 

— 

_ 

— 

20,000 

2 

H, K 

_ 

— 

21,000 

_ 

— 

_ 

— 

22,000 

— 

— 

— 

— 

23,000 

1 

J 

_ 

— 

24,000 

— 

l 

— 

— 

- 

93 counts. 

i 

34 patients. 

32 counts. 

I 1 

9 individuals. 


The average total count of the patients was 12,100 cells 
per c.mm. (lowest 6S00, highest 23,800). The average of the 
controls was 7400 per c.mm. (lowest 5000, highest 10,040). 

The degree of leucocytosis in these patients appears to be 
directly proportional to the amount of exercise taken before 
the count is made, other factors, such as food, being the 
same. Of 38 counts made while the patient was in bed or 
after he had beeu lying on his bed for an hour, the average was 
10,600 per c.mm. (lowest 6800, highest 16,800). Of 31 counts 
on these patients walking about in the ordinary way, the 
average was 12,700 per c.mm. (lowest 7100, highest 18,200}. 
Of 17 counts made immediately after a staircase exercise, 
the average was 15.000 per c.mm. (lowest 8700, highest 
23,800). In 7 controls the average count after rest was 
7100 per c.mm. (lowest 5700. highest 8400); the average after 
a staircase exercise was 8200 per c.mm. (lowest 6200, highest 
10,040). 
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(b) The differential count. —The diurnal variation of the 
leucocytes, even in normal individuals, is considerable. It 
has been ascribed to such factors as fatigue, exercise, 
food, &. c. The time of day, therefore, at which a differential 
count is made becomes important. 

Four-hourly differential counts showed that the diurnal 
variation in cases of “ irritable heart 1 ’ is greater than in 
normal individuals and that a high lymphocyte count is 
very common. Differences of over 20 per cent, in the lympho¬ 
cyte counts in the four-hourly intervals were frequently met 
with. Table II. is a general statement of the polynuclear 
percentages in the differential counts made on the first 
50 patients examined and of 73 counts on 12 controls. The 
controls were 4 medical men, 4 soldier patients with no 
symptoms of “ irritable heart,” and 4 women. All the 
counts are given irrespective of time, exercise, or food, 
both in the case of patients and controls. 


Table II. — Numbers of Polynuclear Counts falling within 
Indicated Percentages. 


- 

202 

25 2 

302. 352 

402 : 

45 2 502 552 602 652 702 

Total 
counts. 1 

12 controls... ... 


— 

— ' — 

- 

1 12 28 23 7 2 

73 

50 patients. 

Class A — 25 

2 

1 — 

5 16 

36 

41 47 55 28 16 5 

1 

251 

patients. 

Class B —25 

1 


3 6 

20 

31 22 24 12 4 5 

128 

patients. 

1 

— 

2 10 

16 

10 25 31 16 12 - 

123 


Class A the largest number of counts (24 per cent.) fell 
between 45 per cent, and 50 per cent., while in Class B the 
largest number (25 per cent.) fell between 55 per cent, and 
GO per cent.—i.e., the same division which holds the largest 
number of control counts. 

Diwrnal variation in normals and patients. —Two con¬ 
stant factors emerge from a study of the differential counts 
at different times of the day. 

Table III.— Diurnal Variation of the Leucocytes : Polynuclear 
Percentages. 


Patients. 


Controls. 


6-8 A. M. 

10-12 A.M. 

6-8 A M. 

10-12 A.M 

No. 1 

422 

... 642 

No. 5 

442 

... 542 


40 „ 

... 59 „ 


36 „ 

... 63 „ 


55 „ 

... — 


39 „ 

... 51 „ 





38,. 

... 58,. 

No. 2 

42.. 

... 50 „ 


43 „ 

... 68 „ 


50 „ 

... 46 „ 



... 56 ,, 


61 „ 

... — 

No. 6 

47 „ 

... 65 „ 





44 ,, 

... 56 „ 

No. 3 

47 „ 
50., 
58 „ 

... 62 „ 


46 „ 
51 „ 
49 „ 

... 55 „ 

... 59 „ 

... 54 „ 

... 63 „ 

No. 4 

34.. 

20., 
41 

... 53 „ 

... 36,, 

No. 7 

40.. 

42.. 
51 „ 

... 60 „ 

... 41 „ 


25 counts. 21 counts* 


Average Average 
44-4 2 55-2?. 


6-8a.m. 10-12 a.m. 


No. 1 

562 

... 672 

No. 2 

55 „ 

... 62 


51 .. 

... 63 ,. 


52 ., 

_ — 


52 „ 

... — 


51 „ 

... 65,. 

No. 3 

53., 

... 66,. 


53 „ 

... 64 „ 


53 „ 

... 64 „ 


— 

... 65 „ 


— 

... 63 

No. 4 

57 „ 

... 61 „ 


10 counts. 10 counts. 
Average Average 
53-32 642 


In Table II. the figures in the horizontal lines indicate the 
number of counts in which the percentage of polynuclears 
fell within the percentage limits indicated by the vertical 
divisions. Chart I. shows the same results in a graphic 
form, given in percentages—e.g., 38 per cent, of the control 
counts fell between 55 per cent, and 60 per cent. The 50 
patients may be divided clinically into two classes: (a) 
symptoms were noted prior to enlistment (such as shortness 
of breath and inability to play games) ; (l>) symptoms deve¬ 
loped during training or after service abroad/ The third and 
fourth lines in Table II. and corresponding diagrams in 
Chart I. give the figures resulting from this classification. 

The polynu- 

^ ^ Chart I. — Polynuclear Percentages. 


clear percentages 
a lone are given in 
Tables II., III., 
and V., partly 
because there is 
a smaller error 
in dealing with 
larger percent¬ 
ages, partly be¬ 
cause there is no 
difficulty in the 
classification of 
the polynuclear 
cells. Only one 
case showed a 
moderate eosino- 
phi lia (8-14 per 
cent.), the baso¬ 
phils wereal ways 
below 2 per cent., 
usually below 1 
per cent. In the 
two low counts 
appearing in the 
division 20 per 
cent, to 25 per 
cent., one had an 
eosinophil count 
of 9-6 per cent, 
and the other 
of 2-5 per cent. 

The percentage 

of non-granular cells in the first was 69 and in the second 78. 
Therefore the polynuclear percentage may be considered a 
fair inverse index of the number of non-granular cells 
present. 

It will be noted that in the controls 70 per cent, of the 
whole series fell between 55 per cent, and 65 per cent., and 
the largest number (39 per cent.) in any single division, 
between 55 per cent, and 60 per cent. (Only one polynuclear 
connt in the controls fell below 50 per cent., and this 
occurred in a patient who had no symptoms of “ irritable 
heart,” but who had recently suffered from an attack of 
malaria.) In the patients, however, 41 per cent, of the 
counts fell between 50 per cent, and 60 per cent., and only 
22 per cent, between 55 per cent, and 60 per cent. In 


Both in controls and patients the polynuclear percentage 
is lowest between 6 ana 8 a.M., and highest between 10 and 
12 a.m. The average variation in both cases is about 10 per 
cent., but in the patients the polynuclear count is on a lower 
level at both times of the day, and the individual variations 
are much greater than in the controls. It will be noted 
that counts made on the same control at the same time on 
different days show very little variation. The controls con¬ 
sisted of two medical men and two women. The counts on 
the controls were made by four different observers, so that 
personal bias can be eliminated. No observations on the 
I total count were made between 6 and 8 a.m., bo that the abso¬ 
lute numbers 



at that time and 
at the middle of 
40% the morning can¬ 
not be compared. 
(Table III.) 

H. G. Ward,’ 
in a study of the 
hourly ’varia- 
tions in the cells, 
30 « found that the 
polynuclears 
were highest 
between 6 and 
8 a.m., and lowest 
about midnight. 
20°/ On the other 
hand, A. G. 
Phear* states 
that the percent¬ 
age of polynu¬ 
clears is lowest 
, in the early 
10% morning before 
breakfast. In 
ten observations 
on the same indi- 
vidual before 
breakfast he 
found an average 
percentage of 50 
polynuclears 
(smallest per¬ 
centage 47, largest percentage 54). The observations here 
recorded are in agreement with those of the last-named 
author. 

Effect of rest in bed. —The moderate leucocytosis which 
these patients with “ irritable heart” present when they are 
up and walking about, is not apparent when they are kept 
in bed. 

Three patients w r ho showed characteristic symptoms were 
put to bed for three days and then allowed to get up. The 
total count was estimated at 11 each morning, and differential 
counts were made every four hours. 

Case 1 and Case 2 were kept on ordinary diet throughout. 
The differential count was of the same type whether in bed 
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it up —1 , . . 

moderately high count at 11 in the morning. 

The third case was kept on a milk diet while in bed and 
on ordinary diet when up. The differential count showed 
a steady rise in lymphocytes on the bed and milk regime, 

Table IV.— Total Leucocytes. 


_ i 


In bed. 


Up. 


1st day. 

2nd day. 

3rd day. 

1st day. 

| 2nd day. 

Case 1 ... | 

12,600 

10,000 

8,700 

17,900 

| 17,200 

Case 2 ... 1 

11,800 

9,100 

10,600 

16,200 

! 15,400 

Case 3 ... j 

— 

— 

8,700 

— 

1 18,000 


but the usual big variations between the granular and 
non-granular cells occurred when the patient resumed his 
ordinary life. 

Effect of massage .—Three patients were given general 
massage, one for 20 minutes, the other two for 1 hour each. 
Very little difference was observed either in the total or 
differential counts taken before and after the massage. 

Table V. 


j 

Length of 
, Massage. 

Total counts. 

Polynuclear % counts 


Before. 

After. 

Before. 

After. 

Case 1 ... 

| 20 min. 

6,800 

7,200 

607. 

62% 

Case 2 ... 

1 1 hour. 

10,000 

10,600 

51% 

52% 

Case 3 ... 

j 1 hour. 

13,000 

13,700 

56% 

56% 


Table VI.— Patients. 


Effect of exercise .—As the majority of patients showed 
symptoms of distress on exertion a test exercise was devised 
to see if these symptoms could be correlated to any change 
in the blood. 

The test was carried out as follows. The patient was told 
to lie on his bed for one hour before ooming to the laboratory, 
the ward and laboratory being on the same floor. Blood was 
taken for a differential count and a total leucocyte count. 
Then the patient was told to go down to the ground floor and 
back again 10 times at a sharp walk. This involved for each 
round the descent of two flights of stairs of 30 steps each, walk¬ 
ing along the length of a corridor, the ascent of two corre¬ 
sponding flights of stairs, and along another corridor to the 
laboratory. The patients were watched and stopped if distress 
became evident. Some of the men were unable to carry out 
the complete test. A unit of exercise represents the ascent 
of one flight of 30 steps—i.e., a complete round was counted 
as 2 units of exercise. The amount of exercise in each case 
is given in the table, and the time taken over the exercise is 
noted. Blood was taken again for differential and total 
counts as soon as the exercise was finished, usually within 
two minutes of completing the test. The patient then had 
to lie on his bed for about an hour, and at the end of this 
period blood was taken again. 

Muscular exercise is known to increase the number of 
leucocytes circulating in the peripheral blood, so it is im¬ 
portant to note the degree of leucocytosis occurring in normal 
individuals as the result of the moderate exercise involved in 
the staircase test. The test was carried out on 7 controls in 
the same way as on the patients, except that Nos. 1 to 5 were 
sitting instead of lying clown during the rest periods. Nos. 1 
and 2 were medical men, Nos. 3, 4, and 5 were women, Nos. 6 
and 7 patients admitted to the hospital for “ irritable heart,” 
bat who did not show the typical symptoms on examination. 
No. 7 had recently suffered from an attack of malaria. 

Table VI. gives the results of 14 observations in 13 patients, 
and Table VII. the results of 7 observations in 7 controls. 
The first test exercise was carried ou b by Captain Lyn Di mond, 
R.A.M.C., and the results of his observations are given under 
No. 5 in Table 
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Differential. 


| ! 


a > aS ? 


Total 



Date of 
and wei 
treatnn 

3 £ 

— ' 41 

3 © 

a! 

o 

cells 

per c. mm. 

Poly- 

nuclears 

Lympho 

cytes. 

Eosino¬ 

phils. 

Large 

mono¬ 

nuclears, 

6 JS 

S3 

P3 Pk 

1 .- 

22/8/16 

If 

10 

A. 17,600 

A. 45 5 

45-75 

60 

1-25 

1-5 

Ch. 

4 th. 


min. 

B. 18,000 

B. 41-5 

48-5 

5-25 

2-25 

2-5 




C. 14,600 

C. 56 0 

36-5 

4-25 

1*5 

1 75 

2.- 

31 8 16 

8 

10 

A. 17,600 

A. 55*5 

39-75 

2-75 

1-75 

0-25 

Br. 

4th. 


min. 

B. 20,200 

B. 6V75 

32 75 

275 

3-0 

0-75 


1 

1 

C. 10,300 

C. 53 25 41-5 

2-5 

1-75 

10 

3.- 

25 8 16 

, 

20 

20 

A. 14,500 

A. 60 75 34-25 

1-25 

35 

0 25 

He. 

2nd. 

1 

| min. 

B. 20,600 

B. 49-25 

44-0 

1*0 

4-5 

1*25 



C. 13,600 

C. 73 0 

240 

20 

1*0 

— 

4.— 

i 19 16 

14 

10 

j A. 12,900 

A. 47 0 

47-75 

j 2-5 

2*25 

j 0-5 

Q. 

| 5th 


min. 

! B. 23,800 

B. 46-75, 51-0 

1-25 

i 0-75 

! 0 25 



| C. 16.800 

C. 66-5 

29-25 

1 2 75 ; 
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7,8/16 

10 

j 15 

! A. 9,100 

A. 56*5 

370 
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i 0 25 


T. 
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B. 

15,000 

B. 
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325 

05 





0. 

9,500 

C. 

60-75 33-25 
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2-25 

6.- 
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10 

8 
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13,400 
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46"25 45-5 
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Table VII. 

-Controls. 
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A. 
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L. 



mtn. 
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B. 
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B. 
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3-75 
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B. 
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** Not counted. 


VT. Line A 
refers to the 
count taken 
after rest and 
immed iately 
before exercise, 
Line B to the 
coant immedi¬ 
ately after ex¬ 
ercise, and Line 
C to the count 
taken after the 
teoond period of 
rest. Chart II. 
gives the results 
of the total leu¬ 
cocyte counts 
in a graphic 
form. 


Chart II. 
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Total leucocyte counts. 


In each chain of three, the dots Indicate: (l) Before exercise: (2) after 
exercise; (3) after rest 1 to li hours. 


It will be noted 
that the first 
two patients do 
not show a big 
rise in leuco¬ 
cytes after exor¬ 
cise, thongh the 
levels of the 
counts are high, 
but they do 
show a fairly 
large fall after 
rest. These two 
men did not 
have the pre¬ 
liminary hours’ 
rest, but were 
walking about 
the wards. 
Therefore the 
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numbers given in Line C probably represent their leuco¬ 
cyte counts at rest more accurately than the numbers in 
Line A. It was after these two estimations had been made 
that the preliminary hour’s rest was adopted in the test. 

The average total count before exercise is 11,555, the 
average after exercise is 15,400. The average rise is therefore 
33*6 per cent. If the first two men are omitted for the reason 
given above, the average rise is 40 4 per cent. The maximum 
individual rise is 84 per cent. 

The average count in the controls before exercise was 
7100 per c.mm., after exercise 8200, an average rise of 15-4 per 
cent. 

Estimations of the leucocyte rise in normals after muscular 
exercise by other observers all refer to much more strenuous 
exercise than the staircase test. For instance, P. B. Hawk* 
estimated the total leucocyte counts before and after athletic 
competitions and training races. The exercise varied from 
a 100-yards sprint to a two-mile run. He found an average 
increase of 57 per cent., the maximum individual increase 
being 104*4 per cent, after three minutes’ water polo. Hawk 
quotes the work of Willebrand, 4 who employed 12 athletic 
young men for his test. He gave them gymnastic exercises 
for 10 minutes, and did blood counts before exercise, imme¬ 
diately after, and again 1 to 1A hours after. He found an 
increase in the leucocytes varying from 19 2 to 96*9 per cent., 
the average being 47 per cent. Neither of these observers 
appears to have done differential counts. Larrabee -5 also 
estimated the rise in leucocytes in four cases after a road race 
of 25 miles. The leucooytosis varied from 14,400 to 22,200 
per c.mm. 

Effect of exercise on the differential count .—The most con¬ 
stant change observed in the differential count was a rise in 
the lymphocytes immediately after exercise, and a fall of the 
same after a rest. 

Ten cases showed a rise in the percentage of lymphocytes 
after exercise, one case showed a fall of lymphocytes of 

7 per cent., three cases showed no change (1 per cent, or less). 
Of these three cases, two showed a fall of lymphocytes after 
rest; the remaining case was not counted for the third time. 
Only one case, therefore, differed from the general type—i.e., 
a rise of lymphocytes after exercise, a fall after rest. Some 
of the differences were small enough to come within the 
margin of error. Assuming that a rise or fall of more than 

8 per cent, is outside the limits of error and therefore repre¬ 
sents a real change in the composition of the blood, we find 
that five "cases show changes within 8 per cent., eight cases 
3how changes of the usual type of over 8 per cent, (maximum 
change 23*75 per cent.), one case shows a change of the 
opposite type (i.e., 7 per cent, fall of lymphocytes after 
exercise and a rise of 8*75 per cent, after rest). In four of 
the cases the percentage lymphocyte count rose above the 
polynuclear percentage after the exercise, the lymphocyte 
counts being 51,52*25, 48*5, and 57*5 per cent. 

Absolute Numbers of Leucocytes Before and After Exercise. 

Table VIII.— Patients. 
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Table IX.— Controls. 
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In the controls five showed a rise of lymphocytes after the 
exercise, two showed no change. In none of the controls 
was the variation greater than 7 per cent. Assuming, as 
before, that a rise or fall of less than 8 per cent, comes within 
the margin of error, it is difficult to say that there is any 
definite change in the proportions of the different cells after 
exercise. 

Observations carried out by Captain Lyn Dimond showed 
approximately the same results. He made 11 observations on 
six patients before and after a staircase exercise. The total 
counts were not estimated. The differential counts showed 
that in nine observations there was a rise in the percentage 
of lymphocytes after exercise, in one observation there was 
no change, m the remaining case there was a fall of 11*5 per 
cent, in the lymphocytes. Of the nine observations showing 
a rise in lymphocytes, five gave a rise of 8 per cent, or over 
(maximum 14*5 per cent.), four gave a rise of less than 8 per 
cent. (2-5 to 5*5 percent.). 

As it has been demonstrated that all the cases show a rise 
in total leucocytes after exercise, and at the same time a 
majority show a percentage rise in lymphocytes, it follows 
that the increase in the number of white cells is largely com¬ 
posed of lymphocytes. Tables VIII. and IX. give the absolute 
numbers of the different cells in patients and controls in the 
exercise test. Basophils are omitted as the numbers are too 
small to be of any value. Taking the average of all the cases, 
the rise in polynuclears after exercise is 24 per cent., but the 
rise in lymphocytes is 48 per cent. Eosinophils and large 
mononuclears are both slightly increased in number after 
exercise, so that the leucocytosis is a mixed one, but the 
lymphocytes form the chief' part of the increase. In the 
controls the rise in polynuclears after exercise is 13 per cent., 
the rise in lymphocytes 25 per cent. 

In the next section the changes in the lymphocyte per¬ 
centages will be noted more particularly, as the variations 
chiefly occur in them. 

Clinical Symptoms of the Patients Tested by the Staircase 
Exercise. 

No. 1, Ch.—Aged 26. History of chorea at 9 years of age. This 
patient had seen service in France. The onset of his symptoms had 
been gradual, dating back four years. He showed the usual symptoms 
of ‘ irritable heart.” He made no progress under treatment, and was 
discharged as permanently untit. This patient did not have a rest before 
the exercise began, and therefore showed a high initial leucocyte 
oount—vi/.., 17,600 per c.mm. The high level of all the leucocyte 
counts and the change in the percentage of lymphocytes (12 per cent.) 
would mark this case as a severe one, judging solely from the condition 
of the blood. 

No. 2, Br.—Aged 22. No history of previous infection, service In 
France. Onset of symptoms had been gradual after service in the 
trenches. At the time of examination the patient showed the full 
symptoms of D.A.H. He made no progress, and was discharged as 
permanently unfit. This man also did not have the preliminary rest, 
and his initial count was 17,600 per c.mm., with a rise to 20,200 per 
c.mm. after exercise, and a rest count of 10,360 per c.mm. He showed 
a slight fall in lymphocytes, 7 per cent, after exercise instead of the 
usual rise, but the change is sufficiently small to oome within the 
margin of error. Judging from the total leucocyte count the case Is a 
severe one. 

No. 3, He.—Aged 19. History of rheumatic fever in 1911. No service 
abroad. Onset of symptoms gradual since childhood, worse since 
rheumatic fever. The full symptoms of D.A.H. were present. He 
made no progress, and was discharged as permanently unfit. The two 
leucocyte counts taken after rest were practically Identical—viz., 
14,500 and 13,600. The count after exercise was 20.600. The lympho¬ 
cytes showed a typical rise of 10 per cent, after exercise and a fall of 
20 per cent, after rest. These two points, the 42 per cent, rise ot total 
leucocyteaand the 20 per cent, change in lymphocytes, mark the case as 
a severe one. 

No. 4, G.—Aged 24. History of frequent sore-throats. No service 
abroad. Onset of symptoms gradual, dating back several years. He 
showed the full symptoms of D.A.H., made no progress, and was dis¬ 
charged as permanently unfit. From the hematological point of view 
this case was the most severe of the series. The total leucocyte count 
showed a rise of 84 per cent, after 14 units of exercise up to 23,800 per 
c.mm., and the lymphocytes showed a small rise after exercise, but a 
fall of 21*75 per cent, after rest. 

No. 5, T.—Aged 18±. History of scarlet fever and diphtheria in 
childhood. Service in France. Onset of symptoms gradual during 
many years. Full symptoms of D.A.H. were present and the heart 
was enlarged. He made no progress and was discharged as permanently 
unfit. This patient showed a rise of 65 per cent, in the total count up 
to 15,000 per c.mm. His differential count showed little variation, the 
lymphocytes showing a fall of 2*75 after rest and the polynuclears a rise 
of 5 per cent. Although the differential count does not give any 
definite Indication, the big rise in the total leucocytes marks the case 
as severe. 

No. 6, Be.—Aged 21. History of scarlet fever and rheumatism in 
1907. No service abroad. Onset gi*adual since illness in 1907. The full 
symptoms of D. AH. were present. The patient made no progress and 
was discharged as permanently unfit. This patient had a total count 
of 16,700 per c.mm. after exercise and a count of 9600 after the second 
rest. The percentage of lymphocytes showed no change after the 
exercise, but a fall of 16*25 per cent, after a rest. Theretore the ease 
was regarded as a severe one. 

No. 7, Q.— Aged 24, History of tonsillitis In 1914. No service abroad. 
Had had symptoms for many years. He did not show any improve¬ 
ment and w*as discharged as fit for sedentary work. Although this 
patient did not show any Improvement, bis case was considered to be, 
clinically, one of the least severe of the series, and there was a suspicion 
that he was making the most of his symptoms. This case from the 
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hematological point of view did not show any characteristic points, 
except that the lymphocyte count was somewhat high, 44*6 per cent. 
All the total counts fell within normal limits, only a rise from 6900 to 
8700 per c.mm. after exercise being noted. The differential counts 
before and after exercise were practically identical. This patient only 
did a ehort exercise, four times the two flights of stairs, as he said he 
could not go on, though he showed no objective signs of distress. It 
was notel at the time that he made no attempt to exert himself. 

Two views may be taken of this patient. First, that he was a genuine 
slight case of D A. EL, but did not exert himself sufficiently to show 
the characteristic changes, against which view is the normal total 
count after slight exercise, and in favour of it the relatively high 
lymphocyte counts. Second, that this case was not a genuine one of 
D.A.H., and that the blood counts confirmed the clinical suspicion of 
malingering. 

No. 8, Wa.—Aged 19. History of chrouic suppuration and otitis 
media. Service Tn France. Onset of symptoms sudden, following 
bombardment. His symptoms of D.4.H. were mild, he made slight 
progress, and was discharged in category “a"(fit for general service). 
This case showed a small rise in total leucocytes after exercise, from 
11,100 to 13,700 per c.mm. There was little cnange in the differential 
count the lymphocytes rose 4 per cent, after exercise and fell 2 per 
cent, after. There was no lymphocytosis, the highest reading being 
32*25 per cent. Here the blood picture appears to confirm the clinical 
diagnosis of a mild case. 

No. 9, Cu.— Aged 21. No history of previous infection. Service in 
France and the Dardanelles. Symptoms came on after four months’ 
service in France and after “ malaria” and dysentery. He showed the 
usual symptoms, but improved under treatment. This patient did not 
show very marked changes In the blood. The leucocyte count at rest was 
10,900 and atter exercise 12.100. The lymphocytes rose 11 per cent, 
after exercise and fell 7 5 per cent, after rest. Tne highest lymphocyte 
reading was 39*25 per cent. From the blood findings the case should be 
classed as a mild one. 

No. 10, 01*.—Aged 24. History of “brain fever” as a baby. Service 
in France. Onset of symptoms gradual after one year in France. He 
showed the usual symptoms, which improved slightly, but he was only 
able to proceed to the higher exercises with difficulty. This 
patient only showed a moderate rise in leucocvtes after exercise 
—viz., 9000 to 11,620. His lymphocytes rose 5*5 per cent, after 
exercise and fell 5*25 per cent, after rest. He was therefore 
classed at a mild case. The first test was carried out in the third 
week after admission. In the seventh week the test was repeated, 
except that the third estimation was not carried out. Very little change 
was observed. The leucocytes rose from 9,700 to 11,700 per c.mm., and 
the lymphocytes rose 3*25 per cent. The highest lymphocyte reading 
was 37 per cent, on the first date, and 33.25 per cent, on the second. 
From the blood findings the patient had made no improvement, though 
the variations are not very marked. 

No. 11. H».—Aged 19. History of whooping cough, chicken-pox, 
tonsillitis. No service In France. Symptoms for several years. He 
showed the full symptoms of D A.H., male no progress, and was dis¬ 
charged as permanently unfit. This case is interesting, as the leucocyte 
count at rest was normal, 7,000, rose to 9,500 per c.mm. after exercise 
(he only did eight units of exercise), hut his lymphocytes showed a big 
rise from 36*25 to 52 25 per cent., and fell again after exercise to Mo. 
The absolute numbers show that the increase in leucocytes was almost 
entirely due to lymphocytes, the polynuclear numbers remaining 
practically stationary, so that the readings after exercise were 40<5 
polynuclears and 4963 lymphocytes. From this case it would appear to 
be necessary to do a differential count as well as a total count in the test 
exercise, otherwise the lymphocytosis and big variation in percentages 
would not be noticed. 

Nos. 12 and 13 Wi.—The two estimations refer to the same patient. 
The first was made In the fourth week after admission, the second in 
the tenth week. Aged 24. No history of previous infections. Service 
In France. Onset of symptoms gradual after one year iu France. His 
symptoms were moderate. He made considerable progress while in 
hospital, and was discharged in category “a.” On the first occasion 
patient could only do 8 units of exercise. The rest count was 10,000, 
after exercise 18.200. The lymphocytes rose 12*5 per cent, and fell 
9*25 per cent, after rest. These findings would mark the case as severe. 
Six weeks later the test was repeated; this time the patient did 16 units 
of exercise. The total count rose from 9000 to 12,100 and the lympho¬ 
cytes rose 5*5 per cent. On these findings alone the case would be 
classed as mild. Two weeks later, just before the patient’s discharge, 
when he was sufficiently fit to do route marches, an estimation was 
done without any preliminary rest or exercise. The total count was 
7300 per c.mm. and the polynuclear percentage 59. This case seems to 
Indicate that the condition of the blood varies with the general progress, 
and that one test exerciso is not of much value in the prognosis, 
although it may be useful for diagnosis. 

No. 14, A.—Aged 22. Symptoms for several years. No history of 
previous infection. Service in Mesopotamia. Present symptoms of 
moderate severity; no progress. This patient had a high lymphoevte 
count throughout. He was found to be a carrier of Entamoeba histo¬ 
lytica. He showed the characteristic change in the blood after exercise. 

A list of these patients drawn np by the clinicians in 
accordance with the severity of the symptoms was compared 
with a similar list based on the blood findings. The corre¬ 
spondence between the two methods of classification was 
very close. 

The four most severe cases by clinical standards "showed 
the highest total leucocyte counts after exeroise (18,000 to 
23,800), the four least severe cases showed only a moderafco 
leucocytosis after exercise (8700 to 13,700). The remaining 
cases were intermediate to the above groups both in the 
severity of their symptoms and in the degree of leucocytosis 
{9500 to 18,000). A big rise in the lymphocyte percentage 
after exercise was regarded as a sign of some severity, even 
if the total count was below 10,000 per c.mm. 


An analysis of these cases demonstrates that the men^who 
have a history of symptoms dating back many years show 
a higher lymphocyte count than the men who date their 
symptoms as subsequent to service abroad. 

The cases may be divided into two classes: In Glass A, in 
which the onset of symptoms dates back to civilian life, the 
highest lymphocyte counts are respectively, Case 1, 48*5 per 
cent.; Case 3, 44 per cent.; Case 4, 51 per cent.; Case 5, 
37 per cent.; Case 6, 45*5 per cent.; Case 7, 44*75 per cent.; 
Case 11, 52*25 per cent.; Case 14, 57*5 per cent. The average 
is 47*5 per cent. In Class B, in which the onset of symptoms 
is dated from the strain of actual service in the trenches, the 
highest lymphocyte counts are respectively, Case 2, 41*5 per 
cent. *, Case 8,32*25 per cent.; Case 9, 39*25 per cent.; Case 10, 
37 per cent.; Case 12, 41 per cent. The average is 38*2 per 
C9nt. In the controls the average of the highest lymphocyte 
counts is 38*2 per cent. Of the first class, A, three of the 
eight men had served abroad, six were discharged as per¬ 
manently unfit, one case. No. 7, in which there was a 
suspicion of malingering, was discharged in category “d,” 
and one is still in hospital. In the second class, B, all had 
served abroad, three of the five men were discharged in 
category “a," one &6 permanently unfit; the other one is 
still in hospital. 

This classification seems to indicate that men who have 
shown signs of “ unfitness ” in civilian life are very liable to 
break down while still in training, and are not likely to improve 
much under treatment, while the men who have passed 
through their training successfully and then break down 
under the strain of foreign service are likely to obtain 
considerable benefit from treatment. 

Diagnosis .—Patients with conspicuous symptoms of 
“irritable heart” show in nearly every case a moderate 
leucocytosis. Patients with slight symptoms may only show 
the leucocytosis after moderate exercise. The same amount 
of exercise in normal individuals will produce a smaller 
response. Patients with symptoms of long standing are 
more apt to show a higher lymphocyte count than those 
with symptoms of recent origin. This, however, is not 
invariable, as the patient who showed the most marked 
degree of lymphocytosis had a history of only six weeks' 
duration. The percentage rise in lymphocytes may be con¬ 
siderable in patients who do not show any appreciable rise 
in the number of leucocytes after exercise. It is therefore 
necessary to estimate both the total and differential counts 
if the effect of exercise is to be used as a point in diagnosis. 
As a help in diagnosis it is suggested that the following test 
should be carried out. 

The patient should be made to perform an amount of 
muscular work equivalent to the staircase exercise, and his 
total and differential counts estimated immediately after¬ 
wards. He should then lie down for an hour while the 
counts are in process of estimation. If the total count is 
below 11,000, and the lymphocyte count is below 45 per 
cent., he can be regarded as negative, and a second count 
is unnecessary. If, however, the total count is below 11,000, 
but the lymphocyte count above 45 per cent., a second esti¬ 
mation should be made after an hour's rest. If the total 
count immediately after exercise falls between 11,000 and 
14,000 per c.mm., the condition may be regarded as mild, 
when the count falls above 14,000 as* moderately severe. If 
after exercise the total count is below 11,009, but the lympho¬ 
cyte count is high (above 45 per cent.), and after rest shows 
a big percentage fall (10 to 20 per cent.) the case may be 
regarded as moderately severe. 

A few illustrations will show how the test can be shortened 
in practice. Nos. 1, 2, and 3 were three consecutive patients 
sent up to the hospital for diagnosis. No. 1 did 20 units of 
exercise; his total count immediately after was 8600 per 
c.mm. and his percentage of polynuclears 62. The findings 
were negative and no further examination was done. No. 2 
did 12 units of exercise; his total count immediately after 
was 16,700 per c.mm.; this alone was sufficient to class him 
as a moderately severe case. No. 3 did 20 units ef exercise ; 
his total count after was 12,000 per c.mm., polynuclear per¬ 
centage 77. He was regarded as a mild case. In each 
instance the clinical findings agreed with the findings based 
on the leucocyte estimations. 

It cannot be said definitely that a normal blood count in 
these patients excludes a diagnosis of “irritable heart." 
On the other hand, a blood count which shows a marked 
deviation from the normal is a positive sign entirely outside 
the control of the patient, and may be regarded as a definite 
objective point in diagnosis. The blood count does not give 
much help in prognosis, as the condition of the blood 
appears to vary with the general condition, and this can be 
judged by the usual clinical methods. 
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The degree of lymphocytosis present in many of these 
cases appears to bear out the statement of Curschmann c that 
a high lymphocyte count is indicative of a “substandard” 
constitution. This author only gives percentages from the 
differential count, and does not make any statement as to the 
total number of leucocytes present in his cases. 

Summary. —The following conclusions apply to patients 
who show the signs and symptoms referred to at present 
under the term “irritable heart.” 

1. At absolute rest there is a slight leucocytosis or no 
leucocytosis. 

2. While up and about there is a decided leucocytosis. In 
many, and especially in cases of long standing, there may be 
a relative and absolute lymphocytosis. 

3. The variability of the different kinds of leucocytes is 
greater (more than double) than in normal individuals. 

4. The response to muscular exercise is similar to that 
found in healthy subjects, but is exaggerated in its degree. 
This exaggerated response can be used as an objective sign 
in diagnosis. 

5. The degree of leucocytosis and of variability in per¬ 
centages after exercise is proportionate to the severity of the 
symptoms. 

Addendum. 

The error of differential count *.—The question of making a 
reasonably accurate differential count presented some diffi¬ 
culty. Owing to the fact that many of the preparations 
had'to be made at different times of the day and by different 
individuals, it was necessary to depend upon a dried film as 
a routine. Also the object in view was to devise a method 
which could be carried out as a clinical test. Thus in the 
test exercise described above three estimations of total 
leucocytes and three differential counts had to be carried 
out, so that the smallest number of cells compatible 
with reasonable accuracy were counted. Four hundred 
cells were counted as a routine, and an attempt was 
made to estimate the margin of error by the method 
used. The films were spread by one slide upon another. 
This method undoubtedly exercises a selective action, some 
of the larger leucocytes being carried along to the edge of 
the film. A large error is possible by simply counting down 
the middle of the films. The routine adopted was to count 
400 cells—100 down the middle, another 100 right across the 
slide, another along one of the sides, and another at the end 
of the film. This method of distributing the count appeared 
to be satisfactory, as the same slides counted by two observers 
gave approximately the same results. 

Comparison of wet and dry counts .—The error was estimated 
by counting a dry film against a wet preparation. Dry and 
wet films were prepared simultaneously, and 400 cells were 
counted in each by two observers independently, and the 
results compared, the count in the dry film being distri¬ 
buted as described above. The wet film was prepared in 
the following manner, the procedure being a combination of 
the wet counting methods recommended by A. G. Phear 7 and 
Hill.* The stain was prepared according to Hill’s method, 
except that Jenner’s stain was found to be as good as, if not 
better than, Wright’s for the purpose. One soloid stain 
(Wright or JeDner) was dissolved in lOc.c. of pure methyl 
alcohol. The actual diluent was made up fresh each day 
from this stock solution in the following proportions: 
Distilled water, 12 parts; acetone, 3 parts, methyl alcohol, 
1 part; stain (filtered), 4 parts. The mixture must be 
thoroughly shaken. 

A small drop of blood is picked up on a slide, a small 
quantity of the diluent dropped on it, and the blood is 
mixed with the stain by blowing a current of air on 
to the surface of the drop through a pipette. This 
mixing must be done quickly, otherwise the acetone will 
evaporate and the eosin-methylene blue combination will be 
precipitated. The least trace of acidity will cause pre 
cipitation. The drop is covered quickly by a cover-slip, 
the under surface of which has been previously rimmed 
with liquid parolein for one-eighth of an inch. The leuco¬ 
cytes can be easily recognised and counted with a 1/8 in. 
objective. The details are seen best with a 1/12 in. objective, 
the light being considerably reduced. The eosinophils stand 
out brilliantly, the granules stain a deep crimson and are so 
prominent that the nucleus is almost obscured. In the 
polynuclears the protoplasm takes up a pinkish colour and 
the'granules are very noticeable. The shape of the nucleus 
is not so clearly defined as in a dry film. The large mono¬ 
nuclears are distinctive, appearing as large oval cells with a 
relatively small kidney-shaped nucleus, the protoplasm 
having a distinct bluish tinge. In the lymphocytes the 
protoplasm is practically colourless. 

Six consecutive parallel counts carried out by two 
observers independently gave the following results, 400 
cells being counted in each. Nos. 1 and 2 from a control. 
Nos. 3 to 6 from 2 patients. (Table X.) 


Table X .—Comparison of Wet and Dry Films. 

Wet Counts. Dry Counts. 

(Counted by Observer A.) (Counted by Observer B.) 


No. 

Differential count, 400 cells. 

Differential count, 400 cells. 

Poly¬ 

nuclears. 

Lympho¬ 

cytes. 

Eosino¬ 

phils. 

Ltirge 

mono¬ 

nuclears. 


. £ i 
tl 

c 1 

Lympho¬ 

cytes. 

Eosino¬ 

phils. 

Large 

mono¬ 

nuclears. 

6.2 

32 

« a 

1 

64*5 

32*25 

1*0 

2*25 

0 

650 

30*5 

2-5 

1-0 

1*0 

2 

64*0 

32*75 

20 

1*25 

0 

63*0 

32*0 

2-25 

2-0 

C*75 

3 

58 0 

34-0 

5*0 

2*5 

0-5 

61-75 

33*25 

3-0 

1-75 

0*25 

4 

550 

370 

4-5 

30 

0-5 

56*25 

38 75 

3 25 

1-25 

0-5 

5 

620 

310 

3*25 

30 

0*75 

62*25 

330 

20 

2-25 

0 5 

6 

450 

45*5 

5*25 

3*5 

0*75 

48*0 

440 

4 0 

3-0 

1*5 


Taking the wet counts as a standard, the dry counts show 
an average error of 1*5 per cent., with a maximum error of 

3 75 per cent. That the cells are evenly distributed in the 
wet Alms can be proved by comparing the numbers of poly¬ 
nuclears in the different hundreds. Thus, in one wet film, 
400 cells were first counted at random. The percentage of 
polynuclears was 64*5. Then an attempt was made to count 
every cell in the film (over 3200). The percentage was 
64 37, and the eight successive lots of 400 each gave per¬ 
centages of 60-5, 67, 64, 63*25. 60*75, 68*25, 65, and 66*25. 
The chances of error may be gauged from the following 
statemeut taken from statistical tables 9 : given a count of 
403 leucocytes, and an observed percentage of 39 lympho¬ 
cytes, the chances are 9 to 1 that the error will fall within 

4 per cent.—i.e., that the truth will lie between 35 per cent, 
and 43 per cent. Throughout the paper the probable 
margin of error has been considered to be 4 per cent, in 
a differential count of 400 cells. 

In conclusion, I wish to acknowledge my indebtedness to 
Captain Lyn Dimond, R.A.M C., for his help in carrying 
out the investigation, and also to Miss I. B. Matthews, of 
Toronto, for the great assistance she has given in making 
many of the differential counts. 
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THE INFLUENCE OF MATERNAL ORAL 
SEPSIS ON THE FtETUS AND 
MARASMIC CHILDREN. 

By E. SPENCER PIERREPONT, L.D.S. R.C.S. Eng., 

DENTAL SURGEON TO THE KA8T LONDON HOSPITAL FOR CHILDREN, 
SHADWF.LL, K.; AND TO THE PRINCE OF WALES’S GENERAL 
HOSPITAL. TOTTENHAM. N. 

At a time like the present, when the children of the 
British Empire are such an imperial necessity and asset to 
the nation, it is the aim of every medical man to do all in 
his power to enable those children to be as healthy and 
vigorous as possible ; therefore it appears opportune to call 
attention to a condition of maternal oral sepsis and its 
resulting evils upon the children that has not received any 
attention from the medical world before the present investi¬ 
gations were undertaken, so far as I am aware. For 
the past nine years observation has been kept by myself 
upon marasmic children and their mothers, and also those 
children who, being breast-fed, yet suffered from vomiting 
and diarrhoea, and the conditions of the mothers’ mouths 
carefully noted. The clinical evidence strongly points 
to the septic condition of the mother’s mouth having 
a very marked effect upon both the foetus and the 
post-natal condition of the child. The cases examined 
do not include such obvious causes as syphilis and other 
well-known conditions, that are universally admitted to cause 
stunting in growth or wasting in children, &c., but are all 
cases where clinically nothing of a pathological condition 
was found in the mother other than in the mouth. In some 
cases, however, the mother’s milk rapidly failed ; later in 
this article this matter will be discussed. 

All the cases examined, and of which notes were made, were 
first examined by physicians as to their condition, and then 
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referred to the author as being more or less obscure, and 
about whom nothing definite was known. In an article by 
Dr. J. W. Ballantyne 1 he says :— 

“It has been shown that in the lower animals the 
placenta has a real affinity for some toxic bodies, and 
by storing them up in its substance prevents them passing 
to the ftetus. In this respect it resembles the action of 
the liver in the adult, being an accumulator of poisons. Of 
course, it does not necessarily prevent their passage, although 
it may store them up. Bacteriological researches have 
shown that through it can pass the bacillus of anthrax, of 
fowl cholera, typhoid fever, the pneumococcus, the strepto¬ 
coccus, the spirillum of Obermeier, the bacillus of glanders, 
the pathogenic organism of hvdrophobia, and, perhaps, the 
hoematozoon of malaria. So we have now to look at the 
opposite side of the question, viz., the placenta as a means 
of access of germs and toxins to the foetus. It would seem 
also that it is not neoessary for the placenta to be 
macroscopically diseased, as by haemorrhage into its substance, 
in order that the organisms may pass; in fact, in some 
cases in which the germs have passed the placental tissue 
does not appear to have been even microscopically affected. 
The fact that it is through the placenta that infection reaches 
the f ictus has an important bearing upon the primary 
lesions in the foetus. The germs and toxins arrive at the 
body in the blood, passing first through the placenta and 
umbilical vein, then either through the liver or ductus 
venosus, then through the heart, and so to the whole circula¬ 
tion. Erysipelas in the mother has been found associated with 
streptococcic endocarditis in the foetus and not with erysipe¬ 
latous inflammation of the foetal skin (reported by Bidone). 
Atrophic conditions of the subcutaneous tissue are some¬ 
times found as congenital states," 


Now, if these conditions have been demonstrated and 
certain well-defined micro-organisms found in the foetus, 
logically the toxins from the maternal septic mouth should 
also produce their effect on the foetus by the same means of 
transmission. On the other hand, the mother may herself 
acquire a certain amount of immunity by antibodies from 
her own toxins, and that would explain the birth of certain 
healthy and vigorous children in spite of the maternal oral 
sepsis. 

Stress is laid upon the term oral sepsis, as certain of 
the mothers’ mouths showed the teeth to be well formed, free 
from caries, and with all the teeth in situ. In many cases 
where the mother had several children there was found a 
progressively increasing change for the worse in the health 
and vigour of the younger children of a greater degree of 
intensity than one would expect to find as the result of 
repeated pregnancies, suggesting other agencies at work than 
the natural exhaustion of the mother, and explicable on the 
ground of a successively increasing toxaemia. The following 
cases will give some data for arriving at certain definite 
conclusions, but it must be understood that these cases are 
just ordinary ones occurring in hospital practice, as all the 
material for this article has been obtained from patients 
attending the East London Hospital for Children, Shadwell, 
and the Prince of Wales’s General Hospital, Tottenham, and 
not from private practice. 

Case I.—Male, aged 8 weeks. Marasmus. Weight 
10 lb. 4 oz. Breast-fed. Vomits after each feed. Motions 
curdy. Very flatulent. Condition of mother’s mouth: 

Very septic; teeth« g- — 6 g-jj j 4 5 7 „ »» badly 

carious and septic. Had six children, two living, including 
the patient, and four dead. Eldest and youngest alive. 
Mother fed children on breast for first few weeks; then on 
bottle, as her milk went. 


Case 2.—Male, aged 2\ months. Marasmus. Weight 
61b. 2 oz. Breast fed for first two weeks; Nestl 6 ’s milk 
after. Condition of mother’s mouth : Very septic ; salivary 
calculus; pus and chronic gingivitis round all teeth. 

C#** I c 

-— carious. Mother had eight children, three living, 

6 b | 6 

five dead. The patient was the first marasmio child, 
according to the mother’s statement. Mother’s milk went 
soon after she got up with all the earlier children; last three 
children breast-fed. The two born immediately before the 
patient had died. Mother aged 54; father 53, healthy. 


Case 3.— Male, aged 10 weeks. Marasmus; weight 
5 lb. 14 oz. Bottle-fed from birth. Condition of mother’s 

I 2 

mouth: Oral sepsis ; teeth good except g- - carious. 
Chronic gingivitis. Salivary calculus and pus round necks 


i “ Pathology of PregnancyGreen’s Encyclopaedia of Medicine. 
3 An " after a number signifies a root. 


of teeth. Had five children. Child immediately before thie 
one, dead : others alive and healthy. Dead child marasmic,; 
breast-fed. Mother aged 27 ; father 28, healthy. 


Case 4.— Male, aged 5 months. Marasmus. Breast-fed * 
Condition of mother’s mouth: Oral sepsis; chronic inter¬ 
stitial gingivitis and debris of food at necks of teeth; septic 


roots of — ; teeth good and well formed. Mother was 

advised to have her mouth treated but refused, so advised 
that child should be taken ofF breast and artificially fed. 
Mother had nine children, four dead, five living. Child older 
than the patient, aged 2 years, wasted until 14 months old, 
when it was taken off the breast. Second and third children, 
breast-fed for five months and died of marasmus. 


Case 5.—Female, aged 5 months. Marasmus; weight 
8 lb. 5 oz. Breast-fed. First child. Always sick after breast, 
almost immediately. Condition of mother’s mouth: Oral 
sepsis; salivary calculus and pyorrhoea alveolaris round 
lower incisors; some chronic gingivitis round upper teeth. 

Teeth good. No caries ; ■ =4 have been extracted. Mother 
o b 


aged 20 ; father 22 , healthy. 


Case 6 .—Male aged 4 months. Marasmus; weight 6 1b. 
Breast-fed for three months, then milk and barley-water. 
Had diarrhoea last four weeks. No vomiting. Child died in 
hospital. Post-mortem report: “All viscera normal as far 
as could be ascertained.” Condition of mother’s mouth : 
Very foul and septic. Would not allow a proper examina¬ 
tion to be made. Much pus could be squeezed out round 
lower incisors by linger. 


Case 7.—Male, aged 12 months. Marasmus; weigh t 

11 lb. 8 oz. ~ ‘ .. 

Very septic, 

Teeth : 7 *“ j 

altogether, four living (aged 10, 9, and 5 years, and the 
patient). The two children born immediately before the 
patient had died from marasmus. Mother, aged 36. 

Case 8 .—Male, aged 6 weeks. Marasmus; weight 8 lb. 
Breast-fed. Condition of mother’s month. Terribly septic, 
all teeth bathed in pas. Teeth in month ;— 

8 7 6***_5 4 3 2 1 | 1 2 3 4 5* 6 7 

5 4 3 2 1 | 1 2 3 4 5 8 * 

Had five children altogether; eldest healthy, fourth child 
sickly, and fifth the present one. Second ana third children, 
died at the age of 9 months of marasmus. Mother’s age 37. 

Case 9.—Male aged 2 months. Marasmus; weight 9 1b. 
Twin brother of patient in hospital for “ wasting.” Both 
breast-fed. Condition of mother’s mouth: Very septic 
full of septic roots. All the teeth decayed and on level of 
gum as roots, and mostly suppurating. Never had any 
extracted. Had five children altogether, eldest healthy 
second not so strong, third sickly. Mother aged 32. 

Case 10.—Female aged 3 months. Marasmus; weight, 

5 lb. 2 oz. Breast-fed. Vomits immediately after feed. Two 
weeks in hospital, then died. Condition of mother’s mouth : 
Oral sepsis; teeth very good; severe chronic interstitial 
gingivitis; food debris (old) round necks of teeth and sub¬ 
gingival calculus; no pus. Oral sepsis for want of tooth¬ 
brush. Has two children (living and healthy) besides the 
patient, both breast-fed. Motheraged 22 years and 10 months ; 
lather 31, healthy. 

Case 11.—Male aged 3 years and 9 months. When first 
brought up for treatment was marasmio. Breast-fed. Taken 
off breast and artificially fed. Now fine healthy boy. 
Mother’s rpouth very septic when first seen. Full of sup¬ 
purating roots, which have all been removed and month 
treated. 

Case 12,—Female, aged 2 months. Marasmus; weight 

6 lb. 6 oz. Breast-fed. Condition of mother’s month : Fall 
of septic roots and pyorrhoea alveolaris. The patient was 
the only child. Mother aged 26; father 31, healthy. 


(reast-red. condition ot mother s mouth a 
pyorrhoea alveolaris at incisor region* 

7 *** 

, all suppurating. Had six ohildren 


Case 13.—Male, aged 3 months. Marasmus; weight 
71b. 2 oz. Breast-fed. Condition of mother’s month: Full 
of very septic roots and teeth. Two other children, aged 
2 and 3 years; eldest healthy, second not so strong. 

Case 14.—Male,aged 4 months. Marasmus. Breast-fed. Con- 

g»»» 2 * | 2*7»**g*** 

dition of mother’s mouth: Oral sepsis; $*# 5 * 4 *- j- 

carious and septic; some gingivitis. Four living and healthy 
children besides the patient. Father healthy. 

Case 15.—Female, aged 10 weeks. Marasmus; weight at 
birth 9 lb.; present weight 8 lb. 2 oz. Bottle-fed from birth. 
Condition of mother’s mouth : Pyorrhoea alveolaris; carious 
7 64 16 

and septic teeth g 7 #* | 12 children altogether; 

five alive, all bottle-fed. Father healthy. 
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Case 16.—Female, aged 1 year and 2 months. Marasmus. 
Breast-fed. Wasted up to the age of 8 months, then taken 
off breast and put on bottle. Condition of mother’s mouth : 
Very septic; pyorrhoea alveolaris and salivary calculus. 
_ ,. .7*** 6 *** 5* 4* 2* | 2 r 4* 6 ** # V*« 

Teeth-^-— 7V .,.-carious and 

O JO**' o 

septic. Three more children alive, all healthy. Eldest 
bottle-fed, others on breast. 

Case 17.—Female, aged 6 weeks. Marasmus; weight 
3| lb. Premature child, between seven and eight months. 
Condition of mother’s mouth : Exceptionally foul and septic. 
Sleeps with upper denture (vulcanite, covering palate) in 
mouth. Has not removed denture from mouth for 12 months. 
Said she was told by dentist (?) never to take it out of 
mouth. On removal, palatine surface of denture oovered 
with decomposed food, etc.; very malodorous. Palate very 
inflamed ana covered with ulcerating patches ; four carious 
teeth in mouth. Six children living and healthy; one (next 
to patient) dead (marasmus); all breast fed. 

Case 18.—Male, aged 7 weeks. Marasmus; weight 
at birth, 10 lb. ; present weight, 6 lb. Breast fed. Condi¬ 
tion of mother’s mouth: Oral sepsis; pyorrhoea alveolaris 
„ . m 6 * 4* 1* | 1* 2* 3* 4* 5* 

round lower incisors. Teeth : —- j —-- 

all carious and septic. Had four children and one mis¬ 
carriage. Miscarriage before birth of patient, 18 months 
ago. Also boy of seven months died half an hour after 
birth. All children breast-fed ; two eldest children healthy. 
Mother aged 33; father 37, healthy. 

Case 19.—Female, aged 13 months. Marasmus. Breast¬ 
fed until the age of 3 months; bottle-fed since. Condition 
of mother’s mouth: Oral sepsis; chronic gingivitis; pus 

6 4* I 6 ’* 

round necks of teeth. Teeth : »—--- r carious and 

to I o 

septic. Had three children and one miscarriage at six 
months before the birth of the patient. Mother’s milk 
gradually goes when she gets up, and not then sufficient to 
feed children. Mother aged 29; father 29, healthy. 

Case 20.—Male, aged 3 a months. Marasmus: weight, 
91b. 5 oz. Breast-fed. Condition of mother’s mouth : Great 
congestion of gums; salivary calculus round teeth. Teeth : 
I 4* 5* 8 *** 

—j- carious and septic. Milk gradually went six 

weeks after the birth of this child. Four children besides 
this one, all alive and healthy. 


In the analysis of these cases it will be noticed that the 
health of the children becomes progressively worse in the 
younger ones in Cases 1, 2, 3, 4, 7, 8 , 9, 13, 17, 18, and 19, 
pointing to an increasing maternal toxaemia as the con¬ 
dition of the mother's mouth becomes more septio, this 
sepsis having an adverse effect upon the health of the 
children. In Case 17 the mucous membrane of the 
mother’s month covered by the denture was exceedingly 
inflamed and covered with small areas of ulceration, the 
whole forming, in fact, an ideal area for the absorption of 
toxic material. The mother expressed herself very strongly 
in terms of indignation when it was suggested to her that 
the condition of her month might be the cause of her child’s 
health and the prematurity of its birth, as she considered it 
clean, and a stigma had been cast upon her. Certainly the 
sepsis arising from the retained denture had more to do with 
the child’s condition than anything else. In Cases 1, 2, 3, 4, 
7, 8 , 15,17, and 18 one er more children were dead. It is not 
claimed in every case that the maternal oral sepsis was the 
cause of the death of all these children ; but it does seem to 
suggest that the children were bom with a vitality impaired, 
caused by a maternal toxaemia, and therefore the children 
were les 3 resistant to the common diseases of childhood than 
children whose vitality is unimpaired. 

In Cases 18 and 19 miscarriage occurred immediately pre¬ 
ceding the birth of the marasmic children, and in Oases 17 
and 18 there were premature children. It is well known 
how often the above two conditions are produced by syphilis, 
and if a syphilitic toxaemia is capable of producing these 
conditions; it is surely not unreasonable to expect certain 
other toxaemias to have a similar effect upon the foetus. 
There is not sufficient data collected yet to be dogmatic 
upon this point, but it would seem as if an oral sepsis in 
certain cases were the deciding factor. 

In Cases 5 and 10 the child vomits after taking the breast, 
thereby showing there is some strong disturbance in the 
alimentary tract, and giving evidence of a toxic condition of 
the mother’s milk. Dr. J. Haig Ferguson, in his article on 
4, The Pathology of the Paerperium ,’’ 3 writes as follows. 


“Organisms can gain access to the breast through its 
numerous ducts when there are any abrasions on the nipple 
or areola, and as such breaches of surface are frequent in 
lactating women the entrance of pathogenic organisms 
readily takes place. These organisms are mostly pyogenic, 
and thus it is not to be wondered at that the least abrasion 
of the nipple becomes a septic wound. Healthy mother’s 
milk does not come from the breast absolutely sterile. 
Staphylococcus pyogenes albus and aurens are commonly 
found and probably And their way into the milk from 
without, through the milk ducts. On the other hand, 
organisms may reach the milk through the blood in women 
suffering from septic diseases.” 

If organisms can reach the milk through the blood it is 
much more likely that toxins should reach it by the same 
channel. 

In Gases 1, 2, 19, and 20 the mother’s milk disappears. 
In many cases the disappearance of the mother’s milk would 
point to the selective affinity of certain toxins on the 
secreting cells of the mammae, thereby producing in some 
cases a diminution in the quantity of the milk, and in others 
a deficiency in the normal constituents (e g., fats, salts, Sec.) 
of the milk. In some 10,000 cases of infantile diarrhoea 
and vomiting where the children have been suckled on the 
breast, these cases extending over a period of nearly 10 years, 
the child has been immediately taken off the breast and 
artificially fed, and in the great majority of cases the diar¬ 
rhoea or vomiting has ceased. These cases have been treated 
by different resident and also non-resident medical officers 
on my urgent representations, and in many cases the mother’s 
month has been treated, and the child again fed on the 
breast with gratifying result. The same treatment has been 
carried out in numerous cases of wasting children with 
marked good results, proving beyond doubt that the toxic 
effect of the mother’s milk was due to oral sepsis. 

Dr. J. Lamond Lackie writes in his article on “ The 
Physiology of Pregnancy ”*:— 

“ Pregnancy creates important changes in the different 
systems and organs of the body. The blood and the nervous 
svstem are affected to the greatest extent, but practically all 
the functions of the body are more or less modified. Since 
the pregnant woman has to perform nutritive and excretory 
functions for herself and her foetus extensive changes in the 
general system must occur. So long as these changes take 
place within certain limits, health is preserved and improved, 
but when carried to excess they lead to serious complica¬ 
tions. Much has been written on the subject of the 
toxiemia of pregnancy. It is now believed by some autho¬ 
rities that many of the hitherto snpposed physiological 
symptoms of pregnancy are the results of slight toxaemia, 
and that the graver complications of pregnancy, labour, 
and the puerperium are due to intense toxic infection. 
Vomiting, pigmentary changes in the skin, neuralgia, 
irritability of temper, <Src., have generally been supposed 
to be normal, since they are so common, bat possibly they 
are due to the presence of toxins. As pregnancy advances 
the general economy becomes adapted to the new conditions 
and the symptoms of poisoning pass off. The emunotory 
organs work at high pressure, but if one of them gives way, 
then symptoms of toxiemia become intensified, and may 
become so serious as to endanger the patient’s life. 
Eclampsia is the most striking example of severe toxic 
infection. It is no longer regarded as a disease primarily of 
the kidneys. The causes of these toxic conditions daring 
pregnancy, labour, and the puerperium are varied, and 
include heredity, climate, previous renal disease, dyspepsia, 
nepatic disorders, anremia, and tight lacing. Early recogni¬ 
tion of toxic symptoms is important, as active treatment is 
frequently necessary to prevent serious complications.” 

Now, looking at these conditions of toxiemia, two of which 
at least are known to be influenced by oral sepsis—viz., 
dyspepsia and anaemia—it does seem rational that any toxic 
state in the mother, other than metabolic, might be the factor 
that would induce one or other of these toxaemias of 
pregnancy and act as the proverbial straw that breaks the 
camel’s back, and when no other toxic focus can be ascer¬ 
tained, and a septic condition of the mouth is present, it is 
logical to assume that that sepsis may make all the difference 
between a normal and a pathological pregnancy. 

The conclusions drawn from a series of some 500 oases, 
from which the above 20 cases are a fair selection, are :— 

1. The toxins from the maternal oral sepsis have a very 
strong influence in a large number of cases upon the vitality 
of the rapidly growing feetas, so that the child is handi¬ 
capped from before birth with a lowered vitality, and there¬ 
fore the marasmic condition is ante-natal in its inception. 


9 Green's Encyclopaedia of Medicine. 


< Ibid. 
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2. That prematurity of birth and miscarriages, where no 
other cause can be discovered, are brought about by the toxic 
state of the mother induced by the septic condition of her 
mouth. 

3. The diminution in the quantity, or alteration in the 
quality, of the mother’s milk, where no other cause can be 
ascertained, is due to the selective affinity of certain toxins 
for certain secretory cells of the mammas, and where no such 
diminution or alteration can be demonstrated, then the 
toxins, and in some cases micro-organisms themselves, are in 
the milk. 

4. In the toxaemias of pregnancy and the puerperium the 
high pressure at which the emunctory organs are working is 
probably adversely influenced by the toxic state produced by 
the mouth, and this is the deciding factor in many cases that 
just brings the balance down on the wrong side and results 
in eclampsia or the other toxaemic conditions. 

I would like to take this opportunity of thanking all those 
who have been good enough to help me in my investigations, 
especially Dr. R. 8. Frew, for referring numerous cases, and 
also Dr. Gordon Moore and Dr. Eisdell Moore for their 
interest in the subject, and also for their care in the treat¬ 
ment of cases. Sister Berkeley, for the trouble she displayed 
in getting the mothers of in-patients to come to see me, is 
especially thanked. Dr. Harold K. Waller, whilst resident 
medical officer at the East London Hospital for Children, 
also referred some cases to me for investigation. 

If the interest of the medical world can be aroused to take 
some notice of the important role which oral sepsis plays in 
pregnant women, this article will not have been written in 
vain ; and a plea is here made for the systematic examina¬ 
tion and treatment of the mouths of expectant mothers, as 
marasmus in children should be treated whilst the child is 
still in utero, paradoxical as this may sound ; also many 
pregnancies will result in a normal instead of a pathological 
termination or complication by such treatment. 

It is interesting to observe that in two cases where the 
mother had had marasmic children immediately before the 
last-born child, after the mother’s mouth had been treated 
the next pregnancy resulted in a healthy child and no 
marasmus has supervened. 

Cockspur-street, S.W. 


THE VAGINAL PLUG. 1 

By E. HASTINGS TWEEDY, F.B.C.P. Irkl., 

ACTING MASTER, ROTUNDA HOSPITAL, DUBLIN. 


The treatment of ante-partum haemorrhage by means of a 
vaginal plug is one of the oldest devices of surgery, yet it 
is within recent years only that the method of applying the 
plug has been properly understood. I remember hearing, 
when a student, my lecturer on obstetrics assert that he 
knew of no more efficient material for plugging than his silk 
pocket-handkerchief, and to illustrate his contention he took 
from his pocket an enormous scarf, dull red in colour and 
stained deeply by snuff and nasal secretion. I remember 
also an elderly doctor asserting that the family bath sponge 
made a most efficient vaginal plug. In my early professional 
days it was considered dangerous to introduce several small 
plugs lest some of them should be subsequently left in the 
vagina. It was to guard against this danger that the 
ridiculous kite-tailed arrangement was devised. 

The subject of vaginal plugging was, however, seriously 
discussed only by the antiquated obstetrician, for the then 
modern one considered the method to be the most unsuccessful 
of futile manoeuvres. At the present time one can hardly 
appreciate how great was the moral courage that enabled Sir 
William Smyly to become its advocate, and how keen and 
resentful was the opposition that his advocacy of it induced. 
The controversy has long since been forgotten, and statistics 
have proved that in its efficiency the plug has at present no 
rival. 

The method as now practised depends for its efficiency on 
the capacity of the plug to push the lateral fomices of the 
vagina far up into the abdomen, so that they can be 
felt by abdominal palpation as hard rounded tumours 
situate well above the level of Poupart’s ligaments. 

1 A D*per read before the Obstetrical Section of the Royal Academy 
of Medicine In Ireland on April 20th. 


To plug efficiently the left hand should be passed into 
the vagina with the palmar surface directed towards the 
hollow of the sacrum, while the tips of the Angers lie behind 
the oervix. Small pieces of cotton-wool, squeezed oat of 
lysol solution and each the size of the thumb knuckle, are 
then taken and inserted by means of the right hand round 
the cervix. The fingers of the left hand are kept basy 
squeezing the pellets into a compact mass and forcing* the 
spaces between them to permit the insertion of still another 
plug. This process is continued in a systematic manner 
from above downwards till the vulva is reached and the vagina 
can hold no more. A T-bandage is applied to keep the plug 
in position, and an abdominal binder is fastened tightly 
from above downwards to press the side walls of the uterus 
against the vaginal dam, and thus completes the operation. 
A plug so applied will cause immediate cessation of haemor¬ 
rhage, and when it is removed after the lapse of hours so 
much blood only will be found as can be accounted for by 
the flow that took place during the operation. 

Various explanations have been given of how the plug acts, 
and many of these by their ineptitude have greatly prejudiced 
the method of treatment. Many suppose that a back pres¬ 
sure on the blood-vessels is caused by the outpoured blood 
above the plug. This explanation is quite inadequate, and 
justifies Berkeley and Bonney in writing that “on first con¬ 
sideration the logic of plugging the vagina to arrest bleeding 
that is going on some distance above it may not appear 
obvious, yet its efficacy in cases with free external haemor¬ 
rhage is proven.” These writers satisfy themselves that the 
efficacy of the plug depends on it increasing the power 
of the uterus to contract. When dealing with concealed 
accidental haemorrhage, however, with the accompanying 
uterine inertia, they are driven to express a doubt whether 
the plug can have any directly useful effect. They say “ it 
is easy to apply ” and that it “has this great advantage, 
that it avoids rapid emptying of the uterus, a proceeding 
which always impresses severe shock on these patients. We 
think there can be no doubt that in some of these cases the 
bleeding has stopped by the time the practitioner oomes on 
the scene, and that in such plugging the vagina has the 
great advantage of compelling him to pursue a course of 
masterly inactivity.” 

No doubt a plug applied in the method recommended by 
these writers will produce very different results from one 
applied in the way described above. They apply the plug 
with the aid of a speculum and a forceps, and use for ihis 
purpose rolls of cotton, each tied round with a string to 
facilitate removal. I feel sure it would not be possible to 
place in position one dozen of such rolls aB are portrayed 
in their illustration. The plug, as I understand it, should 
consist of from 20 to 40 separate pieces, packed and dove¬ 
tailed so closely into each other that they could not possibly 
be removed by pulling on them with a string. 

I have quoted from the work of these writers to show how 
much, even now, the correct action of this device is mis¬ 
understood, and how much the method of treatment haa 
suffered in consequence. 

In 1898 I laid before this section of the Academy evidence 
to show that the plug acted directly as a compressor of the 
uterine vessels. Recently I have re-read that article and 
still cannot understand how anyone who took the trouble to 
weigh carefully the evidence I then adduced could have any 
doubt as to the truth of my contention. In the report of the 
discussion on that paper I find that, with the exception of 
Dr. Doyle, a general practitioner, all the speakers either 
ignored the suggestion altogether or treated it with contempt. 
It is therefore not surprising that the suggestion has not 
received general recognition in other countries. If truth 
could be destroyed by means of a studied boycott, assuredly 
this one would have shared that fate. 

After nearly 20 years I am able now to bring forward 
positive proof that the plug acts in the wsy I have suggested. 
During the performance of several Caesarean sections, 
after the delivery of the child and the stitching of the 
uterine wound, I have got an assistant to pass bis hand into 
the vagina and to press it into the lateral fornix. In each 
instance his hand has formed a prominent convex tumour, 
which can be seen from the abdominal wound to press the 
base of the broad ligament upwards above the level of 
Pmipart’s ligament. On this tumour the uterine vessels lie, 
and I have been able to demonstrate to my colleagues, Sir 
William Smyly, Dr. Purefoy, and my Assistant Masters, that 
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the pulsation in these vessels is stopped by the pressure. On 
the last occasion I asked my assistant to tell tne class 
what he felt. First he said the pulsation in the artery 
had ceased, and when I pressed the fundus of the uterus 
downwards to reproduce the conditions induced by the abdo¬ 
minal binder he said his finger had become nipped between 
the resistance below and the side wall of the uterus. If we 
remember the size and importance of the blood-vessels, both 
ovarian and uterine, which are situate in this region, the 
result of direct pressure exercised on them by a tightly 
fitting vaginal plug will at once become apparent. 

In labour the opening of the internal os removes from the 
lateral fomices the support that it formerly afforded, and so 
allows the fomices to be pushed far up into the abdomen. 
In the non-pregnant state this cannot be done on account of 
the tightness of Mackenrodt’s ligaments. These ligaments 
are really the tendons of the uterus. They are under the 
control of the uterine muscle fibres. It is the uterus by 
its inherent power, acting through these so-called ligaments 
and its other tendons, that forms the true floor of the pelvis. 
This is another truth of vital interest to the gynaecologist 
which I trust will not in its turn lie dormant for 20 years. 

The vaginal plug is not easy to apply, nor is its applica¬ 
tion harmless. Sometimes, in spite of our best efforts, we 
cannot at the first attempt insert sufficient material to stop 
the bleeding. In such a case the plug must be removed 
entirely and then reinserted. On the second attempt the 
procedure will be found to have become much more easy 
on account of the dilatation of the vagina. Pain, distress, 
and some shock always follow from the application of the 
plug, and superficial tearing of the mucous membrane of 
the vagina, is almost certain to occur. 

It is clear that the words “ vaginal plug”mean, in Dublin, 
something different from what they do elsewhere, and when 
one criticises the method of treatment one must bear the 
true meaning in mind. 


dlmM atotes: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

A CASE OF PLACENTA PREVIA AND TWINS. 

By W. Graham Reynolds, M.R.C.S. Eng., 
L.R.C.P.Lond. ; 

AND 

J. O. Thomson, M.D. McGill, 

BUBO SO ICS, CANTON HOSPITAL. 

Owing to its exceptional character, the following case 
may be worth recording. 

The patient, a Chinese woman, aged 30, multipara, was 
sent into hospital with a history of there having been several 
severe gushes of blood. There had been no labour-pains, so 
that it was not possible to say when labour had started. 
Two previous confinements had terminated naturally. The 
patient was a strong healthy woman, of the farmer class. 
On examination the pulse was found to be strong and normal. 
The head was presenting; no foetal heart was heard. Per 
vaginam the placenta was found to be centrally placed and 
the head presenting. The question of Ctesarean section was 
discussed and decided against, as the child was thought to 
be dead, and also we could not be sure as to who bad 
examined previously. The os admitting two fingers and the 
cervix being soft and easily dilatable, it was thought 
that version and rapid delivery would offer the best 
chance for the mother, as, if there was any difficulty in 
delivery, perforation and extraction could be performed. 
Two fingers were accordingly introduced and bipolar version 
attempted; great difficulty,* however, was experienced in 
turning the child. The cervix proving very easily dilatable, 
it was stretched with the fingers, the hole through the 

S lacenta enlarged, and a hand introduced, and first one and 
len the other leg was brought down. Quite gentle jaw 
traction was sufficient to deliver the after-coming head. The 
hand was reintroduced and the placenta removed. It was 
noticed, per abdomen, that after the child was born there 
was still a mass seemingly occupying the uterus. The hand 
introduced to peel off the placenta discovered a second foetus, 
also with the bead presenting. A leg was brought down and 


the foetus delivered; there was a separate placenta, normally 
placed, which was delivered manually. The uterus con¬ 
tracted well, and the patient was returned to bed in good 
condition, not having lost mach blood. -The first child, 
though in a state of “ white asphyxia,” breathed well after 
some 15 minutes’ artificial respiration had been done; the 
second child was quite dead, and had been so probably for a 
day or two. Both were males. The mother had a normal 
puerperium,and left the hospital with her ohild on the tenth 
day. 

The chief points of interest in this case are the bilocular 
twins, one placenta being normally placed and the other 
centrally over the internal os, and the ease with which the 
os dilated from the size of a florin to a size sufficient to 
admit of the passage of the first child. There was no tear 
either in the cervix or the vagina. 

Canton, China, 

CASE OF TETANUS TREATED BY INTRA¬ 
MUSCULAR INJECTIONS OF ANTITOXIN. 

By G. H. Y. Appleby, M.D., B.Hy. Durh., 

ASSISTANT SURGEON, HARROGATE INFIRMARY. 

In view of the recent discussion of the methods of treat¬ 
ment of tetanus by antitoxin the following case may be of 
interest. The notes were taken by Mr. S. A. Faulkner, 
house surgeon, Chalmers Hospital, Edinburgh, and lately 
house surgeon, Harrogate Infirmary. 

Patient was admitted to Harrogate Infirmary on Nov. 14th, 
1916, suffering from a deep and jagged wound, 5 inches long, 
of the hypothenar eminence of left hand caused by a hay- 
chopper. The wound was dressed and the patient retained 
in hospital. No prophylactic injection of antitoxin. As 
wound was far from clean continuous eusol baths were 
ordered. On Nov. 23rd, ten days after admission, twitching 
of left leg with tonic contractions of both recti and slight 
opisthotonos. Patient was at once given antitoxin serum 
U.8.A., intramuscularly, 1500 units, and 20c.c. of 10 per cent, 
sol. of mag. sulph. subcutaneously; these were continued 
during next five days. On Nov. 24th the symptoms were 
more pronounced ; profuse sweating; risus sardonicus well 
marked and difficulty in swallowing. Temperature sub¬ 
normal ; it had been so after second day of admission and 
did not rise wilh onset of tetanic symptoms. Pulse remained 
about 80; respirations 24. On Nov. 28 th temperature rose 
to 100° F.; pulse 100; respirations 28 and very laboured. 
Abdominal muscles contracted like a board. Patient was 
unable to swallow; clonic contractions of muscles of both legs 
andarms. Chloral hydrate was given per rectum, and anti toxin 
increased to 8000 units daily for three successive days (Nov. 
28th, 29th, 30tb). On Nov. 30bh marked signs of improve¬ 
ment. Temperature normal; pulse 80; respirations 24 and 
less laboured. He could swallow, though with difficulty. 
Antitoxin again reduced to 1500 units, and continued daily 
together with injection of mag. sulph. until Deo. 20th. Patient 
continued to do well, the spasmodic contractions gradually 
abated, though the recti and abdominal muscles remained 
obstinately contracted well into convalescence and after the 
wound was soundly healed. He was discharged well on 
Jan. 3rd, 1917. 

There is little doubt that in this case the initial doses of 
the antitoxin were too small, and that the very much increased 
doses had a quick and marked effect. Another point 
noticed was the persistence of the contraction of the 
abdominal muscles. 


Society for Relief of Widows and Orphans 
of Medical Men. —The annual general meeting of this 
society was held on May 18th, at 11, Chandos-street, W., 
Sir Alfred Pearce Gould, the President, being in the chair. 
From the annual report it appears that the invested capital 
of the society amounts to £140,000, and £4223 13*. lid. were 
distributed during the year amongst the 48 widows and 
9 orphans who are in receipt of grants. The working 
expenses amounted to about 4* per cent, of the income, 
practically the whole of the income of the society being 
spent on the grants ; but although nearly 7000 medical men 
are eligible for membership of the society, as residing 
within a 20-mile radius of Charing Cross, barely 300 are 
members. The President, commenting on this fact, said he 
quite realised that the young medical man just qualified 
thought he could never fail to rise to the top of bis pro¬ 
fession, but it only needed to attend the meetings of the 
court of directors to realise that in many instances these 
hopes were not attained. 
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Medical Bacteriology. For Practitioners and Students. 
Edited by Dr. L. A. Tarassevitch. In three parts of 428, 700, 
and 200 pages respectively and an Atlas of Microphotographs 
in 16 plates. Petrograd and Kieff. 1912-1915. Price 
17*. 8 d .—This is a large text-book on bacteriology in 
Russian, to which 36 writers have contributed, including the 
prefaoe by Professor Metchnikoff, the whole being under 
the editorship of Dr. Tarassevitch, of Moscow. Apart from 
the monumental work of Kolle and Wassermann, no other 
bacteriological treatise reaches the dimensions of Dr. 
Tarassevitch’s work, which is original throughout. Each 
part is written by a specialist, and includes the best known 
Russian bacteriologists, such as Omelianskij, Tchistovitch, 
Wladimiroff, Zabolotny, and Korschun. Among the younger 
generation appear the names of Yakimoff, Klimenko, and 
Padlewsky. From the Pasteur Institute in Paris the Russian 
workers Besredka, Weinberg, Shoukevitch, and Romanovitch 
are important contributors. The life-history of all the patho¬ 
genic organisms is fully and critically described, and at the end 
of each chapter there is a general survey of the pathological 
lesions produced. Immunity reactions are exhaustively dealt 
with, the most recent phenomena in this involved field being 
adequately treated. Although some of the authors show a 
tendency to dogmatise a little more than is justifiable, it will 
be found in general that the work is excellently done. The 
supplement contains a special chapter on the infective 
diseases of plants and epizootics. It has been the aim of 
Dr. Tarassevitch to make the work exhaustive and at the 
same time practical, and he has succeeded in bringing out an 
eminently satisfactory text-book. Most encyclopaedic works 
suffer from the defect that the various authors do not adopt 
the same methods of treating their respective subjects. In 
Tarassevitch’s 41 Medical Bacteriology,” however, a singular 
uniformity has been preserved. Although many Russian 
investigators have made great names for themselves during 
the bacteriological epoch in medicine this work in its com¬ 
pleteness and magnitude will come rather as a surprise to a 
generation who has believed that it is only the German 
works that count, and it shows the high standard of medical 
intellectual culture in a country which has been to a large 
extent neglected in Western Europe. Accustomed to the 
high price of English medical books, the price of Dr. 
Tarassevitch’s treatise must appear remarkable. 


Let Fractures de VOrbite par Projectiles de Guerre . 
By Felix Lagrange, Professor in the Faculty of Medi¬ 
cine, Bordeaux. With 77 figures in the text and 6 plates. 
Paris : Masson et Cie. 1917. Pp. 222. Price 4 francs.— 
Professor Lagrange has written a very valuable precis of 
the war injuries to the eye under the misleading title, 
44 Fractures of the Orbit.” Many of his observations, which 
are founded upon an extensive experience at an important 
base hospital, are original, are discussed with a thorough 
knowledge of the pathology of the eye, and demand full 
recognition from ophthalmio surgeons. They are likely to 
overlook the importance of this small book, so inadequately 
described in the title, and it is therefore the more important 
to draw attention to the outstanding features of its contents. 

Successive chapters deal with the surgical anatomy of 
the orbit, general considerations on the etiology of fractures 
of the orbit, fractures of the orbit with conservation of the 
eyeball, fractures of the orbit with destruction of the eye¬ 
ball, treatment of orbital fractures, treatment of ocular 
complications, and reparative surgery. Many of the injuries 
of war, of course, resemble those met with in civil life, are 
due to similar causes, and require similar treatment. These 
are adequately discussed, with the citation of many illus¬ 
trative cases, by Professor Lagrange. Of greater value are 
the original observations, the accuracy of which will for 
the most part be confirmed by the experience of British 
ophthalmologists. Thus it is pointed out that the direct 
injuries of war do not cause fractures of the roof of 
the orbit and implicate the optic foramen or sphenoidal 
fissure by irradiation, as is so commonly the case in 
fractures of the base of the skull in civilian life. The 
latter are generally caused by falls upon the head or 
severe blows directed downwards upon the vertex of the 
skull, injuries rarely met with in war. When the eye is 
directly struck by a projectile it is generally hopelessly 


disorganised. Slighter injuries are due either to the 
penetration of minute metallic fragments or to concussion. 
A projectile passing in the immediate vicinity of the eye 
causes severe injuries by concussion. Most of the ordinary 
effects of concussion, such as iridodialysis, traumatic 
cataract, dislocation of the lens, and so on, are fre¬ 
quently seen. Professor Lagrange has never seen an 
ordinary rupture of the globe in the intercalary region. 
We can confirm this observation, but possibly such casea 
do occur and the eyes are excised before the patients 
reach the base hospitals. Lagrange has seen many detach¬ 
ments of the retina, which does not altogether acoord with 
our experience. He is certainly right in his remarks on the 
frequency of ruptures involving both retina and choroid. 
These are rare in civil life, whilst choroidal ruptures are 
common. Retino-choroidal ruptures are followed by the 
development of masses of cicatricial tissue in the fundus 
which are very familiar to those who have seen many war 
injuries of the eye. The repair of cicatrised and distorted 
sockets and of the ghastly ravages produced by war wounds 
of the face is one of the most trying tasks of the surgeons at 
the base. Professor Lagrange writes very enthusiastically of 
the value of fatty and cartilaginous grafts, especially of the 
latter. The book is admirably illustrated by very clear diagrams 
and excellent half-tone blocks of fundus conditions. 


JOURNALS. 

The Indian Journal of Medical Research. Yol. IV., No. 3. 
—This is a specially good number, and it is notable, more¬ 
over, for the beauty and excellence of its many coloured 
plates. It contains an abstract of the address delivered by 
Surgeon-General Sir Pardey Lukis before the Indian Section 
of the Royal Society of Arts, on the opportunities for 
medical research in India. Dr. R. Row, of the Petit 
Laboratory, Byculla, Bombay, describes a simplified 
technique devised by him of Bass’s method of cultivating; 
malarial parasites in vitro , along with some observations 
on the malarial parasites cultured by this technique. This 
paper is illustrated by seven coloured plates and numerous 
charts. A note on flagellate dysentery is contributed 
by Dr. S. G. Chatterjee, assistant professor of patho¬ 
logy at the Medical College, Calcutta (with five coloured 
plates). Captain H. E. Shortt furnishes notes on two 
hsemogregarines of cold-blooded vertebrates, illustrated by 
two coloured plates. The next two papers are by Major 
Clayton Lane in continuation of his previous work on intes¬ 
tinal parasites, the first relating to Bwtostomum kashinatki 
and the Ankylostomidae (with four plates); the second, a. 
short paper, is entitled “Are Eckinostomum malayanum 
and Artyfechinostomum sufrartyfex Identical ? ” The report 
of a special investigation conducted under the auspices of 
the Indian Research Fund Association, on dysentery in 
the jails of Eastern Bengal, is supplied jointly by Major 
J. Cunningham and Captain H. H. King. This contribution 
extends to 56 pages and is illustrated by photographs, maps, 
and charts. A study of entamoebic cysts is contributed by 
Captain R. Knowles, I.M.S., of the Bombay Bacteriological 
Laboratory, in conjunction with Captain A. F. Cole, 
R.A.M.C., of Oumbala War Hospital, Bombay. This paper 
is illustrated by four coloured plates and a number of charts 
and tables. Two editorials oomplete the number, the first 
dealing with a new species of Anopheline. Myzorkynchue 
timilis , sent from the Malay Peninsula by Mr. Richardson, 
travelling entomologist, the second being a summary of 
current medical research in Germany, compiled from various 
German periodicals for the benefit of those workers in India 
who have a difficulty in obtaining current German literature 
in war time. This summary, among other things, deals with 
typhus, cholera, influenza, pyrexia of unknown origin, &c. 

Revue de CkimiotMrapic et de Mddecine Gentrale. 1© ann. 
No. 1, Jan.-F6vr., 1917. Redaction: 2 rue de Rivoli, Paris. 
—We are asked by Dr. J. Laumonier, r£dacteur-en-chef, to 
announce the issue of this review of chimiotheiapy, a new 
science, we are told, 4 * which Germans had accaparated for their 
own benefit,” notwithstanding that two French physicians. 
Dr. Dujardin-Beaumetz and Dr. Bardet, had been, about 
20 years ago, its true inventors. The number contains three 
abstracts from American journals, an article by Dr. Henri 
Bouquet on the present position of antitetanic sero therapy, 
a review of the chimiotherapy of tuberculosis signed J. M., 
and chiefly dealing with cyanocuprol, and an original article 
by the editor on oolloidal iodine furnished by Messrs 
E. Viel and Co. 
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Heliotherapy. 

Fob many years the Continental medical press has 
contained more or less scientific contributions on 
the subject of heliotherapy, and only the over¬ 
powering importance of all subjects connected with 
the war has preserved sun-treatment from the 
unbalanced puffs of the amateur physician in the 
lay press at home and abroad. But in the case of 
sun-treatment publicity has distinct advantages. 
Scientific heliotherapy is still in its infancy, and 
even the physicians best qualified to give an 
opinion admit that they are, so to speak, groping 
in the light, and that the element of empiricism 
in their procedure is still very great. Two recent 
discussions in Christiania and Gothenburg have 
clearly shown how insecure the scientific basis 
of heliotherapy still is. Some speakers in 
Christiania characterised the heliotherapy prac¬ 
tised in certain quarters as but little more than a 
well-advertised business undertaking, and suggested 
that the flood of “before” and “after” illustrations 
was over-flowing and calculated to give the mis¬ 
leading impression that heliotherapy is a panacea. 
Other speakers joined issue over the physics of helio¬ 
therapy, and the opinions expressed as to the com¬ 
parative value of sunlight and the various artificial 
lights were also conflicting. Nor need we be 
surprised at this, for even on small practical points 
in sun-treatment there are quite divergent views. 
Some authorities, for example, regard rapid bronzing 
of the skin as highly desirable and beneficial, while 
others see in excessive pigmentation a screen, 
depriving the body of some of the most valuable 
constituents of sunlight. Nothing but exhaustive 
observation can decide where truth lies. 

But though stress on our ignorance of the pro¬ 
cesses occurring in the body as the results of 
insolation must be confessed, as well as the 
elementary character of heliotherapy as practised 
to-day, it would be unjust to ignore the recent 
pioneer work in this field by Dr. A. Rollier and 
others. Rollier, in particular, has earned our 
gratitude by elaborating a well-regulated system, 
by insisting on accuracy of dosage, by directing 
attention to idiosyncrasy of the individual, and 
by emphasising the dangers of indiscriminate prac¬ 
tices. A perusal of his well-known and beautifully 
illustrated text-book, “Cure de Soleil,” will con¬ 
vince the. reader of the care with which Rollier 
hedges in his procedure. But the average patient 
no more dreams of taking his sun-baths according to 
medical prescription than of regulating his break¬ 
fast by other dictates than those of common-sense. 
Physicians at seaside resorts are familiar with 
the consequences of sun-bath orgies, for “beach 
fever ” is no rare complaint in the holiday 
months. At the present stage it is urgently 
necessary that the dangers of heliotherapy should 
be recognised and preached; the antics of the 


crank are calculated to damn this valuable remedy 
more effectively than the most stodgy indifference. 
He is to be found by the score in every bathing 
resort, exposing to the sun by the hour his head 
and neck—the parts of the body most vulnerable to 
sunlight. Or, emerging from the shades of a 
London office, he starts his course of “helio¬ 
therapy ” with several hours’ exposure of most of 
his body. Little wonder if he returns to work a 
few weeks later listless and irritable, with a 
blistered skin and an aching brow. Some years 
ago a German writer called attention to the 
ill-effects of self-administered heliotherapy in an 
article in which he drew a well-defined clinical 
picture of nervous exhaustion and irritability. Many 
of our readers may be consulted concerning sun- 
treatment in the course of the next few weeks, in 
which case they will be well advised to recall the 
existence of quite serious conditions that may be 
induced by injudicious exposure to the rays of 
the sun. 

The Swiss mountain health resorts offer admir¬ 
able facilities for heliotherapy, and encouraging 
reports are coming in from other countries blessed 
with a less prodigal wealth of sunshine. In Norway, 
for example, heliotherapy has been adopted as 
part of the sanatorium regime by Dr. Holmboe at 
Mesnalien, and his verdict in cases of pulmonary 
tuberculosis in every stage when submitted to helio¬ 
therapy is favourable. The euphoria following the 
exposures was often so great, even in cases of 
advanced disease, that the patient was apt to exceed 
the prescribed limits. Holmboe adopts the cautious 
dosage recommended by Rollier in surgical 
tuberculosis, the first exposure being of the feet 
and ankles only and limited to a period of five 
minutes. In the course of about eight exposures 
he works up to a maximum of to 5 hours a 
day, the whole body, except the head, being treated. 
In this country heliotherapy has hitherto been at 
a discount. Yet it is not such a fog-bound island 
as the continental tradition would have it, and 
many a golden opportunity for turning the sun to 
account is undoubtedly lost. The institutions in 
which a properly planned solarium exists are, 
indeed, few; but it is to be hoped that when we 
emerge from this war heliotherapy will be intro¬ 
duced into the routine of sanatorium treatment. 
Already Mr. H. J. Gauvain 1 has shown at Alton 
that heliotherapy is a practical proposition in this 
country, and it is satisfactory to note that he is 
not blindly practising heliotherapy by rule of 
thumb, but is evolving and testing theories which 
may help to place this treatment on a more 
rational basis. 


Medicinal Plants. 

Serious dislocation of important industries must 
always be reckoned among the inevitable results of 
hostilities in any part of the world, and it is only 
natural that efforts should be made to counter¬ 
balance and reduce the inconvenience at the 
earliest moment. While in this country the most 
pressing trouble lies in problems connected with 

i The Lahckt, 1917,1., 3. 
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food-supply, the work of many surgeons, phy¬ 
sicians, and pharmacists has been hampered 
fry the war. Surgeons have found difficulty 
in replacing instruments, while physicians .and 
pharmacists have similarly had trouble in 
making good the shortage of many synthetic 
remedies formerly derived from Germany. In 
addition there has been considerable inconvenience 
in pharmacy owing to the divergence into more 
important channels—munitions—of many articles 
previously largely employed in medicine. Therefore 
the supply of medicinal plants is attracting a great 
deal of attention at the present time, and we 
publish this week a note by a practical grower on 
their cultivation. The matter also formed the 
subject of a recent lecture at the Royal Society 
of Arts by Mr, J. C. Shenstone, F.L.S., and in 
the course of his remarks he emphasised the need 
of careful and continuous attention to scientific 
culture and economic organisation if herb-growing 
was to be of any real service to anybody. He 
admitted that much of the work would be of an 
experimental nature, to determine whether, under 
cultivation, the amount of active principle could 
be increased, though the value of home grown 
medicinal plants might be much appreciated by 
war conditions. 

To adapt ourselves to war conditions forms 
a part of the necessary process by which we 
all have to learn to share in helping to win 
the war. Manufacturing chemists have thus been 
stimulated to produce the equivalent of many 
synthetic remedies which were formerly imported, 
and it is to be hoped that in post-war con¬ 
ditions these new compounds will hold their 
ground against the inevitable foreign competition. 
The production of synthetic remedies must always 
remain in the hands of skilled pharmaceutical 
chemists, and it affords no outlet for the well- 
meaning efforts of the amateur. But the growing 
at home of medicinal plants was seen at once to 
give him a possible chance. Indeed, a promising 
field of energy was found in the attempt to 
popularise the collection and the cultivation of 
plants to be used as medicines. But the most 
earnest advocates of this movement admit regret¬ 
fully that the number of indigenous plants officially 
recognised in this country is remarkably small, 
though they point to the plants used in France 
and in the United States as indicating that our 
employment of herbal remedies is unduly restricted, 
seeming to hope that an increased or varied 
supply of remedies will create a demand. Mean¬ 
while it is realised that there are certain dangers 
in leaving the task of collecting in the hands 
of the untrained, and with a view to indicating 
where these dangers lie a charming little book on 
u Herbs Used in Medicine," with excellent coloured 
plates, has been published by the National Herb- 
Growing Association. Even in this small volume 
several plants which are not official are depicted, and 
the reader is referred to the two volumes, printed 
in 1790, of Dr. Woodville’s “ Medical Botany," 
with plates of all the medicinal plants then official. 
He will then see that it is possible that our whole 
outlook on the subject has been too narrow. 


Undoubtedly very many vegetable drugs have 
been discarded since 1790. Remembering this, but 
knowing also that it has been prudence and not 
prejudice which has dictated the scientific attitude, 
we fear that an attempt to revive interest 
in home-grown pharmaceutical plants is doomed 
largely to disappointment. They have been 
tried and found wanting. Modern tendencies 
amongst medical men point to a form of treat¬ 
ment based upon an intimate knowledge of 
pharmacology, and the vegetable drugs which are 
retained in most instances have had to justify their 
existence as remedies by the presence of some 
definite alkaloid or active principle. If the activities 
of the National Herb-Growing Association are 
limited to the encouragement of an increased 
supply of herbs possessing alkaloids or active 
principles it is possible that a glut in the market 
may be produced speedily. On the other hand, 
it is very probable that, owing to improper 
methods of cultivation, a large amount of trouble 
will be expended without any corresponding 
advantage, as it is well known that medicinal 
plants require many peculiar conditions of soil 
and climate before they can attain the standard 
required by authority. With adequate care 
and knowledge these difficulties may be over¬ 
come, but the conditions cannot be met by 
enthusiasm alone. They demand special train¬ 
ing and considerable expenditure, facts which were 
recognised by Mr. Shenstone in his lecture, in which 
he pleads for a Government Department entrusted 
with funds. We would not for a moment be found 
damping down the fires of a well-intentioned 
energy, but the article from a practical grower, to 
which we have already referred, reinforces Mr. 
Shenstone’s lesson that both money and expert 
knowledge are called for if the result of the grow¬ 
ing of medicinal plants in this country is to be 
relative to the labour put forth. 


Annotations. 

14 He quid nlmta.” 

ATMOSPHERIC POLLUTION : A SENSIBLE 
GOVERNMENT GRANT. 

The Committee for the Investigation of Atmo¬ 
spheric Pollution has been constituted an “ Advisory 
Committee on Atmospheric Pollution" to the 
Meteorological Office, and the advantages likely 
to result from obtaining a continuous record from 
year to year of the state of the atmosphere as regards 
suspended impurity have been recognised by a 
Government grant of £500, allotted by the Depart¬ 
ment of Scientific and Industrial Research, and de¬ 
signed to cover the cost of the work of the committee 
for the current year. The grant is intended to defray 
the expenditure of the Advisory Committee only, and 
was given on the understanding that the cost of 
gauges, collection, and analyses should be borne by the 
authorities which cooperate by setting up observing 
stations. Provision has been made for the nomina¬ 
tion by each cooperating authority of a person for 
appointment as a member of the Advisory Com¬ 
mittee. The action of the Department of Scientific 
and Industrial Research in making the grant was 
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only taken after fall and carefal consideration of 
th.e public advantages likely to accrue from the 
continuation of the work even during the war. At 
the same time, and since the value of the investiga¬ 
tion depends on there being a sufficient number of 
observing stations, it was indicated that every effort 
should be made to maintain existing stations and to 
increase the scope of the movement, which has 
throughout received all the assistance which this 
journal could afford it. The collection, compilation, 
and publication of exact statistics on the suspended 
impurities of the air has a valuable function 
and supplements the study of all problems 
relating to fuel economy and smoke prevention. 
The reports for the years 1915-16 and 1916-17, 
forming the second and third annual reports of the 
committee, will shortly be published. Full infor¬ 
mation as to method of working at observation 
stations, with standardised instructions and blank 
forms for returns, can be obtained from the hono¬ 
rary secretary of the society, Dr. J. S. Owens, 
47, Victoria-street, London, S.W. Since November, 
1914, the returns in the form of a table, under the 
heading of u A Monthly Record of Atmospheric 
Pollution,” have regularly appeared in our columns 
ithose for the months of October and November, 
1916, appear this week), and reprints are distributed 
to the committee and workers. 


HYPOTHERMY AS AN EPILEPTIC EQUIVALENT. 

In the Paris Medical for May 12th, 1917, Dr. P. 
Carnot and Dr. A. de Kerdrel record a curious case 
coming under their observation at one of the 
neurological centres organised by the medical staff 
of the French Army. 

The patient was a sergeant of the Chasseurs Alpins, 
aged 24, who was wounded on 8ept. 16th, 1915, by a bullet 
which struck his forehead above the left eyebrow. Two 
hoars later he was trephined. He is said to have remained 
unconscious for some 15 days, and on recovering his senses 
he found he was completely paralysed on the right side, but 
was able to speak. In the course of a month or more the 
hemiplegia gradually disappeared. Seven months after the 
<late of the injury the patient suddenly had a fit of 
Jacksonian epilepsy, beginning in the right arm and 
becoming generalised ; its duration was a quarter of an hour. 
Twenty-seven davs later he had a second attack, beginning 
in the fingers of the right hand, and following the usual 
march up the arm and down the trunk and right leg. 
When he came under the observation of the writers 
he was seen to have a pulsating depression two finger- 
breadths above the outer end of the left eyebrow, pressure 
on which, however slight, produced an unpleasant feeling of 
malaise and painful radiating sensations referred to the 
right arm. There was slight general weakness of the right 
arm and slight diminution in sensibility in the same distri¬ 
bution. The rectal temperature was normal. A few days 
later a remarkable lowering of the temperature took place 
in a progressive fashion: from 36 7° C. (98° F.) it went 
gradually down in the course of three davs to 34-4° C. (94° F.), 
rising again almost to normal in some 24 hours. Two days 
later another Jacksonian fit occurred of the same typical 
kind as before. On this occasion, however, repeated "slight 
attacks also took place involving the right arm only, 
followed by paresis of the arm. On this occasion, further, the 
contractions in the arm were very painful, a condition 
which had not been remarked before. Some five or six days 
later the temperature began to fall again, and went down to 
34*2° C. (93*5° F.), again gradually rising in the course of two 
or three days; a brief attack occurred at that time, 
influenced, no doubt, by the bromide treatment which had 
been instituted. This treatment also was responsible for 
the curtailing of a third phase of hypothermy and painful 
tingling in the right arm, without twitching, which 
developed some 14 days later. On the suggestion of Pro¬ 
fessor Sicard, in charge of the neurological centre, the 
patient’s wound was reopened and the cicatrix was found to 
be adherent to the underlying gyri. It was completely freed, 
and thereafter the attacks of Jacksonian epilepsv and the 
hypothermy both ceased. 

The question of heat “ centres ’ in the nervous 
system is still the subject of* much discussion 
among physiologists. Clinical evidence is abundant 


but conflicting. Cerebral lesions not infrequently 
produce a state of marked thermic disequilibrium. 
Sir William Gowers recorded a case of thrombosis 
of the basilar where the temperature rose to over 
109° F., repeatedly verified. On the other hand, 
Janssen has reported a temperature of 87*2° F. 
in a case of general paralysis. Further, remarkable 
changes in body temperature occur after traumatic 
lesions of the spinal cord, and these vary with the 
level of the lesion, as has been shown by Gardiner 
and Pembrey in a series taken from the Guy’s 
Hospital reports over a period of 50 years. There 
is, also, some evidence to suggest that in epilepsy 
an “ attack ” of hypothermy or hyperthermy may be 
of the nature of an epileptic discharge—an epileptic 
equivalent. In the present case the association 
between the two is curiously significant. The 
interpretation of these and other thermic pheno¬ 
mena may be difficult, but the subject is one 
deserving further study and investigation. 


BACK TO THE LAND AND THE WAGES QUESTION. 

The National Housing and Town Planning 
Council has issued, in the form of a letter 
addressed to individual Members of Parliament, 
a pronouncement of its views upon the subject of 
the weekly wage contemplated for the agricul¬ 
tural labourer by the Corn Production Bill. Its 
main proposition is that the suggested minimum 
wage of 25s. is inadequate, and does not represent 
for the labourer an advantage corresponding to that 
offered to the farmer with the object of increasing 
the country’s production of food. The Council 
does not put forward an amount to be substituted, 
but suggests that even the 30s. per week asked for 
by the National Agricultural Labourers’ Union will 
prove insufficient. This opens up a serious prospect 
for those responsible for the national finances after 
the war, and for the promotion of agriculture under 
conditions to be brought about by statute, but .as 
25s. constitutes a rise of over 100 per cent, for the 
labourer in two counties, according to the statistics 
relied upon by the National Housing and Town 
Planning Council, and as in few areas will an 
increase of less than 100 per cent, be represented 
by a weekly wage of 30s., it is clear that drastic 
reform is called for. The sums given as the 
“total earnings” of the labourer before the 
war, amounts which presumably include harvest 
money and like bonuses, will probably have to 
be raised by increasing these extra payments 
upon a scale corresponding with the increase 
in wages, for it can hardly be expected that 
they will be foregone, and their value as the 
rewards of industry will have depreciated as much 
as that of the weekly wage. The question of 
adequate agricultural wages will have to be faced 
and a decision arrived at, for the importance of it is 
evident, and the arguments put forward in the 
letter of the National Housing and Town Planning 
Council are clearly stated, whatever conclusion 
of assent or dissent be arrived at after perusing 
them. The aim of the legislator, in addition 
to that of providing for our future food-supply, 
will be to keep good workmen on the land and to 
tempt good workmen to return to it from the 
towns to which they have migrated, driven 
thither to a large extent by bad wages and 
bad housing accommodation in past genera¬ 
tions—grave errors for which we are now about 
to pay. The matter of housing accommodation 
naturally receives prominence in the Council’s 
letter, and from 5s. 8 d. to Is. Id. are the weekly 
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rentals which it regards as necessary if cottages of 
a suitable character are not to be built at a loss to 
those providing them. The increased price of food 
and other commodities, together with the prospect 
of such prices being long maintained, is the other 
element in the calculation, and here also the National 
Housing and Town Planning Council presents a 
case deserving careful consideration by the legis¬ 
lature. The Council considers that the minimum 
wage proposed is inadequate, and that a degree of 
benefit is promised to the farmer which is denied 
to the labourer. That something short of the 
increase suggested by the Council’s letter may be 
found adequate is possible, but it is of vital 
importance to bring the workman back to the land, 
to live there in healthy circumstances and to breed 
a stalwart race that will repair the ravages of war. 
To medical men, to eugenists, and indeed to all 
thinking persons it is inconceivable that such a 
policy should be defeated by the costliness of the 
means for attaining it._ 

H/EMATURIA FROM RIDING. 

In the Medical Review for May attention is drawn 
to a cause of h&ematuria which is not generally 
recognised—riding. This contingency is of special 
interest at the present time as the subjects were 
medical men who were learning to ride, evidently 
for the purpose of undertaking military work. 
Two cases have been recorded by different German 
writers. The first is reported by Griinbaum 1 :— 

A medical man. aged 32 years, was given his first riding 
lesson on June 8th. The next day he rode for half an hour 
without stirrups on a rearing horse. About two hours later 
he noticed that his urine was scanty and of a reddish-brown 
colour. He also had the usual pains associated with the first 
riding lessons. He took a bath and about three hours later 
collapsed and had to go to bed. He was a perfectly healthy 
man, whose urine previously had been normal. Examina¬ 
tion now showed 0*06 per cent, albumin, a few granular and 
hyaline casts and a few erythrocytes. On June 10th the 
albumin had increased to 01 per cent., and there were 
nnmerous granular and hyaline oasts with a few erythro- 
oytes. Next day, in addition to the constituents mentioned, 
leucocytes, epithelial cells, and a few epithelial and blood 
casts were demonstrable. On June 12th there was no longer 
any albumin and the number of formed elements was much 
reduced. On the 15th microscopic examination showed 
nothing abnormal. No renal symptoms, such as oedema or 
cardiac complications, were present, and there was no sign 
of any infectious or cardiac complaint. The hsematuria 
was therefore regarded as due to concussion of the kidneys. 

The second case is recorded by Gast, 2 who was 
himself the subject. 

Unaccustomed to violent exercise, he took lessons in 
riding. The riding-master, a non-commissioned officer, at 
onoe forced the pace, making him trot without stirrups. 
After the first day he ached all over and on the following day 
did not ride for so long. On returning he noticed that the 
urine was very red. Innumerable red cells and a few casts 
and other formed elements were found. Suspecting that the 
hsBmaturia was due to concussion, he spent the afternoon 
and night in bed and took a light diet. Next morning there 
was no macroscopic sign of blood, but under the microscope 
red cells were still demonstrable, as well as a few hyaline 
casts, but they were far less numerous than on the previous 
day. He did not lie up, and in the next few days all trace of 
albumin and blood disappeared. A few weeks later he 
resumed riding lessons under a more sensible master and 
began more cautiously. Though he continued the lessons 
for weeks the renal symptoms did not recur. 

Gast refers to Griinbaum’s case, and considers that 
both cases Bhow that it is not necessary for a soldier 
who develops heematuria after the first hours of 
riding to give it up provided the haemorrhage is due 
to concussion. These cases also show the folly of 
forcing the pace in a course of riding lessons, as is 
often done in Germany. The jolting of the whole body 
when stirrups are not used is so severe that unless 
the exercise is gra duated there may be ill effects . 

" ~T Miinch. med. Woch. * Dent. med. Woch. 


' MEDICAL RESEARCH IN INDIA. 

The valuable paper read not long ago for 
Surgeon-General Sir Pardey Lukis by Sir Havelock 
Charles before the Indian Section of the Royal 
Society of Arts has drawn the attention of 
the medical public to the great progress which 
has been made in our knowledge of certain dis¬ 
eases in India, and also to the unrivalled oppor¬ 
tunities afforded in that country for prosecuting 
medical research. He pointed out some of the 
many benefits conferred already upon mankind, 
especially in respect of tropical diseases, by Indian 
investigations. The discovery, for instance, of the 
spirillum of relapsing fever by Vandyke Carter at 
Bombay, opened out a new vista in connexion 
with the origin of specific fevers. The demon¬ 
stration by Ross of the proteosoma parasite 
in birds, and his subsequent observation of a 
similar cycle of development of the malaria 
parasite, began a new era in the history of tropical 
medicine. Since then the detailed work carried 
out in India in connexion with the plague bacillus 
and the special investigations made concerning 
the cholera vibrio form valuable additions to the 
general stock of knowledge, and upon them have 
been based many of the practical measures 
formulated for the control and prevention of 
these diseases. No less important have been 
the recent contributions made in India in the 
field of scientific therapeutics, and in this con¬ 
nexion the methods of treatment of cholera, 
dysentery, kala-azar, and leprosy, recorded by Rogers 
in Calcutta, are deserving of special mention— 
examples which do not by any means exhaust the 
list. In the immediate future we may anticipate 
fresh discoveries as a result of the new research 
laboratories established in Bombay, Kasauli, and 
Madras. Two new schools of tropical medicine 
are being inaugurated at Bombay and Calcutta, 
and when the present world-wide war is over and 
the various professors and lecturers return to India 
from their military service it may confidently be ex¬ 
pected that, by the education of native medical men 
in modern scientific methods of research, a fresh 
stimulus will be given to the investigation of those 
diseases of India the nature and origin of which are 
still obscure. The recruiting of the Indian Medical 
Service from the more highly qualified and earnest 
young practitioners of our own country may also 
be expected to assist, as in the past, in elucidating 
many medical problems in view of the special 
opportunities now afforded in India to competent 
investigators. The establishment in 1911 of the 
Indian Research Fund Association, generously 
endowed by Government, is likely to prove of great 
assistance to qualified experts who otherwise, on 
account of the cost, would be unable to carry out 
their protracted experiments. The Indian Journal 
of Medical Research , which is edited by the 
Director-General of the Indian Medical Service 
and the Sanitary Commissioner with the Govern¬ 
ment of India, and published by the Indian 
Research Fund Association, supplies a con¬ 
venient and useful medium for making known 
to the scientific world the results obtained 
by these investigators. This journal is now in 
the fourth year of its publication, and already 
many important contributions have appeared 
in its pages relating to such subjects as malaria, 
plague, cholera, yellow fever, kala-azar, ankylos¬ 
tomiasis, dysentery, goitre, and leprosy, as well as 
the bacterial standards of tropical water-supplies, 
the cinchona derivatives, the flies and mosqoitoes 
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of India, parasitic ticks, and the like. Some current 
investigations, we learn, have been interrupted by 
the war, bat will be resumed as soon as peace is 
declared. In another column we notice the last 
issue, which is notable for its profuse and valuable 
illustrations. _____ 


A CASE OF PROGERIA. 

£bogeria is defined by Mr. Hastings Gilford 1 
as “ primary spontaneous infantilism mingled with 
premature senility.” The premature senility is its 
most obvious feature, and only a few cases of it 
have been described. Dr. J. C. Schippers has 
recently reported 2 a new instance. 

The patient, a boy weighing 6 lb. at birth (August, 1911), 
was the first child of healthy parents. He was fed at the 
breast for a time, but was always puny and had a dispropor¬ 
tionately large skull with prominent veins on it. After 
the first year, when he had whooping-cough, his hair 
fell off; his first teeth appeared and he walked at 
18 months, and at the age of 2 he talked. His mental 
faculties seemed normal, and he got on well with other 
children. Dr. Schippers first saw him in April, 1915; he 
was a slightly built child with a very large rounded forehead, 
brown ill-nourished skin, projecting eyes, bald and promi¬ 
nently veined head, slightly enlarged thyroid, and over-large 
joints. The thoracic and abdominal viscera seemed normal, 
and no evidence of arterio sclerosis could be obtained ; there 
was nothing found amiss with the nervous system or the 
urine. Examination of the blood showed slight amemia, and 
over 9 per cent, of the white cells were eosinophiles. The 
head was 49 cm. in circumference, the chest 48 cm., and the 
child weighed 25 lb. Examination with the X rays showed 
a normal sella turcica and nothing abnormal about the 
ossification of the bones generally. Eighteen months later 
the child was seen again and was in much the same general 
condition. He was over 5 years of age, but the anterior 
fontanelle was still open; the head was 50 cm. in circum¬ 
ference, the height was 88 cm., the weight over 26 lb., and an 
Arneth blood-count gave normal results. 

Dr. Schippers mentions as the chief features of this 
ease the pigmentation and malnutrition of the skin, 
the prominence of the joints, the open anterior 
fontanelle, and the baldness, with grey ness of the 
few remaining hairs. Photographs, indifferently 
reproduced, show the build, pigmentation, and aged 
look of the child; his facies recall that of the well- 
known case recorded by Mr. Hastings Gilford. Dr. 
Schippers discusses the pathogenesis of progeria, 
which remains obscure. 


THE CENTRAL STATISTICAL BUREAU. 

We referred in our issue of May 19th to the vital 
statistics for 1915 at some length, for it is of the 
.greatest interest to know how the first year of war 
affected the population as shown by official figures. 
The value of statistical information is to-day in¬ 
creasingly recognised, and we are glad to learn that 
for the future the Registrar-General will undertake 
the responsibility of furnishing local mortality 
statistics to the medical officers of health of 
the various sanitary authorities throughout the 
country. In this way they will receive an adequate 
record of vital statistics the trustworthiness 
•of which is guaranteed by a Government depart¬ 
ment. That this important duty should be 
undertaken, as a matter of routine, by the 
central statistical bureau has always been the 
contention of The Lancet, and it is hoped that 
the system, which was successfully inaugurated 
last year, may be continued permanently, with the 
abolition of overlapping. Indeed, adherence to 
^former methods of estimating populations has been 
rendered impossible by conditions of war. Men 
of military age have been largely drafted to 
military training centres or have been sent 
1 The Lakost, 1914, i. 672. 

* Nederl. Tljdschr. v. Gtoneeakunde, Amsterdam, 1916, il.. 2274 


abroad with the Army, and the remainder of the 
male adult population, as well as much of the 
female population, has migrated to an inordinate 
extent into areas other than those in which it had 
been enumerated in 1911. In these circumstances 
estimates, whether of total or local populations, on 
the basis of Census returns, were obviously in¬ 
admissible, and the National Register of 1915 became 
the best available substitute. The only local esti¬ 
mates attempted have been those of total civil popu¬ 
lations in the several areas, based on the results 
obtained from the National Register. A new light on 
the difficulties encountered, as the result of war, 
in the estimation of local populations was supplied 
by Sir Bernard Mallet’s presidential address to the 
Royal Statistical Society, which has been reprinted 
for private circulation. In this document, the 
extent to which local fluctuations affect the vital 
statistics of administrative areas is revealed in 
the statement, that “ owing to the unprecedented 
dislocation of the population caused by the with¬ 
drawal of men of military age from civil life, 
and the demand for munition factories and war 
services, the data for calculating local birth-rates 
and death-rates with any approach to accuracy 
simply do not now exist.” After acknowledging 
appreciatively the help already derived from 
national registration, he goes on to assert that, 
without annual revision, national registration can 
supply no basis for calculations in this and future 
years. Fortunately, however, the need for some 
kind of enumeration for statistical purposes, at the 
conclusion of war, is conceded by the majority of 
those whose judgment is entitled to respect. 


POISONING BY RHUBARB LEAVES. 

At the resumed inquiry held by the Enfield 
coroner on Tuesday last into the death of a local 
minister of religion, Dr. B. H. Spilsbury, who 
made the necropsy, attributed the fatal issue 
to coma consequent on oxalic acid poisoning, the 
oxalic acid having been taken in the form of 
cooked rhubarb leaves. Mr. J. Webster, assistant 
analyst to the Home Office, stated that he had 
found oxalic acid in certain organs of the body 
and no traces of any other poison. Analysis 
of rhubarb leaves from the same ground as 
those eaten by the deceased showed the presence 
of calcium and potassium oxalates in quantity 
about 10 grains of each to the pound. Dr. 
Spilsbury characterised this quantity as a border¬ 
line amount sufficient to cause serious symptoms 
in certain people. The smallest recorded fatal 
dose of oxalic acid is given in text-books as 
60 grains, and the soluble acid potassium salt 
is stated to be equally poisonous. Taken in 
concentrated form both act as violent irri¬ 
tants and quickly excite vomiting, by which 
Borne at least of the poison is expelled. Well 
diluted or taken with other food gastric irritation 
may be absent and nervous symptoms dominate 
the case, due to alteration of the calcium content 
of the blood. Combined with calcium oxalio acid 
is entirely inert. The coroner uttered a warning 
against the use of soda in cooking rhubarb stalks 
—an addition which has been recommended to 
neutralise the acidity and avoid the necessity of 
adding sugar—inasmuch as a soluble oxalate may 
be produced by its action. He might well have 
given the positive injunction to add a pinch of 
powdered chalk in the cooking, whereby the same 
end is attained with perfect safety. 




848 Thb Lanott,] THE GENERAL COUNCIL OF MEDICAL EDUCATION AND REGISTRATION. [June 2, 1917 


THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 


Wednesday, May 23rd, and Thursday, May 24th. 
The Council resumed its sittings at its offices, 44, Hallam- 
street, W., Sir Donald MaCAlister, the President, being 
in the chair. 

Penal Cases. 


The first case to be considered was that of Thomas Dixon 
Cook (adjourned from Nov. 29th, 1916 l ) on a charge of 
enabling certain uncertified women to attend women in 
childbirth in contravention of the Midwives Act, 1902. 

At the conclusion of the hearing in November the 
President announced that the Council had found the facts 
alleged in the charge against the practitioner to be proved, 
but judgment was postponed until the present session. 

Mr. Cook attended, and the complainants, the Central 
Mid wives Board, were represented by Mr. J. Bertram, 
solicitor. 

Mr. Cook made a brief statement in which he stated that 
since he appeared before the Council he had conducted his 
midwifery practice entirely in accord with the Council’s 
requirements. 

Testimonials from certain medical praotitioners in 
Torquay were read stating that no fault was to be found 
with Mr. Cook’s professional conduct since he appeared 
before the Council. ^ 

The President said: Mr. Cook, the Council having con¬ 
sidered your assurances as to your future conduct and the 
testimony in your favour given by your professional brethren 
as to your conduct in the interval, does not see fit to direct 
the Registrar to erase your name from the Medical 
Register. 

The next case was that of Edward White, registered as of 
2, Green Park, Bath, L.8.A. Lond., 1893; M.R.C.8. Eng., 
1900; L.R.C.P. Bond., 1900, who had been summoned to 
appear before the Council on a similar charge. 

Mr. White attended, and the complainants, the Central 
Midwives Board, were represented by Mr. J. Bertram 
solicitor. * J 

Mr. Bertram, for the complainants, submitted three cases 
on which the complaint was framed. Mr. White, he stated, 
was not presentatany of the deliveries, which were conducted 
by an uncertified woman, Mrs. Webb, and, as he was informed, 
' the services rendered by the medical man of a medical 
kind were not very much more than perfunctory services. 
The engagement in all cases was not made by the patient or 
or behalf of the patient with the medical man, but was 
made by the uncertified woman, who said she would see 
that the doctor came. 

Mr. White addressed the Council on his own behalf and 
stated that he had no intention or desire to contravene the 
directions of the General Medical Counoil. It was quite 
true that Mrs. Webb was prosecuted, and he gave evidence 
in connexion with the three cases. His answer was that 
although he had not been present at the births, he had given 
his continued attendance subsequently. He had fully and 
carefully taken all the usual precautions and had kept in 
touch with the cases both by personal visit and by inquiries 
for about two weeks. In view of his continued attendances, 
he did not think be was “covering” an uncertified woman 
and if he had done so, it had been done unintentionally. He 
was anxious to conduct his practioe in conformity with the 
rules and wishes of the Counoil. 


The President said: Mr. White, the Council has come to 
the conclusion that the facts alleged against you in the 
notice have been proved. These facts are that vou by your 
assistance knowingly enabled Mrs. Elizabeth Webb, whose 
name had been removed by the Cental Midwives Board from 
the Roll of Midwives, to attend women in childbirth under 
cover or pretence that such women were attended or to be 
attended by you or by her under your direction, thereby 
enabling the said Mrs. Elizabeth Webb, in contravention of 
the Midwives Act, 1902, to practise as if she were certified 
thereunder. You bo enabled her by notifying births, on her 
behalf, in cases attended by her, and by signing maternity 
benefit certificates which she was not qualified to sign. The 
Council, in the public interest, takes a very grave view of the 
danger which arises from a medical practitioner who lends 
his name for such a purpose, and “ covers" the practice of 
unqualified persons, under whatever pretext they practise 
midwifery, and whatever may be his personal opinion 
as to their skill and capacity to attend women in labour. 
In order, however, to give you an opportunity of recon¬ 
sidering your whole position in relation to this matter, the 
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Council has postponed Judgment in your case till the next 
session in November. Before that date you will be required 
to send to the Registrar of the Council the names of some 
of your professional brethren who may be willing to testify 
as to your character and conduct in the interval. 

The next case was that of Henri Saturnin Hartley, 
registered as of 8, Sackville-street, Port of Spain, Trinidad, 
MJ). U.Laval, 1906, who had been summoned to appear 
before the Council on a charge of issuing certificates of 
successful vaccination without having seen, examined, or 
vaccinated the persons in question, and of having paid 
commission to the person who procured him to give the 
certificates. 

The case was brought to the notice of the Council by the 
Medical Board of Trinidad. 

Dr. Hartley attended in person and was accompanied by 
his counsel, Mr. J. H. Watts.* 

Mr. Harper, the solicitor to the Counoil, explained the 
circumstances in which the charge was brought. The 
Medical Board of Trinidad held an inquiry into a charge 
practically identical with the one now brought forward, and 
as a result the practitioner’s name was erased from the 
Medical Register of Trinidad. He read a petition by Dr. 
Hartley to the Medical Board of Trinidad for the restoration 
of his name to the Register of the colony which was refused. 

Dr. Hartley gave evidence on his own behalf, denying 
the allegations. 

At the conclusion of the hearing the President announced 
that the facts alleged against Dr. Hartley had not been 
proved to the satisfaction of the Council, and the complaint 
was accordingly dismissed. 

The Council then considered the case of Andrew Robertson 
Dow, registered as of Silverhowe, College Park, N.W., M.B., 
Ch.B., 1902, U. Glasg., who had been summoned to appear 
before the Council on the following charge 

That being a registered medical practitioner you were at the general 
session of the Central Criminal Court beginning on title 6th day of 
February, 1917, convicted of conspiring with other persons to defeat 
the provisions of the Military Service Acts, 1916, and were sentenced to 
nine months’ imprisonment in the second division. 

Mr. Robertson Dow attended and was represented by 
Mr. Ernest Wild, K.C., and Mr. Showell Cooper. 

Mr. Harper, the Council’s solicitor, in bringing the case 
to the notice of the Counoil, put in the certificate of con¬ 
viction. He said that the course which Mr. Dow had taken 
in the events which had led to the proceedings in court was 
to give three certificates to men who were seeking for 
total exemption from military service or to be placed in a 
lower category. In two cases‘these certificates stated that 
the man had been his patient for some time, which was 
contrary to fact. 

Mr. Ernest Wild, K.C., who addressed the Council on 
behalf of Mr. Dow, suggested that in the light of the 
small remuneration that Mr. Dow received for giving these 
certificates, and in the light of the diagnoses beinghonest 
diagnoses, he had been sufficiently punished for making * 
statement in the interest of his patients which was un¬ 
doubtedly false. He appealed to the Council to give Mr. 
Dow one more ohanoe. 

The President (announcing the decision of the Council > 
said: Mr. Andrew Robertson Dow, I have to inform yon 
that the Council have found it proved that you have been 
convicted of the misdemeanour alleged against you in the 
notice of inquiry and have directed the Registrar to erase 
your name from the Medical Register. 

The Council adjourned. 

Friday, May 25th, and Saturday, May 26th, 

The Council resumed its sittings. 

Penal Case. 

The Connell considered the case of Alfred Banks, regis¬ 
tered as of Five Ways, Ryde, I. of W., M. 1891, F. 1893, 
R.C.S. Eng.; L.R.C.P. Lond., 1891, who had been summoned 
to appear before the Council on a charge of committing 
adultery with a patient whom he had been attending 
professionally. 

Mr. Banks was not present, but he was represented bv 
Mr. Hemmerde, K.C., and Mr. Le Bas. After hearing the 
case, 

The President (intimating the decision of the Council) 
said: I have to announce that the facts alleged against Mr. 
Alfred Banks in the notice of inquiry have been proved to 
the satisfaction of the Council, and that the Council has 
adjudged Mr. Alfred Banks to have been guilty of infamous 
conduct in a professional respect and has directed the 
Registrar to erase from the Medical Register the name of 
Alfred Banks. 

Reports of Committees, 

Sir John W. Moore presented a report by the Public 
Health Committee on a new statistical table for the 10 years 
1906-1914, giving the figures for the first examination and 
second examination for the qualifications in public health 
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and on matters arising therefrom. The report stated that in 
the professional examinations held in 1916 for qualifications 
in sanitary science, public health, or State medicine the 
total number of candidates who presented themselves before 
all the examining bodies was 137. The figures for 1913 and 
1914 were 626 and 589 respectively. These figures included 
both first and second or final examinations and passes and 
rejections. The report remarked that when now a qualifica¬ 
tion in medicine and surgery had been obtained there pre¬ 
sented itself at once not merely an opening, but an urgent 
call, for the services of the new graduate for civil or military 
or naval work. 

The report was formally received. 

A report on exceptional cases was presented by the 
Students’ Registration Committee. 

The President submitted a report of the Pharmacopoeia 
Committee. This report stated that the number of copies 
of the British Pharmacopoeia, 1914, which were sold by the 
publishers between Nov. 26th, 1916, and May 19th, 1917, was 
1099. The total number sold since May 20th, 1916, was thus 
about 28,134 copies. Of the second issue, published in 
May, 1915, about 450 remained in stock at the present 
date. The committee recommended that a third issue 
of 5000 copies should be ordered from the printers. The 
committee bad had before them communications from 
a committee appointed by the Home Secretary to consider 
questions relating to economies in the use of drugs which, 
owing to the war, had become limited in supply. The com¬ 
munications referred in particular to official preparations 
containing glycerine and refined sugar. The committee 
recommended that the Council should delegate to them 
power to make on its behalf such official intimations on the 
subject as the existing conditions might render necessary. In 
briefly commenting on the terms of the report the Presi¬ 
dent made reference to the restricted supply of sugar. It 
had been suggested to the committee that where possible 
there should be economy of sugar as an ingredient in pre¬ 
parations. If the Council would give the committee the 
power the latter would make temporary regulations. 

The report with its recommendations was adopted. 

A report of the Examination Committee was received on 
matters relating to the Apothecaries’ Hall of Ireland. 

Dr. Knox moved the adoption of a recommendation of the 
committee to the effect— 

That the Apothecaries’ Hall be requested to continue to furnish the 
tables of exemptions from, and results of, examinations as heretofore, 
giving particulars of marks, and when the candidate had been pre¬ 
viously examined by the Hall, and bad passed some portion of the 
examination, the date of such examination. And that the report of 
Dr. William Taylor on the examinations held in December, 1916, be 
forwarded to tne Apothecaries’ Hall of Ireland for their Information, 
with the request that they will favour the General Medical Council 
with any remarks they may flesire to make, in time for the meeting of 
the Council in November, 1917. 

Dr. Magennis expressed the hope that the prolonged and 
exceptional inspections which he looked upon as persecution 
wonld not be continued. 

The motion was agreed to. 

Finance Committee's Report. 

Mr. Tombs submitted the report of the Finance Com¬ 
mittee, which showed that the income of the General and 
Branch Councils for the year ending Dec. 31st, 1916, was 
£7992 and the expenditure was £6997. That showed, said 
Mr. Tomes, that the financial position of the Council was 
satisfactory, and that there was a surplus of income over 
expenditure of about £1000. Owing to the conditions of the 
war there was considerable reason to anticipate that the next 
two years might be rather lean. The war had diminished 
the nnmber of students who might take their qualification 
and registration, but later on the Council might hope to 
recover its receipts from the registrations which would take 
place in subsequent years. The Canadian medical men 
whose degrees and diplomas had been recognised here had 
to a material extent been absorbed in the Royal Army 
Medical Corps. Instead of registering some of them had 
taken it that being entitled to registration was the same 
thing as if they had actually registered. 

The report was received. 

Education Committee. 

Dr. Mackay intimated that the Education Committee 
did not bring forward a report this session. Last session 
certain changes as regards Latin were made in the pre¬ 
liminary examination which qualified for the universities. 
The question of Latin in the junior examination was 
remitted to the committee for further consideration. 
There was the question of the substitution of science for 
Latin in the junior school. The committee had been 
prepared to report on that subject, but the Govern¬ 
ment had appointed a committee to deal with the whole 
question of science teaching in secondary schools. In view 
of that fact the committee thought that it wonld be wiser 
not to bring forward tbe report now, but to hold it over to 
the next session. 


Dental Representation on the Council. 

Mr. Thomson gave notice that at the next session of the 
Council he would move a motion in favour of legislation to 
seonre direct representation of registered dentists on the 
General Medical Council. 

Appointment of Committees. 

The following committees were appointed 
Examination Committee : Dr. Taylor, Dr. Billot Smith, Dr. Catou, 
Dr. Russell, Dr. Cash, Dr. Norman Walker, Sir J. W. Moore, Sir Arthur 
Chance, and Dr. Kidd. 

Education Committee: Dr. Norman Moore, Sir G. Phillpson, Sir F. 
Champneys, Dr. Mackay, Mr. Hodsdon, Dr. Knox, Sir A. Chance. 
Sir B. Windle, and Dr. Dixon. 

Public Health Committee: Sir A. Newsholme, Dr. Latimer, Mr. 
Verrall, Dr. Littlejohn, Dr. Cash, Dr. McVail, Sir J. W. Moore, Dr. 
Magennis, and Dr. Coey Bigger. 

Dental Cases. 

The Council, after consideration of a report of the Dental* 
Committee referring to George Horatio Jones, who was 
registered in the Dentists Register on Oct. 8th, 1878, as “ in 

P ractice on July 22nd, 1878,” and whose address in the 
egister for the current year was Great Russell Mansions, 
Bloomsbury, London, W.C., directed the erasure of hia name 
from the Dentists Register. The report had reference to 
certain advertisements. 

The Council, after consideration of a report of the Dental 
Committee, directed the erasure from the Dentists Register 
of the name of James John Gordon Webster Clarke, who was 
registered on Dec. 24th, 1878, as “ in praotice on July 22nd, 
1878,” and whose address in the Register for the current year 
was 18, Waterloo Bridge-road, London, 8.E. 

The General Registrar . 

Lieutenant-Colonel Norman C. King was reappointed 
general registrar. 

The session then concluded. 


THE CULTIVATION OF MEDICINAL 
PLANTS. 

Contributed by a Drug-Grower. 

The communication from the National Health Insurance 
Commission for England to the Board of Agriculture quoted 
in the February number of the Board's Journal was useful in 
throwing the cold light of reasoned knowledge on a subject 
which has been largely dealt with by patriotic and enthu¬ 
siastic amateurs. Even the leaflet 288 of the Board of 
Agriculture, on which much of the amateur herb-growing 
was based, seems to have been written and issued without 
very careful investigation of the subject. At all events,, 
some of the important herb-growers in this country, who 
might be expected to know their own business and have 
actual knowledge of the practicability of the culture of most 
medicinal plants, were not asked by the Board for their 
opinion. On the other hand, before the Insurance Commis¬ 
sioners published their statement on the matter, they 
undertook very careful and thorough inquiries, the result 
of which is embodied in their communication to the Board 
of Agriculture. 

Official and Non-official Plants. 

In the first place, until the Insurance Commissioners’ 
report appeared no attempt was made to differentiate 
between the drugs used in ordinary medical practice 
—i.e., the official B.P. drugs which are comparatively few in 
number, e.g., Belladonna, Hyoscyamus, Aconite, Taraxaoum, 
Filix Mas, and Valerian—and the host of others which are 
used mainly by the so-called botanic druggists and herbalists, 
such as Agrimony, Mugwort, Wormwood, Betony, Fig wort, 
and so forth. The Insurance Commissioners naturally 
devoted their attention to the official drugs, singling out 
from these four—viz., Belladonna, Hyoscyamus, Digitalis, 
and Colchicum—for serious consideration. All the other 
official medicinal plants which might conceivably be grown 
or collected in this country can be dismissed in a few words,. 

Aconite .—Its cultivation has probably never paid in England, and at 
the present time it Is possible to secure an ample supply at prices not 

f ;reatlv In excess of the pre-war figure, large quantities having been 
m ported from Spain. 

Dandelion ( Taraxacum) cannot possibly pay to cultivate, nor is it 
necessary to do so as it is so common a weed. Tbe grubbing of the 
root is a toilsome and dirty occupation, unsuited for the usual amateur 
herb-collector. While the greater part of tbe supply of dandelion root 
is used for non-official purposes, there has been ample available for the 
preparation of the official extract and juice. Last autumn one firm 
alone received from the collectors 5 to 10 tons a week. 

Couch grass ( Agmpyrum) is present In quantities in most arable 
fields, and large quantities are readily available if required. The 
amount used in medicine is trivial. 
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Male fern (Filiz mas ).—With this a curious difficulty has arisen. 
Manufacturers using English root have found themselves unable to 
produce an extract containing the proper proportion of fitlctn; the 
B.P. requires not less than 20 per cent. Possibly the English root does 
not contain as much of this principle as the continental owing to 
climatic conditions, or the root may have been githered at the wrong 
season of the year. At a recent drug sale more than 20 bales of this 
root were offered but found no bidder. 

Chamomile and Valerian.— Before the war the supplies came mainly 
from Belgium, and these will presumably be again available later. In 
the meantime, recourse has been taken to the Japanese product from a 
different species, stronger than the European variety, and to an Indian 
species which is also official. 

There remain the four essential medicinal plants to which 
the Insurance Commissioners direct attention. Of these, 
there is no manner of doubt that the supply of wild Digitalis 
and Colchicnm is sufficient. With the former the only diffi¬ 
culty is proper drying, but a little experience will be likely 
to ensure a good result. Colohiomi is present abundantly in 
this country, but its harvesting presents one practical diffi¬ 
culty. It affects the best pastures, and as it must be dug in 
summer serious damage is done to the grass, farmers naturally 
requiring substantial compensation for their loss. This and 
the scarcity of labour make the present price very high. 

Belladonna is, of course, far the most important of the 
four, and while great scarcity and famine prices have largely 
prevailed, large quantities are now under cultivation and 
ample supplies will probably be available this summer and 
certainly next, not only for the use of the medical'profession 
at home, but also for export. 

Hyoscyamus usually commands good prices, generally 
better than Belladonna, but it is a very uncertain crop 
and liable to attacks by insect pests which in some seasons 
completely destroy acres of plants in a few days. Occasion¬ 
ally it produces very heavy crops and is then decidedly 
profitable, but such years are rare, and between them will be 
many lean ones and some absolute failures. Its cultivation 
is therefore hardly suited to anyone of small means to whom 
a crop failure would be a serious matter. 

The Difficulties of the Small Cultivator. 

The prudent will bear in mind the experience with 
lavender 20 years ago. The great frost of 1895 destroyed a 
large proportion of the lavender plantations and misleading 
reports were published about a “ dying English industry.” 


The late 6ir W. Gilbey interested himself in the matter, with, 
the result that so muoh was produced within the next few 
years that the price dropped to a ruinously low figure, entail¬ 
ing much loss to the growers. In the cultivation of 
Belladonna, growers who are also manufacturers have an 
advantage over those who are growers only in being able to 
judge their own requirements and lay down a correspond¬ 
ing acreage of the plant. Certain British herb-growers 
have now five or six times as much land under medi¬ 
cinal crops as two years ago and expect to be entirely 
independent of outside supplies this summer. Large growers 
are in a position to employ up-to-date and extensive drying* 
apparatus, and in this and other ways are at an advantage over 
the small grower, to whom, therefore, the caution of the Board 
of Agriculture may not be out of place. For the cultivator of 
an acre or two the provision of suitable drying plant, used 
only for a short period each year, is an expensive item. In 
a large business parts, if not all, of the drying plant can be 
used nearly all the year for one purpose or another. Unless, 
too, the small cultivator definitely secures a customer for his 
prospective crop at a fixed price before he sows it he runs a 
risk of not being able to sell at all. Unlike corn and 
potatoes, for which there is only too ready a market, the 
moment the demand for medicinal crops is met (and the 
demand is strictly limited) the crop becomes unsaleable. 

The Collection of Wild Plants. 

From a business point of view a safer outlet for the 
energies of the amateur drug-producer is in the collection of 
wild plants, remembering that, for the most part, these are 
used by herbalists. As soon as the supply is sufficient the 
collector ceases operations, and hence does not accumulate 
more than he can sell. The occupation, although healthy, 
is rather humdrum as well as toilsome. It should also be 
regarded as a war-time measure. Many of these drugs grow* 
wild in parts of the world other than the Central Empires. 
France, Spain, Italy, Russia, India, and Japan produce muoh 
already, and will probably send more in the future. Such 
“ crude ” drugs are the raw material of the drug manu¬ 
facturer, and, along with other raw materials, have not 
hitherto been considered a suitable object for a protective 
tariff. 
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Committee for the Investigation of Atmospheric Pollution: Summary of Reports for the Months ending 
Oct. Slst, 1916. Nov. 30th , 1916. 
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* Owing to frost no returns were available at Victoria Park and Wandsworth Common. At Exeter and Malvern observations have been 
discontinued owing to the war. 

“Tar” includes all matter insoluble in water but soluble in 08*. “Carbonaceous” includes all combustible matter insoluble In water and 
InOSj. “Insoluble ash” includes all earthy matter, fuel, ash, Ac. One metric ton per sq. kilometre Is equivalent to: (a) Approx. 91b. per 
acre: (b) 2 58 English tons per sq. mile; (c) one gramme per sq. metre; (d) 1/1000 millimetre of rainfall. 

The personnel of public healr h authorities concerned in the supervision of these examinations and of the analytical work involved remains the 
same as published in previous tables. 
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THE JOINT MEDICAL CONFERENCE 
IN CHINA. 

(From our own Correspondent.) 

The Joint Medical Conference, which was held in Canton 
from Jan. 24th to 31st of this jear, will long be remembered 
not only for its great success but also as the first real 
attempt made by Chinese and foreign medical men to join 
forces in this land. It may be remembered that the National 
Medical Association, consisting of modern-trained Chinese 
medical men, was formed in Shanghai just over two years 
ago. Last year The Lancet published the proceedings of 
its first Conference held in Shanghai, where, among other 
things, it was decided to hold the Conference of 1917 in 
Canton in conjunction with the China Medical Missionary 
Association. The membership of the Missionary Association 
is about 450 and that of the National Association close on 
500. There were 64 foreign and 92 Chinese doctors present, 
including 34 women. 

The organisers in Canton did all they could to establish a 
record. Both Chinese and foreign doctors formed strong 
committees and enlisted the powerful support of the Civil 
Governor of the province, Chu Ching Lan. Good as his 
record had been as an enlightened and democratic official, 
no one expected that the Governor would go out of his way 
so much to promote the success of the Conference. His 
Exoellency not only attended the opening reception on the 
evening of Jan. 24th, but he entertained all the delegates 
and their wives, numbering 170 persons, to a banquet on the 
roof garden of the leading Chinese hotel, opened the public 
health campaign in the city, and personally conducted the 
delegates in two yachts to the historic suburb of Whampoo 
on the Canton River for a picnic. No wonder the foreign 
guests expressed a hope that Governor Chu (who is only 42) 
would become one day President of China, as ensuring the 
rapid headway of medical science. 

Papers Read. 

The President of the Medical Missionary Association was 
Dr. W. H. Venable, of Hashing, while that of the National 
Association was Dr. Wu Lien-Teh (G. L. Tuck) of plague 
fame. Sessions were held in the morning and afternoon and 
on two occasions in the evening as well, Dr. Venable and 
Dr. Wu presiding on alternate days. 

The most interesting papers read were as follows:— 

1. Standardisation in Mission Hospital Work, by Dr. H. S. Houghton, 
who referred to the waste Incurred In a medieal man having to keep 
books, watch the market quotations, plan the building of hospitals, and 
generally look after affairs which could with greater economy be done by 
other men. He laid emphasis upon the need for proper stalling and 
management, keeping records and skilful nursing. He advocated 
standardisation in statistics and accounts. All financial records should 
embody clearly administration, mHintenance, capital expense, and 
purchasing. There should be a central purchasing agency for all 
hospitals, situated prefe'ably in Shanghai. 

2. Medical Schools in China, by Dr. K. H. Hume (Johns Hopkins and 
Cha» gsha), who classified them according to provinces, cities, date of 
foundation, and language taught. He enumerated 26 col leges altogether 
in the country, some missionary, some under the Chinese Government, 
some private, some joint foreign snd Chinese, and two purely female 
institutions. The largest in point of numbers was the Army Medical 
College in Tientsin, with nearly 350 students, while the best equipped, 
with the possible exception of Hong-Kong which he had not visited, 
was the German Medical College at Shanghai, where students received 
a preliminary language training of three years and a professional 
training of four years. The total number of medical students in China 
at this moment was under 1500, of whom 136 were women—a very 
small number. 

3. The Nature of Plague Protcoioxins, by Dr. Fred. Eberson, bacterio¬ 

logist of the Manchurian Plague Prevention Service. These researches, 
undertaken to discover a serum for plague more potent than any, dealt 
with the pecuWar nature of the proteotoxin of Bacillus peslis . which is 
unlike that of B. typhosus. Dr. Bberson’s conclusions are : (a> Powerful 
shock-producing poisons can be obtained by allowing normal guinea-pig 
or horse serum to act upon sensitised plague bacilli. ( h) The prof eo toxins 
of B. pesUs are thermostahlle, resisting prolonged beating at tempera¬ 
tures ranging from 60°-61°C. (c) A wide range exists within which 

the poisons may be obtained. The essential requirement Is sufficient 
sensitisation of the plague organisms, (d) Proteotoxins are obtainable 
even after considerable exposures, the average being 14 hours, some¬ 
times 18 hours. ( e) The mechanism of plague infection seems to 
depend upon a primary sensitisation of the organisms, the antigen- 
sen si riser complex being important for poison production. 

4. Placenta Previa. by Dr. R. H.Gibson (Hong-Kong). He enume¬ 
rated the dangers of this serious complication in childbirth and pro¬ 
duced statistics to show that It was more common am mg Chinese 
prlmipare than among Europeans, the proportion being 17 per cent, 
to 4'4 per cent. These cases were always serious for both mother and 
child, and occurred in the seventh to eighth month of intra-uterine life. 
He advocated podalio version, and a brisk discussion ensued. 

5. Spinal Anesthesia Produced by Tropacoc>iinc.-Dr. Cheng Ho 
(Canton) described the technique and enumerated a considerable 


number of major operations which he had done by this method. He 
recommended its general use where general anaesthesia was dangerous 
—e.g., in cases of heart or lung trouble. 

6. The Menace of Morphine, by Dr. Wu Lien-Teh, who drew stten- 
tion to the enormous increase in the output of morphine from British 
firms in Great Britain and its smuggling by Japanese agencies into 
China. In 1911 the declared export from Great Britain was 208,540 
ounces, or 54 tons; in 1914 this had Increased to 504,020, or 14 tons. 
He urged everyone present to support a resolution to be sent 
to the Chinese and British Governments and other medical bodies to 
act without delay upon the articles of the Hague Opium Convention 
signed on Jan. 23rd, 1912. 1 

7. Diabetes, by Dr. H. G. Earle, of Hong-Kong University, who after 
outlining the various theories of its causation, invited discussion on its 
treatment. He himself considered absolute starvation the best. In 
this ne was supported by other speakers. 

8. The Work of the China Me tical Board of the Rockefeller Founda¬ 
tion, by Mr. R. S. Greene, resident director of the Foundation in 
China. He outlined the work in various orlucationa* centres, including 
tw o large medical schools in Peking and Shanghai, and the considerable 
financial support acceded to the Union Medical College at Tsinanfu, 
Red Cross Hospital (Shanghai), Changsha and Canton, as well as the 
foundation of scholarships and fellowships to Chinese and foreign 
doctors, pharmacists, and nurses. The assistance rendered by the 
Rockefeller Foundation to medical education in Chins has been very 
considerable during its three years’ activity in China. 

Other Proceedings. 

The Research Committee reported what had been accom¬ 
plished during the last two years. This comprised work 
done on “ Pelvic Measurement.’' Height, Weight, and Chest 
Measurements,” “ The Circulation,” and “Normal Blood.” 
This attempt to find a normal or physiological standard 
among Chinese may become very valuable; already much 
good work in a similar direction has been conducted by a 
physiological chemist in Tsinanfu on “ The Diet of Chinese.” 
Such investigations as this and as those so excellently 
carried on by the Plagne Prevention Service show how pro¬ 
gressive the study of medicine is becoming in China. 

Considerable interest was aroused by the presidential 
address delivered by Dr. Wu Lien-Teh on “Some Problems 
before the Medical Profession in China.” He alluded to the 
prevailing ideas among the conservative Chinese regarding 
the medical profession, and said that the Japanese were 
trying more to adapt Western medical science to the needs 
of the people, and that it was necessary for their Western 
colleagues not to fall behind. He advocated the formation 
without delay of a Central Medical Council corresponding to 
the General Medical Council of Great Britain, with functions 
similar to those possessed by that body. 

Two resolutions were passed in joint session of the Con¬ 
ference, the first drawing the attention of the Government 
to the need of adopting measures to prevent the morphine 
habit, and the second to the need of the establishment of a 
Central Medical Council in Peking, whose duties should be 
the fixation of a minimum standard of general education, 
the maintenance of a student and medical register, the 
drawing-up of laws and regulations affecting the medical 
profession, and the adoption of a medical nomenclature in 
Chinese. 

The Conference terminated on Jan. 31st, after an election 
of officers for the next two years. The new President of the 
Medical Missionary Association is Mr. C. J. Davenport, 
F.R.C.S Eng., surgeon to the Shantung-road Hospital, 
Shanghai, while Dr. Wu Lien-Teh was re-elected for a 
further term of two years as President of the National 
Association. The next place of meeting will be Peking, in 
1919. There is no doubt that a joint conference is the ideal 
to be aimed at by those who wish to see medical science 
make rapid headway. Both sides can mutually help one 
another, and there is every evidence that the next two years 
will see even greater progress. 

Canton, March 16th.__ 

i We hope to publish a fuller note on this paper. 


The annual general meeting of the South London 
Hospital for Women, Clapbam Common, will be held at 
5, Carlton House Terrace, S.W., on Wednesday, June 6th, at 
3.15 p.m. The Marchioness of Londonderry will preside, 
and among the speakers will be Dr. Lina Potter, who will 
give her experiences in Russia, and Dr. Jane Walker. 

Hospital Dispenser for 49 Years.— The death 
occurred recently at Shoreham of Mr. E. Fenner, who for 
49 years was dispenser at the Royal Sussex County Hospital 
at Brighton. On his retirement from the office the governors, 
as a mark of their appreciation of his work, elected him a 
life governor of the hospital. His only son, a captain in the 
veterinary service, succumbed to wounds while in captivity 
during the South African War. 
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IRELAND. 

(From our own Correspondent.) 

Welfare of Mothers and Children in Ireland. 

A report on the physical welfare of mothers and children 
in Ireland has been compiled for the Carnegie United 
Kingdom Trustees by Dr. E. Coey Bigger, the Medical Com¬ 
missioner of the Local Government Board for Ireland, and 
was issued last week. It is an exhaustive and acute 
study of the causes underlying maternal and infantile 
disease and mortality, together with suggestions for improve¬ 
ment of present conditions. It gains added force from the 
strong feelings which have inspired the author. Dr. Bigger 
points out the special importance of the subject at present, 
when so many of the healthiest and fittest of our manhood, 
those who should be the fathers of the next generation, are 
losing their lives on the battle-fields of Europe. “ The newly- 
born infant has less chance of living till this time next year 
than his father who is fighting out in France." It is true 
that the infant death-rate in Ireland—92 per 1000 births—is 
lower than that in England (110) or in Scotland (126), but 
whereas the rate in England has been steadily falling for 
many years past, in Ireland there has been little improve¬ 
ment. Dr. Bigger gives a table showing the geographical 
distribution of infant mortality, and from this it appears 
that in no less than eight counties the infant mortality is less 
than 60 per 1000. In only three counties—Antrim, Kildare, 
and Dublin—is the mortality over 100 per 1000. In each of the 
six oounty boroughs, however, the mortality is high, ranging 
from 108 in Limerick to 160 in Dublin. The greatest 
mortality is in the first few weeks of life, as, for example, in 
the Dublin registration area, where almost exactly one-third 
of the total deaths in the first year occur in the first month. 
From this fact it is clear that any scheme to diminish infant 
mortality must include consideration both of the health of 
expectant mothers and of the conditions under which child¬ 
birth takes place. Dr. Bigger gives reasons for believing 
that the most fatal of infantile diseases are bronchitis and 
pneumonia, the next group being diarrhoea and enteritis. 
Bronchitis and pneumonia would seem to be diseases that 
could be fairly readily prevented if mothers were better 
educated as to the means of preserving the health of their 
children. 

The average puerperal death-rate for the past ten years 
has been a little over 2 per 1000 births. There is no Mid¬ 
wives Act in foroe in Ireland, and many of the confine¬ 
ments are attended only by “handy women." A marked 
proof of the value of skilled attendance at childbirth is 
shown by the fact that whereas the maternal death-rate in 
Dublin was 4*5 per 1000 in 1915, the rate among the 
patients attended by the Rotunda Hospital was only 2*3 per 
1000. In giving this contrast its full value it is to be 
remembered that the Rotunda Hospital cases included 
many sent to the hospital on account of difficulties or 
complications. 

Dr. Bigger has made a study of the economic conditions of 
working-class families, and he shows that before the war the 
wage of the agricultural labourer varied from lb. to 15*. a 
week, while the average wage of the unskilled labourer in 
Dublin was 16*. Ihd. On such a wage it was impossible to 
support a wife and family in health. He adds :— 

The tenement system of housing is largely responsible for 
the high mortality in the towns, because of tbe scanty water- 
supply, bad sanitation, and overcrowding of these tenement 
houses, which are mostly let in one* or two-room dwellings. 
That better housing can effect an enormous reduction in 
infant mortality is proved by the statistics of the Peabody 
Buildings in London. In these the density of the population 
was 504 persons per acre, but only 1-8 per room, and the 
infant mortality rate in them was 92 per 1000 when the rate 
for London was 120. It is therefore domestic not municipal 
overcrowding that is the important factor. 

In parts of the North-East of Ireland it is the custom for 
girls to work as “half-timers" in the spinning-mills from 
the age of 12. These girls learn nothing of housecraft, 
and their health is bound to suffer from work at such a 
tender age. They often marry early. “Is it any wonder," 
says Dr. Bigger, “that a large proportion of the children of 

such mothers either die or are permanently disabled ? . 

The manufacturers who employ 4 half-timers’ are contributing 
to the perpetuation of a great national wrong whioh cries 
aloud for redress." 


I do not try to follow Dr. Bigger through the entire 
report, but I quote some of the more important of ttie 
recommendations with which he concludes:— 

(1) A Midwives Act for Ireland; (2) schemes for the 
instruction of expectant and nursing mothers, and the 
establishment of infant and child-welfare centres; (3) the 
extension of the boarding-out system and the detention of 
mothers of illegitimate children for at least three months ; 
(4) the extension of the Provision of Meals Act to rural 
districts, and a grant-in-aid from the Treasury for that 
purpose; (5) a scheme for the medical inspection of 
school children; ( 6 ) the raising of tbe age of girls allowed 
to work in factories to 15 years, and the establish¬ 
ment of a system of full-time medical officers of health ; 
( 7 ) improvement of housing conditions, the abolition of 
slums, and power to urban district councils to provide 
houses for the poorer working classes; (8) the establishment 
of milk depots and more vigorous and uniform enforcement 
of tbe Dairies, Cowsheds, and Milkshops Order of 1908, with 
rovision in large towns for bacteriological tests for the 
etection of tubercle bacilli in milk; (9) State-aid for parents 
of the poorer classes as a grant for each child. 

PARIS. 

(From our own Correspondent.) 

The Duration of War-deafness. 

The term war-deafness has been given to the deficiencies 
of hearing produced by the sudden change of pressure when 
a projectile of large calibre explodes. Three kinds of lesions 
have been distinguished affecting : ( 1 ) the middle ear alone 
(18 per cent.); (2) the middle and internal ear (57 per cent.) ; 
(3) the internal ear alone (25 per cent.). In the last case 
the injury leaves no visible effect. It has been said that 
98 per cent, of these cases of deafness recover spontaneously; 
but Dr. Marage has recently brought before the Academy of 
Sciences evidence to show that this is not true, for lesions 
of the middle ear leave behind, after clinical recovery, 
more or less pronounced deafness which impairs the 
efficiency of officers, non-commissioned officers, and tele¬ 
phonists. In the 25 per cent, of cases of deafness due 
to disturbances of the internal ear without apparent 
lesions spontaneous recovery should be shown by an 
increase of auditory acuity proportional to the length of 
time since the injury was received. This was not the case. 
In 150 cases of deafness of 2-14 months’ duration in¬ 
vestigated by Dr. Marage the average of auditory acuity 
remained equally bad whatever the date of the lesion. 
Re-education is therefore an imperative need for these cases. 

Intrascapular Fracture of the Hip Treated by Grafting . 

M. Pierre Delbet reported recently to the Academy of 
Medicine on the results in fracture and pseudarthrosis of 
the neck of the femur treated by a method of his own. 
While extra-articular fractures when suitably treated con¬ 
solidated by formation of bony callus leaving only slight 
weakness, intra-articular fractures through the surgical 
neck or with complete separation of the head resulted 
in pseudarthrosis with more or less complete disable¬ 
ment. This was the more regrettable since, oontrary 
to accepted theory, intra-articular fracture was the rule 
among young people. Hitherto no satisfactory treatment 
has been devised. M. Delbet employs grafts of 6 J cm. 
to 11 cm. in length, according to the size of the neok 
of the femur, completely stripped of periosteum and becoming 
actually part of the living bone. Proof of this was furnished 
not only by successive radiographs made over a period of 
2-3 years, but also by the fact that the separate portions 
of broken grafts became consolidated. The rapidity of 
the restoration of function after operation depended on 
the duration of the pseudarthrosis and the extent of the 
secondary muscular atrophy. The duration of the disable¬ 
ment was much reduced in patients thus treated at the out¬ 
set, and M. Delbet estimates that in future it should not 
exceed that in ordinary fracture of the femur. The long 
duration of pseudarthrosis is a troublesome factor, inasmuoh 
as it renders regeneration of bone difficult, if not im¬ 
possible, and because the absorption of bone which has 
occurred by enlarging the space between the frag¬ 
ments necessitates a larger graft and exposes it to the 
risk of breaking. Delay does not, however, constitute 
an absolute contra-indication to operation. Nor is age in 
itself a drawback. Of the 15 cases treated by M. Delbet 
one must be excluded, that of a muoh debilitated woman of 
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66 years who became paralytic in the course of treatment. 
Of the remaining 14 cases, only one failed to derive benefit— 
namely, a woman of 59 years, excessively obese, suffering 
from multiple dry arthritis, who died within a year of 
operation without regaining her ability to walk. The 13 
other patients are walking, three of them still improving. 
One of these, operated upon three months ago, already walks 
so well that reasonable doubt might arise as to the existence 
of a fracture. Another, operated upon four months ago, 
cannot yet dispense with a stick. The same is the case with 
a woman who has fractured her graft. 

Trench Hemeralopia. 

In a communication to the Academy of Medicine 
M. Aubaret noted that while disturbances of vision at night 
are fairly frequent at the front the number of cases of true 
hemeralopia is relatively small. The distinction of pseudo¬ 
hemeralopia from true hemeralopia is not difficult. True 
hemeralopia appears in several forms according to the site 
of insufficient adaptation—pupillary (a fairly frequent 
form), retinal, or cerebral. Cases of insufficient adaptation 
were found amenable to treatment with atropine. For 
faulty retinal or cerebral adaptation smoked glasses of a 
fairly high degree of obscurity, Nos. 4-5, worn during the 
daytime .were found of service. In all doubtful cases of 
hemeralopia care should be taken to improve the general 
condition ; physical and mental rest, the exhibition of tonics 
and reconstituents, and a routine of diet conducive to the 
elimination of toxins are the measures indicated. 



MAJOR GREENWOOD, Sbn., M.D. Brux., L.R.C.P. Lond., 
M.R.C.S. Esg., D.P.H., LL.B. Loni>. 

Major Greenwood, the deputy coroner for North-East 
London, who died on May 16th, aged 63, in Hackney, where 
he had long resided, came of a family which had long been 
established in the East-End of London. He was the son of 
the late Dr. Major Greenwood of Dalston, and was educated 
at the Merchant Taylors’School, whence, in 1873, he obtained 
a Buxton scholarship at the London Hospital. He qualified 
in 1876, taking the M.R.C.S. Eng., and the L.R.C.P. Lond. 
in the following year, and held various resident appoint¬ 
ments at the hospital. Later he became resident medical 
officer to the North-Eastern Hospital for Children, now the 
Queen’s Hospital for Children, and on leaving this appoint¬ 
ment he settled down to general practice first in Dalston 
and later in Hackney. But at the same time he displayed 
his energetic temperament by joining Lincoln’s Inn and 
reading for the Bar. In 1887 he took the M.D. of 
Brussels and in the same year the D.P.H. of the Conjoint 
Board, and in 1894, having been called to the Bar, he took 
the LL.B. Lond. 

The mere enumeration of Dr. Greenwood’s appointments 
will show how active he was professionally, politically, and 
socially. He was, in addition to being a busy medical man and 
a deputy coroner, senior district surgeon to the City of London 
Lying-in Hospital, public vaccinator for Haggerston and 
.medical officer for No. 5 District of St. Leonard, Shoreditch, 
medical officer to King Edward’s Industrial School, treasurer 
of the Brussels Medical Graduates’ Association, secretary 
of the Poor-law Medical Officers’ Association, Vice-President 
of the Medical Defence Union, and a member of the Central 
Council and President of the Metropolitan Counties Branch 
of the British Medical Association. In the activities of the 
British Medical Association he played a valuable part in 
many capacities. 

Major Greenwood was a voluminous writer along lines 
of widely differing directions. He was the editor of 
Poor Lam Supplement , the author of monographs on zoology 
and vaccination, and of essays on the Great Plague of London 
and other subjects of historical and literary interest. He 
obtained a prize in 1894 for an essay in the Law Students' 
Journal upon the Responsibility of Judges, and in the same 
year he published a note summarising the claims of the two pro¬ 
fessions, law and medicine, on the coronership. He wrote also 
an exposition of the Law Relating to Poor-law Medical Service, 
and a story of medical life, entitled “John Armstrong. 
It will be gathered that Major Greenwood was an exceedingly 
busy man, and all the numerous public and private claims 


upon his time received from him just acknowledgment. His 
wide experience, courage, and industry earned for him the 
regard of the large section of the medical profession to 
whom he was known personally or through his works, and 
where controversy ran high in medical politics he allowed no 
personal feelings either to mar his relations with opponents 
or to diminish his zeal in the cause of medical reform. 

Dr. Major Greenwood leaves by his first wife a son, 
Captain M. Greenwood, R.A.M.C., of the Lister Institute of 
Preventive Medicine. In 1906 he remarried, and his widow 
survives him. To her and to Captain Greenwood we address 
our sympathies. 


THE SERVICES. 


BOYAXj ASHY MBDIOAL OOBPS. 

Capt, (temp. Major) J. Owen relinquishes his temporary rank. 

Major William C. Groly to be acting Lieutenant-Colonel whilst in 
command of a Field Ambulance. 

Capt. C. Woollard, C.A.M.C., to be temporary Major. 

Temp.-Lieut. W. F. Gibb to be temporary Captain. 

Temporary Honorary Lieutenants to be temporary Honorary Captains 
while serving with the Welsh Hospital, Netley: E. V. Jones and J. 
Boyd. 

Officers relinquishing their comml-sions-.—Temporary Captains: 
A. D. Forbes, R. V. Dolbey. J. I. M. Jamieson, and L. J. J. Nye, and 
J. H P. B. Barrett, on account of ill-health. Lieutenants: E. C. 
Smith, F. H. Hurlburt, G. T. Griffith. A. J. 8hilstra. 

Lieutenants to be Captains: D. Loughlin, L. J. F. Bull, M. St. C. 
Hamilton, H. M. Wharry, J. P. Bracken, P. R. E. Ktxby, E. H. V. 
Hensley. C. E. Bond, R. C. Davenport, R. H. Yolland. 

To be Lieutenants : A. Rose-Innes, J. P. Williams, E. V. Beale, O. K. 
Mowll, D. Cameron, H. N. Pritchett, R. S. Corbett, H.W. H. Holmes, 
from University of London Contingent, O.T.C.; W. J. Walters; J. M. 
Norman, from Edinburgh University Contingent, O.T.C. ; A. L. 
Packham- G. R. Hubbard ; C. G. S. Milne from Aberdeen University 
Contingent, O.T.C.; 8. Vidot; T. P. Chapman from Dublin University 
Contingent, O.T.C.; E. D. Roberts ; W. J. Walters. 

Second Lieut. A. Robertson, from Unattached List, T.F., to l>e 
Lieutenant. , . , . . ... „ * . 

Captains relinquishing their commissions: A. W. B. Loudon, 
A. Ramsbotham, W. F. Munro, W. H. P. Hey, K. W. Jones, D.S.O. 

TERRITORIAL FORCE. 

Lieut.-Col. (temp. Col.) W. K. Clayton relinquishes his temporary 
rank on vacating the appointment of Assistant Direotor of Medical 
Services, and is restored to the establishment. 

Lieut.-Col. (temp. Col.) R. Pickard, C.M.G., relinquishes his tem¬ 
porary rank on vacating the appointment of Assistant Director of 
Medical Services, and is restored to the establishment. 

Capt. (acting Lieut.-Col.) J. W. Mackeuzie relinquishes his acting 
rank on alteration in posting due to reorganisation. 

Major (acting Lieut.-Col.) F. B. Treves relinquishes his acting rank 

on alteration in posting due to reorganisation. 

Capt. (acting Lieut.-Col.) R. Waterhouse to relinquish his acting 
rank on alteration in posting due to reorganisation. 

Capt (temp. Major) L. M. V. Mitchell relinquishes his temporary 
rank on alteration in posting due to reorganisation. 

Capt. (acting Lieut, Col.) H. N. Barnett relinquishes Ins acting rank 
on ceasing to command a Field Ambulance. 

Capt. R. A. Broderick to be acting Lieutenant-Colonel whilst com¬ 
manding a Field Ambulance. , ,. 

Capt. (temp. Lieut.-Col.) E. Alderson reverts to the] temporary rank 
of Major on ceasing to command a Field Ambulance. 

Major (temp. Lieut.-Col.) W. M. Sturrock relinquishes his temporary 
rank on alteration in posting. „ „ 

Majors to be temporary Lieutenant-Colonels: H. B. Roderick, 

A. Cooke, F. W. Burton-Fanning._ __ „ „ . „ „ 

Captains to be temporary Majors: W. Tyson, H. A. Gookson, M. G. 
Foster, J. H. Thursfield, H. W. Wilson, F. D. 8. Jackson. W. 8. Oolman, 
E. R. Carling, G. A. Ewart, J. Everidge, D. H. de Souza, A. J. 

Je Major k F. J. Steward to be temporary Lieutenant-Colonel. 

Lieut.-Col. Sir J. K. Fowler, K.C.V.O.. is restored to the 
establishment. n . . 

Major G. N. Biggs to be temporary Lieutenant-Colonel. 

Major J. G. Martin to be acting Lieutenant-Colonel whilst com¬ 
manding a Casualty Clearing Station. 

Capt. P. G. Williamson to be Major. 

Capt. C. Meams to be Captain. 

Captains restored to the establishment: A. Ramsbottom, W. F. Munro, 
A. W. B. Loudon, K.W. Jones. 

Capt, R.E. Bickerton, D.S.O., to be acting Lieutenant Colonel w hilst 

C °M^o"(temp*Lt ^OoU UL C ^^urkltt relinquishes his temporary rank 

° n Ma 1 ^temp l \u >8 Co I l^W. S. Kerr relinquishes his temporary rank on 
ceasing to command a Field Ambulance. 

Capt. (acting Lt.-CoU F. D. Blandy relinquishes his acting rank on 
ceasing to command a Field Ambulance. 

Capt. (temp. Maj.) W. Blackwood to be acting Lieutenant-Colonel 
whilst commanding a Field Ambulance. 

Capt. W. H. P. Hey is seconded for service overseas. 

To be Lieutenant: J. Waterston. n 

Lieutenants to be Captains: W. J. llson, D. Lyon, B. E. Pitts. 

Lieut.-Col. A. A. Watson relinquishes his commission. 

Capt. F. Smith relinquishes his commission on account of ill-health. 
Capt. S. Hughes relinquishes his commission on account of ill-health, 
and is granted the honorary rank of Captain. 

Capt?H. G. Smeeth relinquishes his commission. 
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“ Audi alteram partem." 


THE LATE SIR VICTOR HORSLEY. 

To the Editor of The Lancet. 

Sib, —Last July came the news of Sir Victor Horsley’s 
death in Mesopotamia. We ought to have some record of 
his life and of his work ; we cannot afford to forget him and 
what he did for medicine and surgery. I am collecting 
notes for a book ; I hope that it will plainly show what we 
lost when we lost him. I ask for help in this venture from 
his friends and colleagues, and from the many patients in 
hospital practice or in private practice who have reason to be 
thankful for his skill and his kindness. I want all that they 
can tell me of him, and any letters of his which they will 
let me use. Without their help nothing that 1 can write of 
him will be of much service to anybody. Great care will be 
taken to return all letters.—I am, Sir, yours faithfully, 

21, Ladbroke-square, W. 11. May 24th. 1917. STEPHEN PAGET. 

THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH. 

To the Editor of The Lancet. 

8 ib,—I t has necessarily been a terrible shock to me to 
receive such a snub from Sir James Mackenzie in your last 
issue. When Olympian Zeus frowns the world must needs 
tremble. And what of the unfortunate individual ? I, 
however, console myself to this extent, that the majority of 
those who are interested in the progress of heart disease are 
aware that from 1900-13 no year has gone by in which 
my collaborators and I have not endeavoured to throw some 
new light on the problems of rheumatism and heart disease. 
In passing, I would correct his statement that the microbe 
was ‘ ‘ my discovery. ” First described in 1899 by Wassermann, 
it was worked out in the various lesions and demonstrated 
by Dr. Paine and myself in 1900. This work took two years 
and was overlapped by Wassermann, who got home first on 
rheumatic arthritis. 

That the discovery has been therapeutically and clinically 
sterile is in its turn a discovery—Sir James Mackenzie’s 
discovery. It is hardly, I think, yet corroborated by 
the numerous clinical assistants who have kindly worked 
with me, or by the hundreds of rheumatic children 
and many adults I have supervised in the last 18 
years. Such corroboration, however, necessarily takes time. 
I regard it as a kindly act on his part to indicate how I 
should have worked and be working at the subject instead of 
bawling “my discovery.” Yet I am embarrassed to this 
extent that already (1900-1905) I had shown with Dr. Paine 
that an important site of entrance of the infection, long 
suspected, was the tonsillar region, and that already in my 
writings on heart disease and rheumatism in children I have 
described the earliest stages and their clinical importance. I 
should have done more I admit, but the routine of a general 
physician is arduous. For at least ten years steady pre¬ 
ventive work has been done on the throat and nose both at 
University College Hospital and the Hospital for Sick 
Children, and I should have hoped, nay even expected, that 
it would have reached Sir James Mackenzie by a.d. 1917. 

I would assure him I am not at all at a loss as to what to 
do with “my discovery.” I am aiming at the prevention of 
rheumatic heart disease in childhood, and need the assist¬ 
ance of our profession. This is a long affair, not so rapid, 
for example, as a polygraph tracing. I am aiming at the 
arrest of the advance of heart disease in childhood by, 
among other steps, the institution of special rest-homes. 

I am trying to take my part in persuading our pro¬ 
fession that salicylate of soda is not a specific remedy. 
Lastly, I am trying to introduce a modern study of 
heart disease based upon the development of infective 
heart disease in childhood. The study of heart disease 
in general terms is at present upside down, and I 
want to put it the other way up. When I have succeeded, 
which will not be at once, heart affections will be placed in 
their correct perspective in human ailments—a decided 
advance, I think, if we may judge by many of the recent 
writings. The peculiarities of adult cardiac disease will 
then also be recognised in the process of evolution. I have 


other aims, but those enumerated will probably suffice to 
occupy the rest of my life-time. 

I am, Sir, yours faithfully, 

Devonshlre-place, W., May 26th, 1917. F. JOHN POYNTON. 


TUBERCULOSIS AND THE WAR. 

To the Editor at The Lancet. 

Sib, —At one time I was probably as enthusiastic for 
sanatorium treatment as Dr. E. E. Prest 1 ; in fact, when in 
Parliament, and later, I had a good deal to do with the 
agitation which resulted in the erecting of a sanatorium of 
370 beds in Western Australia. When in charge of the 
Coolgardie Sanatorium, however, I found that some patients 
treated in their own homes did better than any similar cases 
treated in the sanatorium. When I came to England to 
study the problem of the relation of dispensary to sana¬ 
torium treatment for tuberculosis, I was fortunate in being 
appointed to my present position for the duration of the war, 
which has a large dispensary as well as a small sanatorium 
of 27 beds. This has given me the opportunity I sought. 
The conclusion to which I have come after two years of 
study of that phase of the question is that, although for a 
certain number of tuberculous patients sanatorium treat¬ 
ment is not only beneficial but essential, in the majority of 
the really early cases a sanatorium is not only not necessary 
but inadvisable. 

Dr. Prest and I would probably differ in our definition of 
an “early case.” I would probably consider his “early 
case ” further advanced as we both appear to differ as to the 
meaning of “cured.” What he would consider cured I 
would consider as arrested. To me an early case is one 
which used to be considered as incipient phthisis—that in 
which the individual’s resistance to the tuberculous invasion 
is threatened. In the same way the so-called cured cases 
are, to me, cases in which resistance has been re-estab¬ 
lished. The fact, however, remains that in a large number 
of cases the resistance can be re-established without sana¬ 
torium treatment, and this especially holds of the working 
class, where it will be frequently discovered that the cause 
of loss of resistance is working overtime or undue strain of 
some kind which can be relieved, though in a number of 
these cases it cannot be done except in a sanatorium. It is 
the insistence on the need for sanatorium treatment in all 
cases that does so much mischief and makes many people 
hesitate, when they suspect tuberculosis, to have their 
suspicion verified. 

This year and last we had 104 cases working, earning full 
wages and attending the dispensary, and of these only four 
have died from any cause, and only three have had to be 
taken from work and are going downhill. I have about 
60 cases a month sent to me for diagnosis, of whom about 
half show definite evidence of what may be considered active 
tuberculosis, and there are some 800 cases under observation. 
Our funds and opportunities allow about ten beds in the 
sanatorium each month. With proper supervision this is 
sufficient for the treatment of all cases in Class 1. 

The great problem that at present needs serious con¬ 
sideration and discussion is not (1 how to send all cases to 
a sanatorium,” but “When is sanatorium treatment necessary 
and beneficial, and how many beds are necessary for those 
cases who can by that means have their resistance raised ? ” 
This is essentially a question for the dispensary to solve, 
where all classes of cases are seen during their whole time, 
not one or two classes for part of their time. 

The present interest in the matter gives hope for a future 
settlement of this question of national importance, and its 
foundation must rest on the information acquired in a tuber¬ 
culosis dispensary and the administration of the National 
Insurance Act. I am. Sir, yours faithfully, 

Henry A. Ellis. 

Tuberculosis Dispensary, Middlesbrough, May 21st, 1917. 


THE TECHNIQUE OF LUMBAR PUNCTURE. 

To the Editor of The Lancet. 

Sir,— In reference to the correspondence on the subject of 
what Dr. T. J. Horder aptly terms a restricted flow from a 
tense theca I should like to add a few observations from my 
personal experience gained from 1100 punctures performed 
on cases of real or suspected meningitis. 

1 See The Laxcet, May 5fch, 1917, p. 700. 
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In the first place a restricted flow may occur drop by drop, 
simulating the normal rate, or, on the other hand, five or six 
drops may run in rapid succession, followed by a pause. This 
latter phenomenon would at once suggest that the mouth of 
the cannula was not lying free in the arachnoid space. 
Another point is that when such a restricted flow occurs 
the respiratory movements are not imparted to the column 
of fluid. The explanation of this occurrence must of neces¬ 
sity be largely a matter of conjecture. A possible explana¬ 
tion is furnished by the surmise that the dura mater is 
pushed in front of the needle and then pierced, the mouth of 
the cannula thus lving in a narrow chink between the 
approximated dorsal and ventral dura mater. The dura 
mater is bound to the bony canal by loose areolar tissue 
which could be easily separated by a comparatively blunt 
needle. In this regard I may remark that this contretemps 
occurs most frequently when the needle fails to reach 
the theca at the first plunge and has already struck 
bone. Further, I have more often met with this 
difficulty at the end of a series of eight or ten 
operations on different patients when the same needles 
had to be reboiled and used a second time. The 
simple manoeuvre of gently withdrawing the needle 
will frequently establish a good flow, possibly by widening 
the interval between the surfaces of dura mater. Rotation 
of the needle will in some instances establish a full flow, 
particularly if the needle has been introduced in such a way 
that the mouth of the cannula does not look directly towards 
the cephalic aspect of the arachnoid space. If these 
manoeuvres fail a full flow will always be obtained by 
taking a sharp needle and selecting another space. 
A “ dry puncture,” except in cases of hydrocephalus, I 
take to be proof-positive that the needle has not 
entered the theca. Where the fluid is thick and purulent 
and a good flow cannot be obtained even with the 
assiduous use of the stylet it seems probable that, as Dr. 
Horder suggests, the needle may have entered a loculus. A 
fresh puncture at another level will often secure a more 
abundant flow. When the fluid is blood-tinged and not 
obviously purulent it is better to perform a fresh puncture 
in order to obtain fluid free from blood for cytological 
examination. I have rarely found fluid blood-stained on a 
second puncture at another level. 

I am, Sir, yours faithfully, 

Michael Foster, 

British Expeditionary Force, May 22nd, 1917. Captain, R.A.M.C. (T.). 


TRENCH SHIN. 

To the Editor of The Lancet. 

Sib, —While greatly interested in Lieutenant-Colonel 
Graham Chambers’s paper on 44 Trench Shin ” in your issue 
of May 19th, experience does not lead one to agree with all 
he has to say regarding etiology and treatment. Oppor¬ 
tunities for observing this complaint have been incessant 
during two and a half years’ work with a battalion on the 
Western front, though there has been no chance of following 
up the more severe cases. If the disease is micro-organic 
in origin and possibly infective, which seems probable, 
constriction and exposure must play a very minor part. 
Last winter this battalion suffered more from exposure and 
deep mud than even in 1914, yet more cases are 
occurring now when the weather is good and the recent 
fighting has been more or less in open and clean 
country. Experiences in 1915 and 1916 bear this out. If 
the puttee played an important part as a causative factor, one 
would expect far more cases in the infantry, and the 
incidence of the disease (like the wearing of the puttee) to 
be continuous. The name 41 infectious fibrositis ” precludes 
constriction and exposure. Those who previously held that 
trench foot was due to the tight puttee, and others who 
now hold it to be an infection with Scopulariopsis honingii 
from contact with mud, will both doubtless find analogical 
comfort in this paper on 44 Trench Shin.” 

With regard to experimental treatment, in slight cases, 
one’s energies are naturally limited by the medical pannier. 
The pain is most intractable ; to relieve it and so give sleep, 
aspirin, phenacetin, and sodium salicylate quite fail in 
small or large doses ; opium has disadvantages ; in fact, 
morphia injections alone are reliable, and they of course 
cannot be repeated indefinitely. The pain is greatly 
increased by constriction and bandaging; lessened by 
gentle massage and the use of liniments. Complete rest, 
unless the pyrexia is marked, does not seem so desirable as 
44 light duty,” because the pain is at its worst when resting. 
Elevation of the legs is indicated. The disease seems self- 
limiting, and tonics and rest usually restore the health in 
from 10 to 30 days. After careful inquiry and observation, 
the much suspected and often guilty louse has been let off 


with a caution as being the cause of “ trench shin ”; for 
the worst cases have often occurred among the cleanest 
N.C.O.’s and men. On the other hand, officers in this 
battalion—usually free from lice—have never been sufferers. 

I hope Lieutenant-Colonel Graham Chambers will take 
this not so much in the light of a criticism of his paper as a 
statement of the experiences of the writer. 

I am, Sir, yours faithfully, 

Ivan C. Maclean, 

B.B.F., France, May 26th, 1917. Temporary Captain, R.A.M.C. 


THE PARAFFIN TREATMENT OF BURNS. 

To the Editor of The Lancet. 

Sir, —As chief surgeon of a Russian flying surgical column 
for two years, and of one of the largest Russian field hos¬ 
pitals for the past seven months, I have had the handling of 
a good many cases of burns, frost-bites, and scalds, and was 
at my wits’ end, so to speak, for a treatment that would 
relieve pain, promote healing, and at the same time act as a 
disinfectant. About a year ago I heard about the paraffin 
treatment used in France. Unfortunately, it was practically 
impossible to obtain any of this remedy. I have, however, 
been using for nearly a year the following formula :— 

Resin, 1 part; beeswax, 1 part; paraffin, 4 parts. Melt in 
a dish set in boiling water for half an hour. I put it on the 
same way as the French remedy is used. With a metal spray* 
spray on a thin coat, then cover with a very thin layer of 
cotton. Then with a camel’s-hair brush put on three or 
four layers of the wax. After it has hardened for 10 minutes 
bandage. 

Frozen toes, fingers, and ears respond splendidly. In scalds 
(we have many on account of the Russian steam baths) the 
pain is entirely stopped at once, and the skin heals readily. 
Burns from the German liquid fire are often very deep, the 
pain and suffering is intense, yet after applying the wax the 
patients soon go to sleep. Care must be taken not to let any 
water get into the wax. Only a small patch should be 
sprayed at a time, and covered with a thin layer of cotton while 
the wax is still hot. Another area should then be sprayed 
until the whole wounded surface is covered. Finally, with 
long strokes of the brush, redipping with each stroke, the 
whole area is gone over again. A new covering is put on 
each day until there is no further sign of pus, then every two 
or three days. I am, Sir, yours faithfully, 

Eugene Hurd, 

Russian Front, April 9th, 1917. Surgeon-Colonel. 


THE INSTITUTE OF MASSAGE AND 
REMEDIAL GYMNASTICS. 

To the Editor o/Thb Lancet. 

Sir, —In the April number of the Journal of the Incorporated 
Society of Trained Masseuses an account was given of the 
formation, of the Institute of Massage and Remedial 
Gymnastics and a more or less accurate description of the 
negotiations which took place up to the conference between 
delegates of the advisory board and of the council of the 
Incorporated Society of Trained Masseuses on the one side 
and of the Institute of Massage and Remedial Gymnastics 
on the other side. The article ends with the following 
paragraph:— 

The representatives of the newly formed Manchester Institute who 
attended the conference mainly directed their remarks to criticising 
the methods and constitution of the Incorporated Society of Trained 
Masseuses, and the conference broke up without any tangible result 
being attained. 

In the notes of the conference made by the advisory board 
of the Incorporated Society of Trained Masseuses the follow¬ 
ing paragraph occurs:— 

It was decided that no shorthand writer should be present at the 
conference, and that the proceedings should be regarded as confidential, 
though no objection was taken to either party communicating the 
general tenor of the discussion to their respective councils. 

The article referred to is, therefore, a breach of the 
agreement which was entered into at the conference. As 
negotiations are still proceeding as a result of the confer¬ 
ence, it is too early to say whether they will be successful 
or otherwise, but this article is so prejudicial to the interest 
of the profession of massage for which we are working, that 
we feel it is essential to express our disapprobation of the 
course adopted without further delay. 

We are, Sir, yours faithfully, 

W. MILLIGAN, M.D., Chairman of the Executive Counoil 
A. E. BARCLAY, M.D., Honorary Secretary. 

71, King-street, Manchester, May 26th, 191 f. 
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The Casualty List. 

The following names of medical officers appear among 

the casualties announced since our last issue :— 

Killed. 

Capfc. W. G. Cummings, R.A.M.C., received his education at 
Queen’s University, Belfast, and qualified in 1903. He 
was in practice at Hanwell, London, at the outbreak of 
war anp joined the R.A.M.C. forthwith. He was a first- 
class Rugby player in his student days. 

Lieut.-Col. W. B. Grandage, Royal Field Artillery, was 
engaged in the war as a combatant officer. He was 
educated at Cambridge and at St. Bartholomew’s 
Hospital, qualifying in 1905, and held appointments at 
the Victoria Hospital for Children, at the Queen 
Charlotte Lying-in Hospital, and at St. Bartholomew’s. 
He was a well-known Rugby football player and was 
engaged in practice in South Kensington prior to the 
war. 

Drowned. 

Capt. H. H. Robinson, D.S.O., R.A.M.C., was educated 
at Owens College, Manchester, and qualified in 1899. 
Before joining the R.A.M.C. he was in practice at 
Birkenhead, where he was honorary medical officer to 
the Children’s Hospital. He was awarded the D.8.O. in 
August last year (see The Lancet, Sept. 2nd, 1916, p. 450). 

Died. 

Captain R. F. Russell, R.A.M.C., qualified in 1905 at 
Aberdeen and practised at Methlick, Aberdeenshire, 
where he was medical offioer and public vacoinator, and 
later joined the Jamaica Medical Service. 

Musing, believed Drowned. 

Capt. C. A. W. Pope, R.A.M.C., was educated at Cambridge 
and at St.Bartholomew’s Hospital, London, and qualified 
m 1903. He had held appointments at the Somerset 
Hospital, Capetown, and at the South Devon and East 
Cornwall Hospital, and had been medical officer in charge 
of military families at Aldershot. He was in practice at 
St. Leonard’s-on-Sea prior to joining the R.A.M.C. 

Lieut. J. G. B. Smith, R.A.M.C., was a student at St. Bar¬ 
tholomew’s Hospital and qualified in 1915. 

Capt. A. Tilbury, R.A.M.C., was a student at Guy’s Hospital 
and qualified in 1913. He was in praotice in South London 
when war broke out and was given a commission in the 
R.A.M.C. He saw service in Egypt and returned 
to England later. He went down in the torpedoed 
s.s. Transylvania. 

Previously reported Misting , noiv reported Killed. 

■Surgeon A. M. Russell, R.N., qualified at Glasgow in 1914. 
and joined the Navy soon afterwards. 

Previously reported Wounded , now reported Died Wounds. 

Capt. R. H. Wilson, R.A.M.C., attached R.F.A., qualified at 
Belfast in 1915, and joined up soon afterwards. 

Wounded. 

Lieut. A. S. Carter, R.A.M.C., attached Worcester Regt. 

Capt. J. C. Fergusson, R.A.M.C. 

Lient. J. W. Mackie, R.A.M.C., attached Northumberland 
Fusiliers. 

Capt. H.N. Stafford, R.A.M.C. 

Capt. J. F. Bourke, M.C., R.A.M.C., attached Scottish Rifles. 

Capt. T. J. Gilmore, R.A.M.C., attached Gloucester Regt. 

Capt. J. A. GilftUan, R.A.M.C., attached Seaforths. 

Lieut.-Col. J. J. Fraeer, Canadian A.M.C. 

Capt. W. W. J. Lawson, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 

Acting Capt. C.C. Codner, Somerset Light Infantry, younger 
son of Dr. J. Codner, of Corfe, near Taunton. 

Lieut. B. O. Warner, Essex Regiment, youngest son of the 
late Dr. P. Warner, of Woodford Green, Essex. 

Second Lieut. J. M. Dunwoody, Royal Dublin Fusiliers, only 
son of Dr. W. G. Dunwoody, of Ramsgate. 

[The name of Capt. C. A. R. Gatlev, R.A.M.C,, should not 
have been included under this heading in our last issue, and 
we much regret the error. Capt. Gatley is wounded, and is 
at present in the Hall Walker Hospital for Officers at Regent’s 
Park, London.] 


The Honours List. 

The following awards to medical officers are announced :— 
Bar to the Military Cross. 

Temp. Capt. Reginald Peter Nutcombe Buckland Bluett, 
M.C., R.A.M.C., attached Highland Light Infantry. 

For conspicuous gallantry and devotion to duty. He displayed 
great judgment and endurance in organising the stretcher-bearers in 
the attack. He worked continuously throughout the day, exposed 
for many hours to very heavy hostile fire. 

(The award of the Military Cross was announced In Thk Lajccbt of 
April 8tb, 1916, p. 798.) 

Military Cross. 

Temp. Capt. Thomas Dowzer, R.A.M.C., attached Manchester 
Regiment. 

For conspicuous gallantry and devotion to duty. He showed great 
personal bravery in moving about in the open under heavy fire, 
organising his bearers, and assisting in the sesrch for the wounded. 

Capt. Thomas Graham, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He rendered 
invaluable assistance in evacuating the wounded under very heavy 
fire. He has at all times set a splendid example of oourage and 
determination. 

Capt. Thomas Whittle Martin, R.A.M.C., Spec. Res., 
attached Royal Scots. 

For conspicuous gallantry and devotion to duty. He was of the 
greatest assistance in organising the evacuation of the wounded 
across “No Man’s Land” during the operation. He has on many 
previoua occasions done fine work. 

Temp. Capt. Francis Lome McKinnon, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He personally led 
a search party up to the enemy wire in front of the village, under 
very close rifle and machine-gun fire. He succeeded in recovering 
two wounded men. 

Temp. Capt. Charles O’Brien, R.A.M.C. 

For conspicuous gallantry and devotion to duty. Although wounded, 
be Insisted on remaining in command of the bearer division of his 
field ambulance, and In so doing materially expedited the removal of 
the wounded from the field. 

Capt. Bertrand Cecil Owens Sheridan, R.A.M.C., Spec. Res., 
attached Worcester Regiment. 

For conspicuous gallantry and devotion to duty. He tended the 
wounded continuously for 12 hours under very heavy fire. He 9et n 
splendid example of courage and determination throughout. 

Capt. George Charles Willcocks, Australian A.M.C. 

For conspicuous gallantry and devotion to duty. He worked 
continuously for about 16 hours in the open under heavy fire and 
successfully evacuated a large number of wounded men. He set a 
splendid example of courage and determination. 


Mentioned in Despatches. 

In a despatch dated April 9th, 1917, received from Field- 
Marshal Sir Douglas Haig, G.C.B., Commander-in-Chief of 
the British Armies in France, the names of the following 
medical officers are mentioned:— 

Royal Navy.— Temp. 8urg. H. B. Pad wick, D.S.O. 

Royal Marines.— Temp. Surg. J. N. M. Roes, R.N. 

Army Medical Service . 

Headquarters Staff. 

Lt.-Col. (temp. Col.) J. D. Alexander, R.A.M.C. 

Capt. D. C. G. Ballingall, M.C., R.A.M.C.; Lt.-Col. (temp. Col.) 
H. P. W. Barrow, C.M.G., R.A.M.C.; Capt. J. J. H. Beckton, 

B. A.M.C.; Lt.-Col. (temp. Col.) W. C. Beevor, C.B., C.M.G., ret. pay; 
Lt.-Col. W. W. O. Beveridge, C.B., D.S.O.; Col. A. W. Bewley; 
Lt.-Col. (temp. Col.) R. J. Black ham, 'C.I.E., D.S.O., R.A.M.C.; 
Lt.-Col. W. R. Blackwell; Lt.-Col. (temp. Col.) B. W. Bliss, D.8.O., 
R.A.M.C.; Lt.-Col. (temp. Col.) A. W. N. Bowen, R.A.M.C.; 
Lt.-Col. (temp. Col.) G. W. Brazler-Cresgh, C.M.G., ret. pay; Col. B. G. 
Browne, C.B.; Col. C. H. Burtchaell, C.M.G. 

Col. H. Carr, C.B.; Capt. F. Casement, R.A.M.C.; Maj. H. St. M. 
Carter, D.S.O.; Lt.-Col. S. L. Cummins, C.M.G. 

Capt. K. K. Drury, M.C. 

Lt.-Col. and Bt.-Col. H. Ensor, D.S.O., R.A.M.C. 

Lt.-Col. H. B. Fawcus, C.M.G.; Temp. Col. 0. 0. Fleming, D.8.O., 
ret. pay (Ree. of Off.). 

Col. J. J. Gerrard; Capt. A. J. Gibson; Lt.-Col. (acts. Col.)J. G. 
Gill. R.A.M C. ; Lt.-Col. (temp. Col.) J. Grech, D.8.O., R.A.M.C.; 
Lt.-Col. (temp. Col.) F. J. Greig, ret. pay (Rea. of Off.). 

Maj. J. A. Hartigau, D.8.O.; Lt.-Col. (actg. Col.) H. Herriok, 
R.A.M.C.; Temp. Capt. G. J. D. Bindley, R.A.M.C.; Lt.-Col. (temp. 
Col.) H. A. Hinge, C.M.G., R.A.M.C.; Lt.-Col. (temp. Col.) A. W. 
Hooper, C.M.G., D.S.O., R.A.M.C. 

Col. (temp. Surg.-Gen.) J. M. Irwin. 

Col. K. Jackson. 

Col. R. Kirkpatrick. C.M.G. 

Col. Sir W. B. Leishman, Kt.. C.B., F.R.S.; Lt.-Col. L. N. Lloyd, 

C. M.G., D.S.O.; Maj. N. Low, D.b.O. 

Capt. F. A. McOammon, M.C., R.A.M.C.; Surg.-Gen. W. G. 
Macpherson, C.B., C.M.G., K.H.P.; Temp. Capt. B. S. Marshall, 
R.A.M.C.; Maj. A. H. MacN. Mitchell; Lt.-Col. C. K. Morgan, C.M.O. 

Col. D. M. O’Callaghan; Lt.-Col. (temp. Col.) S. de C. O’Grady 
Surg.-Gen. M. W. O’Keefe, C.B. 

Capt. H. F. Panton, M.C.; Capt. G. S. Parkinson; Lt. (temp. Capt.) 
J. II. Pendered, R.A.M.C.; Col. (temp. Surg.-Gen.) W. W. Pike. 
O.M.G., D.S.O.; Lt.-Col. (temp. Col.) J. Poe, D.S.O., R.A.M.C.; 
Lt.-Col. (temp. Col.)0. B. Pollock, D.S.O., R.A.M.C.; Surg.-Gen. R. 
Porter, C.B. 
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Lt.-Col. (temp. Col.) M. McG. Rattray, R.A.M.C.; Maj. J. D. Rich¬ 
mond; Mmj. 11. B. H. Ritchie, D.S.O.; Col. J. J. Russell, C.B. 

3urg.-Gen. R. H. 8. Sawyer, C.M.G. ; Lt.-Col. (temp. Col.) D. D. 
Shanahan, D.S.O., R.A.M.C. ; Maj. G. P. Sheehan, R.A.M.C.; Col. 
(temp. Surg.-Gen.) B. M. Skinner, C.M.G., M.V.O.; Surg.-Gen. Sir A. T. 
Sloggett, K.C.B., C.M.G., K.H.S. ; Maj. S. B. Smith; Lt.-Col. (temp. 
Col.) P. A. Symons, C.M.G., D.S.O., R.A.M.C. 

Capt G. P. Taylor, M.C.; Lt.-Col. (temp. Col.) H. S. Thurston, 

C. M.G., R.A.M C. ; Maj. J. A. Turnbull. 

Ool.S.Westoott, C.B., C.M.G.; Capt. H. F. Wilkins, M.C.; Surg.-Gen. 
T. P. Woodhouse. C.B. 

Consultants.— 1 Temp. Col. Sir J. R. Bradford, K.C.M.G., C.B., P.R.S. 
(Maj., 3rd Lond. Gen. Hosp.), R.A.M.C.; Temp. Col. P. M. Caird 
(Lt.-Col., 2nd Sco. Gen. Hosp.), R.A.M.C, ; Temp. Col. 8ir B. E. 
Dawson, K.C.V.O., C.B. (Capt., 2nd Lond. Gen. Hosp.), R.A.M.C.; 
Temp. Col. W. T. Lister, C. M.G.; Temp. Surg.-Gen. Sir G. H. Makins, 
K.C.M.G., C.B. (Lt.-Col.. 2nd Lond. Gen. Hosp.), R.A.M.C.; Temp. 
Col. C. 8. Wallace, C.M.G. 

Royal Army Medical Corps. 

Maj. (temp. Lt.-Col.) D. Ahern ; Capt. F. J. Allen ; Temp. Capt.T. E. 
Amyot; Temp. Capt. W. A. Anderson; Lt.-Col. S. A. Archer; Temp. 
Capt. B. W. Armstrong. 

Temp. Capt. V. E. Bsdcock; Capt. R. P. Ballard, Spec. Res. ; Temp. 
Capt. S. Batchelor; Temp. Capt. J. Biggam ; Lt. E. 8. Bissell (since 
relinquished his commn.); Temp. Capt. A. G. Bisset, Capt. (actg. 
Lt.-Col.) J. D. Bowie; Temo. Capt. J. C. Boyd; Temp. Capt. C. A. 
Brisco; Temp. Capt. D. S. Brough ; Temp. Capt. W. T. Brown ; Capt 
T. W. Browne; Temp. Capt. C. W. G. Bryan; Capt. C. F. Burton, 
Spec. Res. 

Capt. (actg. Lt.-Col.) E. D. Caddell, M.C.; Capt. A. Campbell; Temp. 
Capt. F. Carson; Temp. Capt. H. Carson; Temp. Lt. G. E. Chissell; 
Temp. Capt. C. N. Coad; Temp. Capt. H. M. Cockcroft; Temp. Capt. 

R. C. Cooke: Capt. T. F. Corklll, Spec. lies.; Capt. N. A. Coward; 
Capt. E. M. Cowell; Temp. Capt. E. W. Craig: Capt. R. S. Gumming. 

Temp. Capt. J. Davidson ; Temp. Capt. C. F. Dillon-Kelly; Temp. 
Capt. C. O. Donovon, D.S.O.; Temp. Capt. C. G. Douglas, M.C. ; 
Capt. W. J. Dowling, Spec. Res.; Temp. Capt. (actg. Lt.-Col.) R. E. 
Drake-Brockman ; Maj. (temp. Lt.-Col.) B. H. V. Dunbar ; Temp. Capt. 
J. J. Dwyer. 

Temp. Capt. H. D. Socles; Capt. P. W. Edwards, Spec. Res.; Temp. 
Maj. (temp. Lt.-Col.) W. B. Edwards; Temp. Capt. C. M. G. Elliott; 
Temp. Capt. J. H. Elliott; Lt. (temp. Capt.) R. Bills; Lt.-Col. 0. B. 
Evans, D.S.O. 

Temp. Capt. C. C. Flnlator; Capt. (actg. Lt.-Col.) W. H. Forsyth; 
Capt. (aetg. Lt.-Col.) A. D. Fraser, M.CT, Spec. Res.; Temp. Capf. 

S. J. C. Fraser. 

Temp. Capt. H. B. German (late 8urg., R.N.); Temp. Capt. R. S. 
Gibson; Lt.-Gol. G. H. Goddard; Temp. Maj. (temp. Lt.-Col.) B. L. 
Gowlland ; Temp. Capt. N. F. Graham ; Temp. Capt. N. Grelller. 

Temp. Lt. A. A. Halliday; Temp. Capt. J. D. Hart; Temp. Capt. 
W. S. B. Hay; Maj. (temp. Lt.-Col.) H. C. Hildreth; Maj. (temp. 
Lt.-Col.) A. B. Hinde, Res. of Off.; Maj. (temp. Lt.-Col.) G. J. 
Houghton; Temp. Capt. G. W. Huggins; Maj. (actg. Lt.-Col.) A. J. 
Hull; Temp. Capt. D. M. Hunter; Temp. Capt. A. H. Huycke. 

Capt. C. Jacobs, Spec. Res.; Temp. Capt. G. W. B. James; Capt. 

D. W. John, Spec. Res.; Temp. Capt. D. S. Jones; Temp. Capt. 
D. W. F. Jones. 

Maj. (temp. Lt.-Col.) W. D. C. Kelly ; Temp. Capt. J. Kirton ; Temp. 
Capt. J. St. P. Knight. 

Temp. Capt. H. A. Lake ; Temp. Capt. F. J. Lldderdale; Capt. (actg. 
Lt.-Col.) A. 8. Littlejohns; Lt.-Col. D. D. Logan. 

Capt. P. McCall urn. Spec. Res.; Temp. Capt. W. H. R. McCarter; 
Temp. Capt. W. McCready; Temp. Capt. N. MacDonald (Lt. Can. 
A.M.C.); Capt. (actg. Lt.-Col.) D. F. Mackenzie, D.S.O.; Temp. Capt. 
J. W. McKinney; Temp. Capt. J. W. McLeod; Temp. Capt. M. T. 
McMahon; Lt. (temp. Capt.) D. N. Macleod; Temp. Capt. R. J. B. 
Madden; Capt. (actg. Lt.-Col.) R. Magill, Spec, lies.; Capt. H. W. 
Maltby, Spec. Res.; Capt. D. M. Marr, Spec. Res.; Temp. Capt. J. R. 
Marrack, M.O.; Lt.-Col. E. W. P. V. Marriott; Capt. R. P. B. Mason, 
Spec. Res.; Temp. Capt. H. C. D. Miller; Temp. Capt. W. Mlllerlck; 
Capt. F. R. H. Mollan, Spec. Res.; Capt. (actg. Lt.-Col.) C. R. M. 
Morris; Temp. Capt. R. S. Morshead; Temp. Capt. (actg. Lt.-Col.) 
F. F. Mueeke; Capt. (actg. Lt.-Col.) K. D. Murchison, Spec. Res.; 
Capt. W. F. Munro. 

Temp. Capt. K. M. Nelson; Capt. T. S. Nelson, Spec. Res. 

Temp. Capt. H. B. Owens. 

Temp. Capt. W. H. Parry; Capt. Owen G. Parry-Jones, Spec. Res. 
(died of wounds); Maj. J. 8. Pascoe ; Temp. Capt. M. P. Paton; Temp. 
Capt. D. H. Pennant. D.S.O.; Temp. Capt. 8. B. Picken; Capt. L. T. 
Poole ; Temp. Capt. J. H. Porter ; Maj. (teinp. Lt.-Col.) J. B. Powell; 
Temp. Capt. K. Pretty. 

Maj. (temp. Lt.-Col.) J. Rahilly ; Temp. Capt. M. Ramsay; Capt. A. 
Bainsbottom, Spec. Res.; Temp. Capt. G. A. Benwlck ; Temp. Lt.-Col. 
R. H. M. Roberts, C.M.G., T.D.; Temp. Capt. J. F. Robertson ; Capt. 
(actg. Lt.-Col.) R. T. C. Robertson, Spec. Res.; Maj. (temp. Lt.-Col.) 
II. Rogers; Temp. Capt. W. Rogerson; Capt. J. 0. Rowe; Temp Capt. 
H. B. G. Russell; Temp. Cspt. W. Russell; Capt. A. A. Rutherford. 

Temp. Capt. A. P. Saint; Capt. J. A. C. Scott, M.C ; Cspt. T. G. 
Bhand; Temp. Capt. A. D. Sharp; Temp. Capt. T. 8heehan; Maj. 
(temp. Lt.-Col.) W. M. B. Sparkes, D.S.O.; Temp. Capt. G. R. Spence ; 
Capt. A. H. Spicer; Maj. (temp. Lt.-Col.) H. Stewart, M.C.; Temp. 
Capt. A. V. Stocks. 

Capt. (actg. Lt.-Col.) M. B. Taylor (late Capt. A. Med. Res.); Maj. 
(temp. Lt.-Col.) R. J. C. Thompson, D.S.O.; Temp. Capt. R. Tindall; 
Temp. Capt. R. W. L. Todd; Temp. Capt. W. A. Troup. 

Capt. G. T. Van Der Vyver. Spec. Res. 

Temp. Lt. K. M. Walker; Temp. Capt. B. B. Wallace; Lt.-Col. A. H. 
Waring; Capt. W. J. Webster. Spec. Res.; Cspt. (actg. Lt.-Col.) A. G. 
Wells; Temp. Capt. G. R. C. Wilson ; Temp. Capt. J. A. Wilson ; Capt. 
C. 8. E. Wright: Maj. (temp. Lt.-Col.) T. J. Wright. 

Temp. Capt. H. Young; Capt. S. K. Young. Spec. Res. 

Capt. W. W. Adamson ; Capt. (temp. Maj.) E. Alderson ; Capt. G. N. 
Anderson ; Maj (temp. Lt.-Col) R. Coffey ; Temp. Capt. J. Crawford, 
M.C-; Maj. (temp. Lt.-Col.) J. F. Crombie; Capt. (actg. Lt.-Col) 
H. K. Dawson; Capt. A. M.Deane ; Capt. A. E. Delgado; Capt. S. B.O. 
Dod field; Cent. H. Fox ton; Lt.-Col. T. Fraser; Maj. G. E Gaak; 
Capt. A. F. Girvan : Capt. J. Golding; Maj. J. M. Gover ; Capt. C. K. 
Gozney; Oept. J. M. Hamtll; Maj. (temp. Lt.-Col.) G. H. JL Hammer- 
ton; Capt. W. H. P. Hey; Lt.-Col. F. W. Higgs; Lt.-Col. 0. H. 
Howldns ; Capt. A. M. Hughes } Lt.-Col. W. H. flume; Maj. (temp 


LL-Ool.) T. Kay; Temp. Capt. J. Kirker; Capt. H. W. Lance ; Capt. H. 
Lightstone, M.C.; Maj. (temp. Lt.-Col.) C. H. Lindsay, C.M.G. ; Capt. 
H. E. McCready; Capt. (actg. Lt.-Col.) G. Mackie; Capt. E. R. 
Matthews; Capt. G. L. Matthew s; Capt. W. T. P. Meade-King ; Capt. 

E. J. Messent; Maj. W. B. Millbanke; Maj. G. W. B. Miller,; Capt. 
B. B. Morgan; Capt. J. A. Nixon; Maj. (temp. Lt.-Col.) T. P. Puddi- 
oombe; Capt. A. E. Raynor; Capt. D. G. Rlce-Oxley; Maj. (temp. 
Lt.-Col.) D. Rorle ; Capt. W. C. Stewart; Capt. (temp. Maj.) R. 8. 
Taylor; Capt. A. P. Thomson; Capt. H. Vickers; Capt. J. S. Wallace; 
Maj. (temp. Lt.-Col.) R. M. West; Capt. L. T. Whelan ; Capt. (actg. 
Lt.-Col.) A. J. Williamson; Lt.-Col. E. A. Wraith. 


Foreign Decorations. 

Italian. 

Order of St. Maurice and St. Lazarus: Cavalier.—Lt.-Col. W. W. 
Hearne, Australian A.M.C. 

Order of the Crown oi Italy: Commander. -Surg.-Gen. W. G. 
Macpherson, C.B , C.M.G., K.H.P. 

Silver Medal for Military Valour. — Capt. H. H. Burnham, Canadian 
A.MC.; Temp. Capt. H. N. M. Puckle. R.A.M.C.; Temp. Capt. M. 
Scott, R.A.M.C.; Temp. Capt. C. McM. Wilson, M.C., R.A.M.C. 


The Supply of Medical Officers for the 
Army: Possible American Assistance. 

The Central Medical War Committee has been working 
steadily and at great pressure to meet the demands of the 
War Office for medical officers for the Army, and the position 
indicated in these columns some time ago as imminent has 
clearly been reached. In existing circumstances all the War 
Office demands cannot be met. The information that a large 
number of American medical men will shortly be available 
for service in France has been considered by many to 
promise an amelioration of the situation, but there is as yet no 
definite and official warrant for believing that the problem 
of an adequate supply of medical officers for the British 
Army will be solved in this way. Undoubtedly there are 
American medical men promptly available to serve for the 
time being with our Army or with the French Army, and 
probably more of the same gallant assistance will be 
forthcoming. Recognition of the qualifications of these 
American confreres by their Medical Association or statu¬ 
tory Colleges would enable them to be at once avail¬ 
able for the armies at the Allied fronts. Bat these 
American doctors would probably have to be returned 
to the American Army when expeditionary foroes 
begin to arrive from the United States. A temporary 
respite from acute trouble, however, might be gained 
through the employment of American doctors, and such 
respite would be valuable to this country where the supply 
of medical men has become so dangerously short. The 
subject is now under the discussion of the Central Medical 
War Committee. No one who is aware of the circumstances 
in which exemption is refused or obtained by our medical men 
of military condition can possibly suggest that the Central 
Medical War Committee takes other than a very high view of 
its responsibilities towards the Army. It has, however, an 
enormously important duty towards the civilian population 
in this country, and cannot be blind to it. So closely have 
the areas in England been scrutinised with a view to 
obtaining every medical officer for the Army, so intensive is 
the method of investigation and reinvestigation now being 
conducted, that it seems certain that should all this energy 
and self-sacrifice not bear sufficient fruit the Army will have 
to economise in the employment of medical men under 
some plan of redistribution or reorganisation. There are 
already men being sent into the Army who can badly be 
spared by the State. _ 

Hampstead Medical War Committee. 

Having regard to the fact that medical men who have 
relinquished their commissions in the Army are now returning 
to practise, the following resolution was recently passed by 
the Committee :— 

This Committee is of opinion that there should be no receding from 
the terms of the undertakings issued by this or other Medical War 
Committees, No request from returning doctors should absolve the 
members of the profession from their obligations incurred by the 
undertakings. 

The resolution was occasioned on account of the apparent 
disloyalty of some members of the public towards the men 
who have sacrificed so much by accepting commissions, 
although over military age. If the members of the pro¬ 
fession are loyal to their undertakings it is hoped that the 
laity will learn from them. 

The undertaking referred to is one which was almost 
universally signed and agreed to in November, 1915, and 
will be remembered by all onr readers. 
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An Imperial Medical and Nursing Scheme. 

Sir J. Kingston Fowler, late consulting physician to the Army 
in France, has issued through Messrs. Macmillan and Go., 
in the form of a pamphlet, a scheme for the organisation of 
the medical and nursing professions of the Empire for war, 
in the hope that it may serve to stimulate imagination and 
thought and foster esprit de corps. Beginning with a tribute 
of praise to the splendid work of the Royal Army Medical Corps, 
both Regular and Territorial, during the war, and to the fore¬ 
sight and ability of Sir Alfred Keogh, K.C.B., who organised 
the medical services of the Territorial Force, thus enabling 
the country to provide fully equipped hospitals ready to 
receive patients before the wounded arrived from France, 
he says, “this should not lead us to think that perfection 

has been attained . and every effort should be made to 

ensure that the experience now in many minds is not lost 
after the war is over, but is utilised for our future advantage.” 
After describing the medical service of the old Volunteer 
Force, which had many defects, and the existing system 
under the Territorial Force, he outlines the proposed scheme 
which is to utilise the sentiment of attachment to the 
medical schools as a factor in the organisation of the medical 
profession for war. 

Any scheme of the kind must fulfil certain conditions: It must be 
independent of the form of military service, whether voluntary or 
compulsory, or territorial; it must be flexible and capable of unlimited 
expansion; it should be applicable to the whole Empire; it must 
recognise that allegiance to an Alma Mater may by long association 
with another institution be transferred; it must provide for men who 
have no such allegiance ; it must have regard to those universities 
which only make provision for the preliminary and intermediate 
subjects of a medical education ; it must recognise that in the Scotch 
universities the number of graduates is so large that the sentimental 
attachment is, as regards some of them, possibly weaker than obtains 
in the London schools ; provision must be made for the inclusion 
of general hospitals situated in large towns in which there is no medical 
school, as in regard to these hospitals there is a strong feeling of attach¬ 
ment amongst the medical men of the town and county; the names 

veu to the hospital units must be reminiscent of their origin and of 

ome. While it is true that the mention of a number may be a 
powerful aid to the Imagination, as witness the numbers of many 
regiments, in relation to hospital units numbers are weak. The 
regiment never dios ; its traditions are quickly learned by the recruit, 
but the hospital units are formed ad hoc , and after a war is over they 
disappear, and any esprit de corps that may have been evoked is lost 
and forgotten. 

The proposal is to name the hospitals after the school, 
college, university, or town from which the personnel has 
been drawn, and which in each case forms the bond uniting the 
individual members of the staff to one another. For example, 
suchnamesasNo. 1 London General Hospital. R. AM.C.(T.), 
No. 1 Northern General Hospital, K.A.M.C. (T.), and all the 
others so named would disappear from the Army List and 
would be replaced by No. 1 Oxford University, No. 1 Cam¬ 
bridge University, No. 1 Edinburgh University, No. 1 
St. Bartholomew’s Hospital. The permanent staff of a 
centre would consist of the commanding officer, the adjutant, 
the quartermaster, and a certain number of orderlies. The 
duties of the commanding officer and adjutant in time of 
peaoe would be— 

To receive all communications from the War Office and to carry the 
regulations into effect; to keep the mobilisation roll; to receive 
applications for admission to the roll, and to accept or refuse them ; to 
classify the applicants according to their attainments and record of 
work; to recommend officers for commissions in the units under their 
control; to keep up the personnel of at least one complete general 
hospital, and usually of two or more such hospitals-of these No. 1 
would be for service in this country ; No. 2 possibly for service abroad ;— 
to carry out the regulations as to the training of the orderlies ; to 
receive the order " Mobilise.” and to carry it into effect; in time of 
war to maintain the personnel of their units and to provide drafts for 
the units of the lighting line as required by the War Office. The 
number of names on any roll would necessarily be far greater than 
would be required to maintain the personnel of the units for which the 
centre was responsible. 

The personnel of No. 1 Hospital of any centre would 
consist of seniors—i.e., physicians, surgeons, officers in 
charge of special departments—who would serve in the 
military hospital at home. No officers liable for general 
service abroad in time of war should be appointed to No. 1 
Hospital of any centre. The staff of No. 2 would consist of 
younger members of the honorary staff, with a similar 
complete personnel necessary for a general hospital abroad. 
Similarly with No. 3, and so on. Each hospital, whether 
serving abroad or at home, should be provided with a 
fully equipped bacteriological laboratory which is essential 
in the interest of the patients. Probably in many cases the 
institution or town responsible for the units would provide, 
as a gift, the laboratory and X ray outfit. 


Among the advantages claimed for the scheme are ite 
applicability to the whole Empire and its elasticity. The 
organisation of the nursing profession would follow broadly 
on the lines already suggested for the medical profession. 


The Treatment of the War Cripple. 

The statement by the Minister of Pensions, on which we 
commented last week, has now been supplemented by a very 
welcome circular addressed by the President of the Local 
Government Board to boards of guardians in regard to dis¬ 
charged disabled soldiers and sailors detained in Poor-law 
institutions. Under the terms of the new Royal Warrant any 
disabled man who is in receipt of a pension and has been 
recommended for special treatment in a sanatorium or other 
institution is entitled to an allowance of not less than 
27 s. 6 d. a week for himself and an appropriate allowance for 
his wife and children, the local War Pensions Committees 
being charged with the duty of making the requisite arrange¬ 
ments for the institutional treatment of men residing within 
their area. In view of these provisions, the circular states, 
no discharged disabled man should in future be under the 
necessity of seeking Poor-law relief in a workhouse or infir¬ 
mary in any case where the incapacity from which he is 
suffering is due to his disablement. The guardians are asked 
to communicate with the local War Pensions Committee of 
their area in regard to any such cases at present in institu¬ 
tions under their control. Future applications from dis¬ 
charged men should be referred at once to the local War 
Pensions Committee. The proposed surrender of the functions 
of the Statutory Pensions Committee to the Ministry of 
Pensions should serve still further to unify procedure. 

The United States and Medical Organisation 
for the War. 

The Sanitary Service in the Field. —In the field, according 
to the Journal of the American Medical Association, the 
sanitary service of the United States Army is divided 
into two sections—for the zone of advance and the line 
of communications. In the first zone the mobile sanitary 
units are located, the second being specially concerned 
with supply and the evacuation of sick and wounded. 
The general arrangements are similar to those in the large 
European armies. With each division there are four ambu¬ 
lance companies under a director, each company consisting 
of 5 medical officers and 79 enlisted men, with 12 ambulances 
and 3 wagons for the transport of suppl ies. On going into action 
immediate first-aid is performed by the sanitary detachments 
belonging to each regiment. Dressing stations are estab¬ 
lished at various parts of the field as required on the notifi¬ 
cation of the divisional surgeon, from which the wounded 
are removed to field hospitals in the rear. Four field hospital 
units are attached to a division under the control of a 
director of field hospitals, each to accommodate 216 patients, 
and with a personnel of six medical officers and 67 enlisted 
men. Where existing buildings are not available tents are to 
be erected. The field hospitals themselves can be evacuated 
as quickly as possible and the wounded removed to hos¬ 
pitals further in the rear. It is here that the Red 
Cross organisation comes into play. A motor transport is 
now being organised. The medical service on the lines 
of communication, which may nowadays be anything from 50 
to 300 miles, is in charge of a surgeon stationed at the base, 
with a second to supervise the evacuation of the wounded 
from the time of leaving the field hospital until reaching the 
hospital train for the base. To prevent congestion on the 
railways bringing up supplies, two evacuation hospitals at 
the head of the line of communication are allotted to each 
division, each with a personnel of 14 officers and 153 enlisted 
men. These hospitals have a normal capacity of 432 beds, 
with sufficient supplies on hand to provide for sudden ex¬ 
pansion. In the same hospitals complete treatment is provided 
for those who cannot be removed further owing to the serious 
nature of their wounds, and for those who will recover com¬ 
pletely within a week or ten days. Evacuation from the 
line-head to base will eventually be carried out by fully- 
equipped hospital trains, providing the same care as a 
permanent hospital. Only one such train is at present ready 
for use. Base hospitals will have a capacity of 500 beds 
each with a personnel of 20 officers, 153 men, and 46 female 
nurses, but will be able to provide double accommodation 
at short notice. A convalescent camp is connected with 
each base hospital. 
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OBITUARY OF THE WAR. 


FRANK ALBERT SYMONS, C.M.G., D.S.O., M.B. Edin., 

TEMPORARY COLONEL, ROYAL ARMY MEDICAL CORPS. 

Colonel F. A. Symons, who was killed on April 30th, was 
son of the late John Hughes Symons, of Nova Scotia, and 
received his medical education at Edinburgh University, 
qualifying M.B., C.M. in 1891. On the outbreak of the 

present war he was one 
of the first to leave 
England in command of 
a clearing hospital with 
the rank of lieutenant- 
colonel, and he had been 
abroad ever since. In 
November, 1915, he be¬ 
came temporary colonel 
and later Assistant 
Director of Medical Ser¬ 
vices. He was twice 
mentioned in Lord 
French’s despatches, re¬ 
ceived the D.S.O. in the 
first honours list of the 
war, and was made a 
C.M.G. in the New Year 
honours list of the pre¬ 
sent year. He served in 
the South African War, 
where he was military secretary to the late Sir William 
Mac Cormac, with whom he was present at the battle of 
Colenso and the relief of Ladysmith. 

“ Colonel Symons was a splendid organiser and in¬ 
defatigable worker,'* his Divisional General writes, “and 
these qualities, together with his cheery, tactful manner, won 
for him the affectionate regard of officers and men. ” Another 
writes of him as a valued senior medical officer, whose 
judgment in difficult situations was sound and practical. 

Colonel Symons married in 1900 Dorothy, second daughter 
of the late Edmund Grove Bennett, of The Close, Salisbury, 
and leaves a widow and four children. 


JAMES ELLIOT BLACK, M B., Ch.B. Glasg., 

MILITARY CROSS ; 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

(Captain J. E. Black, who was recently killed on active 
service in France, was the son of the late Adam Elliot 
Black, of Glasgow. He was educated at Cargillfield and 
Fettes College, graduating in medicine at Glasgow Uni¬ 
versity in 1911. When war broke out he was studying for 

his D.P.H. Cambridge, 
but immediately volun¬ 
teered for service, 
leaving in October, 
1914, for France, where 
he was attached to a 
clearing hospital. He 
was one of the first 
medical officers to deal 
with drift-gas poison¬ 
ing, and the results of 
observations on 685 
such cases by himself 
and others were 
embodied in a paper 
published in the British 
Medical Journal of 
July 31st, 1915. In 
April, 1915, he was 
promoted to the rank 
of captain, and in 
January of the following year his name was mentioned 
in despatches. Later he became attached to the 8th 
Bedfordshire Regiment. His award of the Military Cross 
was recorded in The Lancet of Nov. 18th last year for con¬ 
spicuous gallantry and devotion to duty in the field. “He 
rendered valuable services when attending the wounded 
under heav? machine gun and shell fire. Later, he went out 
into * No Man’s Land ’ to succour the wounded. ’’ One of his 
fellow-workers in the pathological institute of the London 


Hospital, where he acted as assistant in 1912, writes : “ An 
indefatigable worker in spite of poor health, gentle and 
kindly, always ready to help, modest to a degree which 
made him ignorant of his exceptional ability and of the 
value of his work. Captain Black had a personal charm 
which endeared him to all his colleagues.” 

ROBERT HOME, M.B., C.M. Tor., 

CAPTAIN, ROYAL ARMY MEDICAL CORP8. 

Captain R. Home, who was lecently reported killed on 
active service, was born in Toronto in 1890, graduating at 
his home University in 1913. Entering the Canadian Army 
Medical Corps, he served at the Military Hospital at the 
Exhibition Camp, Toronto, transferring to the Royal Army 
Medical Corps in November, 1915; at first with the 
107th Field Ambulance, he was later medical officer of the 
14th Gloucesters. 


JOHN MARSHALL, M.B., Ch.B. Edin., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant J. Marshall, who was reported missing, believed 
drowned, on April 15th, was 30 years of age and eldest son 
of the late Alderman R. Marshall, J.P., of Berwick-on-Tweed. 
From Berwick Grammar School, where he was Johnston 
scholar and prizeman, he 
entered Edinburgh Uni¬ 
versity, graduating M.B. 

Ch.B. in 1908 with first- 
class honours and the 
award of the McCosh 
travelling scholarship. 

After studying in Paris 
and Munich he was ap¬ 
pointed house surgeon at 
Greenbank Hospital, Dar¬ 
lington, where he re¬ 
mained two years, leaving 
to become assistant to 
Dr. P. F. Mannix, of 
Lancaster. Latterly he 
had been resident at the 
Beaufort War Hospital, 

Bristol, until February 
of the present year, 
when he obtained a 
commission in the Royal Army Medical Corps. One of his 
intimates writes of him as a most unselfish man, respected 
and beloved by his patients, particularly by the poor. 


GUY BROOKE BAILEY, M.B., B.S. Melh., 

CAPTAIN. AUSTRALIAN ARMY MEDICAL CORPS. 

Captain G. B. Bailey, who was killed in the recent fighting 
in France, was 34 years of age at the time of his death and a 
medical graduate of Melbourne University. During his Univer¬ 
sity career he took a prominent part in athletics, representing 
Trinity College in cricket and rowing. He was practising 
in Hobart, Tasmania, prior to joining the Australian Imperial 
Force. He leaves a widow and one child. 


CLIVE BRITTEN BURDEN, M.B., Ch.B. Adel., 

CAPTAIN, AUSTRALIAN ARMY MEDICAL CORPS. 

Captain C. B. Burden, who died on May 8th, aged 25 years, 
from injuries accidentally received, was the son of J. B. 
Burden, of Adelaide. He recently graduated in medicine at 
Adelaide University, where he was popular with his fellow 
students for his genial disposition and his skill in athletic 
sports. Joining the Australian Imperial Force in July last, 
he came over as a general reinforcement officer early in the 
present year, and later saw service in France. His loss is 
felt by brother officers here and by his many University 
friends in Australia. 


Another Hospital Ship Torpedoed.— On 

May 26th, at 6 P.M., the hospital ship Dover Castle was 
struck by a torpedo without warning in the Mediterranean 
and -was sunk two hours later as the result of a second 
torpedo. All the patients and hospital staff were saved, as 
well as the whole crew with the exception of six men who 
were injured by the explosion. 
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Gifts to the Red Cross Society.— The 

Joint Finance Committee of the British Red Cross Society 
and the Order of St. John has received £5000, the result of 
an appeal made on behalf of the sick and wounded of the 
British armies by the Imperial Red Cross Committee of 
Newfoundland. 

As a result of the Red Cross Sale held by Messrs. Christie 
in March and April last, £84,157 have been received by the 
British Red Society and the Order of St. John. The sale in 
1915 produced £38,215, and that in 1916 £52,691. 

War Hospital Magazines.— The May issues of 

the Craigleith Hospital Chronicle (Craigleith, Edinburgh, 
6 d.) f the Gazette of the 3rd London General Hospital (Wands¬ 
worth, 4 d.) t and the War Hospital Magazine (Huddersfield, 
3 d.\ maintain their standard, both in letterpress and illustra¬ 
tion, making an appeal to the inmates and staffs of the 
hospitals they represent, as well as to the general public. 
The same may be said of the April issue of the Ration 
(Reading, 2d.). The profits on all these magazines are 
devoted to the provision of extra comforts for the hospital 
inmates, and we note with regret that, owing to the scarcity 
of paper, among other things, the Craigleith Hospital 
Chronicle , one of the earliest and best of this class of 
periodicals, will disappear as a monthly with the next issue. 
An occasional number may be issued from time to time. 

A Naval Fleet-Surgeon’s Impressions in the 

Trenches. —In order to strengthen the sympathetic bond 
between the sister services the Admiralty and War Office 
made arrangements in 1916 to send a certain numl>er of 
naval officers to gain experience of trench life and a corre¬ 
sponding number of army officers to experience life afloat 
under war conditions. Fleet-Surgeon 0. Marsh Beadnell, 
R.N., was one of the privileged officers of the Navy to visit 
the trenches, and the interesting account of his impressions, 
which was published in the January and April issues of the 
Journal of the Royal Naval Medical Sendee, has now been 
reprinted in the form of a pamphlet and published by Messrs. 
John Bale, Sons, and Danielsson, Great Titchfield-street, W. 
Naturally, the six days which the author spent in the 
trenches afforded only a glimpse of real trench life, but 
his observational powers enabled him to take in every 
detail which that glimpse afforded, and a useful as well as an 
interesting description with many humorous touohes is the 
result. There is a description of the medical arrangements 
and an account of gas attacks, the routine to cope with this 
offensive, and the effects of the gas on man, animals, and 
vegetation. The itinerary includes a visit on foot to the firing 
trenches, a trip down the sap, and below No Man's Land. 



Society of Apothecaries of London.— The 
following candidates have passed in the subjects indicated 

Surgery .—W. A. Blbby, Manchester ; H. N. Dale-Richards (8ect. I.\ 
St. Mary’s Hospital; E F. Deacon (Sect. I.), Guy's Hospital; J. Y. 
Dent (Sects. I. and II.), King's College Hospital; S. G. K. 
Kastelianski (Soct. II.), London Hospital; R. H. Pettersson (Sects. I. 
and II.), St. George’s Hospital; G. W. Pratt (Sects. I. and II.), 
Cambridge; and F. A. Unwin (Sect. II.). Westminster Hospital. 

Medicine— B. A. Leak (Sect. I.), Cambridge and London Hospital; 
H. H. Pettersson (Sect. II.), St. George’s Hospital; and L. J. Vincent 
(Sects. 1. and II.), Cambridge and St. Mary’s Hospital. 

Forens>c Medicine.— B. F. Deacon, Guy’s Hospital; E. W. Diggett, 
Jefferson College, Philadelphia; L. E. Lewis, Glasgow; and D. 
Mfnzies, St. Mary's Hospital. 

Midu ifcry.—G. S. Ashby, King’s College Hospital; E. F. Deacon, 
Guy’s Hospital; and M. Ibrahim, Middlesex Hospital. 

The Diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery:— 
J. Y. Dent. S. G. K. Kastelianski, R. H. Pettersson. F. A. Unwin, and 
L. J. Vincent. 

The late Mr. W. Le Page. —The death occurred 
on May 13th, at his residence in Guernsey, of William 
Le Page, L.R.C.P. Edin., L.F.P.S.GlaBg., and L.M., aged 75, 
who was well known in the island, lie was the son of Mr. 
Le Page and Amelia de Jersey and studied medicine at 
Durham University. He qualified by taking the triple 
qualification of Edinburgh and Glasgow. He had bean a 
surgeon-lieutenant colonel in the Royal Guernsey Militia, 
surgeon to St. Peter Port Hospital, surgeon to the Castel 
Hospital, and physician to the Caste) Lunatic Asylum. He 
leaves a widow to mourn her loss. 


Literary Intelligence.— Messrs. J. and A. 
Churchill announce the forthcoming appearance of a book 
entitled •• Massage, its Principles and Practice,” containing 
original photographic illustrations, by Dr. J. B. Mennell, 
physician to the Military Orthoprodic Hospital, Shepherd’s 
Bush, and one on ’‘Surgical Nursing and After-treatment," 
containing over 100 illustrations, by Dr. H. C. R. Darling, 
assistant surgeon to South Sydney Hospital. 

Medico-Psychological Association of Great 
Britain and Ireland.— The annual meeting of this 
association will take place on Julv 25th, at* 11, Chandos- 
street, Cavendish-square, London, W. The meeting, as in 
1915 and 1916, will be held on one day only. In accord¬ 
ance with a by-law of the society, Dr. R. H. Steen, the acting 
honorary general secretary, requests the contribution of 
papers and other scientific matter. Dr. Steen may be 
addressed at the City of London Mental Hospital, Dartford, 
Kent. 

The annual general meeting of the Rontgen 
Society will be held on Tuesday, June 5th, at 8.15 p.m., at the 
Cancer Hospital (Free), Fulham-road, S.W. The adjourned 
discussion on the Future of the British X Ray Industry, will 
be opened by Captain R. Knox. Lieutenant-Colonel Robert 
WilBon, C.A.M.C., Mr. J. H. Webb, and Mr. Howard C. Head 
are expected to take part. 

The late Mr. Peter MacEwan,F.C.S.—W e regret 
to learn the sudden death last week of Mr. Peter MacEwan, 
the editor of the Chemist and Druggist. His literary con¬ 
tributions to scientific pharmacy were numerous and 
valuable, and his knowledge of all the legal enactments 
dealing with his profession was intimate. 

Royal Medical Benevolent Fund.— At the last 
meeting of the committee, held on May 8th, 25 cases were 
considered, and £213 granted to 21 of the applicants. The 
following is a summary of some of the cases relieved :— 

Wife, aged 56, of M.R.C.S. Mug. who practised at New Zealand and 
Hoxton. Applicant’s husband has been paralysed for 23 years, and the 
little income he has is insufficient to support them. The wife prior to 
the war was able to earn as a teacher of music and languages, but 
cannot obtain pupils at present; and their onlv son, who used to help, 
has recently joined the Army and married. Voted £15 and referred 
to the Guild.—M.R.C.S. Eng., aged 74, married, who practised at 
Darlington and Malvern. Owing to 111-health and insufficient 
means, and the Increased cost of living, unable to pay his way. 
His wife has recently broken her leg. Only Income about £100 a 
year from son and friends. Rent £25. Voted £18 in 12 instalments.— 
Widow, aged 67, of M.R.C.S. Eng. who practised at Leighton Buzzard, 
and died in 1904. Applicant lost the small capital she had through 
fraudulent executors. Only income now 11s. per week provided by 
relatives. Pays 5#. 6 d. per week rent; and high price of food makes \t 
impossible for her to manage. Voted £12 In 12 instalments.—Widow, 
aged 46, of M.RC.S. Eng. who practised at Brixton, and was an 
annuitant of the fund. Applicant left without means, and health 
very much Impaired by the constant nursing, for the last eight years, 
of ner husband, who was a chronic invalid. She hopes, after a rest, 
to find suitable employment, and then manage to earn a living. 
Voted £5. Widow, aged 58, of L.R.C.P. Bdin. who practised at 
Blackburn, and died in 1902. Applicant was left unprovided for with 
a young daughter, now aged 19. Both have recently obtained work 
through the help of the Manchester branoh of the Guild, and the 
prospects are brighter than they have been before, but they still 
require a little help to get their affairs straight, owing to their 
previous strenuous times. Relieved four times, £40. Voted £5.— 
Widow, aged 73, of M.R.C.S. Eng. who practised at Liverpool and died 
in 1887. Applicant kept house for her son, a medical man, who died in 
1915 after a very strenuous time on war work. Applicant lives in own 
house, but it is heavily mortgaged. Takes in paying guests, but does 
not make sufficient to meet her liabilities. Relieved once,- £10. 
Voted £10 —Widow, aged 41. of M.D. Glasg. who practised in London 
and died In 1910. Left entirely without means and has defective eye¬ 
sight. In the summer months she earns 15*. a week as an attendant 
In the winter months only has casual employment. Health has been 
very indifferent lately. Relieved twice, £20. Voted £10 In two 
instalments.—Daughter, aged 62, of L.S.A. Lond. who practised at 
Cheadle and died in 1874. Owing to ill-health and advancing 
years, unable to undertake permanent work. Friends allow her 
£25 a year. She earns about £5 by sewing. Relieved 11 
times, £100. Voted £15 in 12 instalments.—Widow, aged 45. 
of L.S.A. Lond. who practised at Swansea and died in 1915. 
Was left entirely without means with three children. The eldest 
was taken by a relative, and the daughter, now aged 17, is being 
educated by the Guild. Applicant has had post as working house 
keeper, but has recently had to give this up. Relieved once, two years 
ago. Voted £10 in two instalments.—Wife, aged 60, of M.R.C S. Eng. 
wlio practised at Bournemouth. She and her daughter were deserted 
by her husband some years ago, being left entirely without means. 
The applicant is a chronic invalid, and the daughter is only able to ean> 
a little by casual employment. Relieved four times. £38. Voted £12 
in 12 instalments.—Widow, aged 63, of L.R.F.P.S. Glasg. who prac¬ 
tised at Irvine and died in 1899. Applicant left without means 
and she suffers from chronic rheumatism and sciatica. Manage* 
to earn a little by letting rooms, but not sufficient to live 
on. Relieved three times, £36. Voted £12 in 12 instalments — 
Daughter, aged 58, of L.S.A. Lond. who practised at Bow and Forest 
Gate. Applicant has to look after invalid father, who is an annuitant 
of the Fund, and owing to the high price of food finds it difficult to 
manage. Ret loved once, £10. Voted £10 In two instalments— 
Daughter, aged 41, of L.S.A. Lond. who practised at Bermondsey 
and died in 1887. Applicant’s mother, who has jnet died, had 
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recently been helped by the Fund. The Guild p-opoae training 
applicant as a shorthand typist, and placing her in a position 
to earn her own living. Voted £6.—Daughter, aged 51. of 
IMt.C.S. Bng. who practised at Biggleswade, and died in 1890. 
Applicant Is a chronic invalid and unable to undertake any per¬ 
manent work. Believed 18 time", £165. Voted £12 in 12 instalments.— 
Daughter, aged 51, of M.R.C.S.Bng. who practised at Peckham and 
■died in 1885. Applicant suffers from neuritis and defective eyesight 
and was only able to earn £2 last year. Only other income £20 from 
eister. Relieved 19 times. £221. Voted £15 in 12 Instalments 
—Daughter, aged 57, of M.R.C.S. Bng. who practised in London and 
•other places and died when app leant was a child. For many years 
applicant had a very strenuous time, and last year commenced as a 
munition worker and was doing well, but was unfortunately knocked 
down by a ’bus in December last and was in the infirmary for almost 
four months. Is now staying with relations, who are unable to keep 
her. She hopes to get some compensation. Relieved twice, £10. Voted 
£12 in 12 instalments. 

Subscriptions may be sent to the acting honorary 
treasurer, Dr. Samuel West, at 11, Ghandos-street, Cavendish- 
aqnare, London, W. 1. 

Mr. V. Warren Low, C.B., M.D., F.R.C.S., has been 
appointed External Examiner in Surgery to the London 
University. 

The death is announced of Dr. J. Mitford 
Atkinson, for many years superintendent of tbe Govern¬ 
ment Civil Hospital at Hong-Kong. 

The Dalrymple Inebriate Home.—T he report 
of the Homes for Inebriates Association for the year ending 
Jan. 31st, 1917, includes the report for that year of Mr. F. S. D. 
Hogg, the medical superintendent of Dalrymple House, 
Rick man 8 worth. Mr. Hogg makes the interesting comment, 
in noting that readmissions have during the year been 
unusually numerous, that this has been due to good but 
til-timed intentions on the part of the patients. “Men,” 
he says, “ have been over-anxions to obtain admission into 
£he Army or Navy, or to return to a business or profession 
which is being neglected owing to scarcity of staff or 
substitutes, or they have been hit by the war and cannot 
Afford to be away from their work. Whatever the reason, 
the period of treatment is curtailed, and a strenuous life has 
to be faced by one who is not yet fit to undertake suoh 
duties and who has not yet sufficiently recovered from the 
Affects of alcohol or drug addiction.” 


parliamentary |ntelligenre. 


NOTES ON CURRENT TOPICS. 

Venereal Disease Act. 

Thk Venereal Disease Aot, 1917, has received the Royal 

Assent. 

Whitsuntide Recess. 

Parliament has adjourned for the Whitsuntide Recess. 


HOUSE OF COMMONS. 

Wednesday, May 23rd. 

Medical Re-examinations. 

Mr. Hogge asked the Under Secretary for War whether 
st discharged man recalled for examination under the Mili¬ 
tary Service (Review of Exceptions) Act could insist upon 
the Medical Board producing his medical history.—Mr. 
Macpherson replied : The answer is in the negative. 

Epileptics and the Army. 

Mr. Hogge asked the Under Secretary for War whether 
there was an Army Order which forbade the discharge of 
epileptics from the Army.—Mr. Macpherson answered: 
The instructions issued on Deo. 9th on this point lay down 
that a soldier suffering from epilepsy will not be discharged 
on that gronnd alone unless his incapacity is each as to 
unfit him for any military employment suitable to C 3 
men. He will be re-classiflea in a category from which men 
are eligible for transfer to Class P or P (T) of the Reserve. 

Thursday, May 24th. 

Fees of R.A.M.G. Officers. 

Sir O. Toulmin asked the Financial Secretatj to the War 
Office whether a captain in the Royal Army Medical Corps 
serving in a military hospital was entitled to charge a fee 
for filling up a statement required by a life association in 
reference to a man who had died under his charge.—Mr. H. 
Forster wrote in reply: I am not aware why any fee 
ordinarily payable by a life association should not be 
charged. 

Friday, May 25th. 

Medical Re-examinations. 

Mr. Needham asked the Under Secretary for War what 
procedure was open to a man called up for examination 


under the Military Service (Review of Exceptions) Act, 1917, 
who was dissatisfied with his medical classification, to 
have his case submitted to a Medical Appeal Board.—Mr. 
Macpherson replied: An application to be examined by a 
special Medical Board is submitted for the consideration of 
the War Office by the military representative in a case 
where such examination is recommended by a military service 
tribunal before which the man concerned has laid his case. 

Mr. Pringle : Are we to understand that he cannot get an 
appeal to a special Medical Board except through a tribunal ? 
—Mr. Macphu.rson : That is so. 

Replying to Mr. Needham, Mr. Macpherson said: The 
special Recruiting Medical Board at Leeds deals with cases of 
disputed medical classification of men resident in the North 
of England which tribunals recommend should be sent to an 
Appeal Board. The recommendations of the tribunals are 
submitted to the War Office along with the necessary 
documents in each case. Men sent to the special Medical 
Board for examination are provided with travelling warrants 
and with subsistence if detained overnight. 

Answering Mr. T. TAylor, who asked whether examinations 
of recruits by tbe Medical Boards had frequently been made 
at the rate of 30 per hour, Mr Macpherson said that he was 
not aware of any instance in which recruits had been 
examined at the rate mentioned. Express instructions had 
been issued that examinations under the Military 8ervice 
(Review of Exceptions) Act should be most careful. The 
classification certificate was signed by the president of the 
board. 

In the course of the debate on the adjournment motion, 
Mr. Macpherson said that mem here ef Medical Boards were 
jnst as sympathetic to men called vm for examination under 
tbe Military Service (Review of Exceptions) Act as any 
Members of the House of Commons. At least 75 per cent, 
of the members of the Medical Boards were civilian practi¬ 
tioners. It was the invariable practice that two of every 
three doctors on those boards were civilians, and if it were 
true—and he thought it was true—that there was a propor¬ 
tion of two-thirds of three members of the board civilian, 
then to say that two-thirds was dominated by the remaining 
third passed his comprehension. 

Cromarty Camp Hospital Huts. 

Mr. Anderson asked the Under Secretary for War whether 
25 of tbe bats in tbe Cromarty Military Camp were being 
used for cases of venereal disease.—Mr. Macpherson 
replied: No, sir. The scheme has been abandoned and 
other arrangements will be made. 




Sucoessful applicants for vacancies. Secretaries oj Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to Ths Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
meek, such information for gratuitous publication. 

Collins, P., baa been appointed Certifying Surgeon under tbe 
Factory and Workshop Acts for the Rathmore District of the 
County of Kerry. 

Royal Free Hospital.- Acting Assistant Physician: Cuthbkrt, 
Hazel, H., M.D. Lond. Senior Resident Medical Officer: 
Dkarnley, Gertrude, M.D. Lond. Junior Obstetric Assistant: 
Dixon, Miss. 


Uatanm 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man mould be considered 
the advertisers are requested to communicate with the Editor. 

Birmingham City Bducation Committee.— Temporary Assistant 
School Medical Officer. Salary £300 per annum. 

Brighton County Borough Asylum, Haywards Heath.—Assistant 
Re ider.t Medical Officer for 4 or 5 weeks. Salary £6 6«. per 
wees and travelling expenses. 

Bristol General Hospital.— Casually House Surgeon. Salary at 
rate of £175 per annum, with board, Ac. 

Bristol Royal Hospital for S'Ck Children and Women.— Female 
House Physic!*”. Salary £150 per annum, with board, Ac. 

Bristol Royal Infirmary.—H ouse Physician and House Surgeon. 
Salan at rate of £120 per annum, with board, Ac. 

Bromley Bducation Comvittkb, Kent.—School Medical Officer. 
Salary £300 per annum. 

Caps Town, South African College.— Professors of Pharmacology, 
Pathology, and Bacteriology. Salary at rate of £800 per annum 
each. 

Cardiff, Kino Bdward VII.’s Hospital.— House Surgeon for six 
months. Salary at rate of £175 per annum, with board. Ac. 

Chkster Royal Infirmary.— House Physician and Assistant House 
Surgeon. Salaries £150 per annum, with board, Ac. 

Darlington General Hospital.— House Surgeon. Salary £200 per 
annum, with board Ac. 

Devonport, Royajl Albert Hospital.— House Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 
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Grimsby and District Hospital.— House Surgeon. S*lary £5 5s. 
per week, with board, Ac. 

Hospital for Consumption and Diseases of the Crest. Brompton. 
House Physician for six months. Salary 50 guineas. Also Resident 
Medical Officer. Salary £200 per annum, with board. Ac. 

Italian Hospital, Queen-square, London, W.C.—House Surgeon 
for six months. Salary £80 per annum, with board, Ac. 

Leicester Education Committee. —Two Assistant School Medical 
Officers (Temporary). Salary £300 per annum. 

Liverpool Bye and Ear Infirmary, Myrtle street.—Female House 
Surgeon. Salary £150 per annum, with board, Ac. 

London County Asylums. Bexley, Kent, and Long Grove, Epsom.— 
Temporary Ass stant Medical Officers. Salary 8 guineas per week, 
with board. Ac. 

Manchester Children's Hospital, Pendlebury, near Manchester.— 
Two Female Resident Medical Officers, unmarried. Salary at rate 
of £100 per annum. 

Manchester, Corporation of.— Temporary Assistant Tuberculosis 
Officer. Salary £450 per annum. 

Military Hospital, Richmond, Surrey.—Whole-time Medleal Officer. 
Salary 24#. per diem. 

Newcastle upon-Tyne, Royal Victoria Infirmary. — Resident 
Medical Officer. Salary as arranged, with board, Ac. 

New Hospital for Women, Buston-road.—Female House Physician, 
Obstetric Assistant, Two House Surgeons, ealary £50 per annum, 
with board, Ac. Also Resident Me lical Officer at House of Recovery, 
New Barnet. Salary £60 per annum. 

Notts Bducatzon Committee.— Assistant School Medical Officer. 
Salary £350 per annum. 

Queen Charlotte’s Lying-in Hospital, Marylebone-road, N.W.— 
District Resident Medical Officer for four months. Salary at rate 
of £60 per annum, with board, Ac. Also Pathologist and Registrar. 
Salary at rate of £80 per annum, with lunch. 

Queen Mary’s Hospital for the Bast Bnd, Stratford.—Casualty 
Officer. 

Quikn’s Hospital tor Children. Hackney-road, Bethnal Green, B — 
House Physician. Casualty House Surgeon, and House Surgeon 
for six months. Salary £100 per annum, with board. Ac. 

Royal Free Military Hospital, London, W.C.—Assistant Resident 
Medical Officer. 

Sheffield, Jessop Hospital for Women, Gynaecological and 
Maternity Departments.— Junior Female House Surgeon, un¬ 
married. Salary £200 per annum, with board, Ac. 

Sheffield Royal Infirmary.- House Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital for Women, South Side, Clapham Common, 
8. W.—Female House Surgeon for six months. Salary at rate of 
£100 per annum, with board, Ac. 

Stockport, County Borough Education Committee.— School 
Medical Officer. Salary £300 per annum. 

Swansea Bducation Committee.— Female Assistant School Medioal 
Officer. Salary £300 per annum. 

Worcester, King Edward VII. Memorial Sanatorium, Knightwtak, 
near Worcester.—Temporary Medioal Superintendent and Tuber¬ 
culosis Officer. Salary £450 per annum, with board, Ac. 


Til Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Chew Magna, Somerset. 


Carriages, anfr jUatjjs. 


BIRTHS. 

Brown.—O n May 28th, at Adelaide, 8outh Australia, to Dr. and Mrs. 

Gilbert Brown, of Snowtown, South Australia, a son. (By cable.) 
Daw.— On May 20th, at a nursing home, Leeds, the wife of S. W. P. 
Daw, F.R.C.S., Captain, R.A.M.C., T„ Park-square, Leeds, of a 
son. 

Hall.— On May 24th, at a nursing home, the wife of Fleet-Burgeon 
J. Falconer Hall, Royal Navy, of a daughter. 

Rbw.— On May 25th, at “Wotton Grange,” Bedfont, Middlesex, the 
wife of Lieutenant G. Russell Rew, R.A.M.C., of a son. 


MARRIAGES. 

Hebblkthwaite—King.— On May 24th, by licence, at St. George’s 
Cburch, Leeds, Captain Arthur Stuart Hebblethwmite, BLC., 
R.A.M.C. (T.), to Elsie Langtry, second daughter of Mr. W. H. 
King, Bollerton, Cheshire. 

Robbins— Duchesne.— On May 28th, by special licence. Captain 
Frank Hubert Robbins, R.A.M.C. (T.), to Dorothy Muriel Duchesne, 
elder daughter of Ernest Ooilier Duchesne, of Oak wood, Bishop 
Stortford, Herts. _ 

DEATHS. 

Atkinson,— Ou May 23rd, at his residence. Cocneragh-road, West 
Kensington. W.. John Mltford Atkinsou, M.B., aged 60. 

Codd.— OnMay 24th, at Hoi wood Lodge. Bromley, Kent, of pneumonia, 
Arthur Frederick Gambell Codd, F.R C.S., aged 60. 

Daphtaby.— On May 26tb, at St. PeterV.square, Hammersmith, 
Surgeon-Major G. R. Daphtary, I.M.S., retired. 

Pope.— On May 4th. officially reported missing, believed drowned on 
the occasion of the torpedoing of s.s. Transylvania, Charles A. W. 
Pope, M.A., M.B. Cantab., Captain B.A.M.C. 

Smith.— On May 23rd, at a nursing home after a brief illness, Thomas 
Smith, M.R.C.S., L.R.C.P., aged 47. 

Tilbury.— Missing, and believed drowned in the Mediterranean on 
May 4th, Captain Arthur Tilbury, R.A.M.C., M.R.C.8., L.R.C.P. 
Lond., aged 29. * 

Woodroffk.— On May 21st, John FitzHenry Woodroffe, M.B., of 
Conns. Shankill, co. Dublin, late of Craven Park, Hariesden, N.W., 
aged 61. 

S.B.—A fc6 9 jU.it charged for the insertion of Notice* of Births, 
Marriages, amd Heaths. 


Juries, j%rt tenants, snb Jnsintrs 
to Camspontonts. 

THE VICTUALLING OF THE ROYAL NAVY. 

An appeal for contributions of vegetables and fruit in large 
quantities for the Navy, issued a few weeks ago, serves to 
draw attention to the fact that the food-supplies of civilians 
and the Army have been far more freely discussed than 
those of the Navy. Nevertheless, diet and disease, espe¬ 
cially on board ship, is a subject of continued interest and 
speculation. In 1903 a little book of 30 pages was written 
by Dr. Alexander Turnbull, Inspector-General of Hos¬ 
pitals and Fleets (retired), and published by Elliot Stock 
at the price of Is., entitled “ The Victualling of the Royal 
Navy. Past, Present, and Future: A Practical Statement 
compiled from State Papers, Historic Documents, and. 
Official Sources, 1486-1903 and After.” The author says:— 

Owingto the courtesy of the Director and the Assistant Director 
of Victualling, 1 am entbled to farnish a chronological record of the 
more important improvements in the naval ration, premising thaA 
of late years there has been great improvement in the quality of tha 
provisions supplied. In 1804 sugar and tea were introduced a» 
substitutes for butter and cheese, and by 1824 had replaced those 
perishable articles. Surgeon Thomas Trotter, M.D., R.N., la hfe 
memorable treatise on scurvy (London, 1792), furnishing valuable 
evidence as to the victualling of the Navy in his time, indi¬ 
cated the authorised issue of cocoa at the end of the eighteenth 
century. A vegetable ration was introduced between 1806 and 1810; 
It is, however, possible that by means of the legalised and the prior 
non-legallsed system of “savings” the seamen may have been 
able to purchase vegetables in harbour on their own account- 
Beer as a ration was finally abolished in 1831, but on foreign 
stations long prior to this spirits and wine had of necessity 
been substituted. In 1832 chocolate was substituted for cocoa, and a 
most popular substitution this proved to be j “ ship's oocoa,” as it la 
called, is an excellent breakfast beverage, sustaining and restorative. 
In the “sixties” several improvements in naval victualling were- 
introduced; pepper and mustard were added in 1860. Preserved 
meats were reintroduced, preserved potato, rice, and celery seed, as a-, 
flavouring for pea-soup, were Introduced into the seaman’s dietary in 
1867. Soft bread, when In harbour and it can be procured, was 
authorised as an alternative for biscuit in 1868, and in the same year 
soluble chocolate was supplied for special issues, in stress ot weather, 
Ac., it being more expeditiously prepared than chocolate ordinary, 
which requires prolonged boiling in its preparation. The final 
addition was salt. 

Reference is made to the preserved meet* u supplied to 
the Victorian Navy in the first instance :— 

The first preserved meats were supplied by Mr. Goldner, of Galatz, 
in Roumanla, where cattle were cheaper than in this country. The 
first contract was in 1844, for five years, and then renewed. Goldner 
was a name familiar to naval officers in the “ fifties,” and long after¬ 
wards execrated by “all hands” in the Fleet, in connexion with 
these atrocious supplies, which were condemned wholesale, in the 
naval victualling yards and aflottas unfit for human food, as it waa 
known that they had been supplied to our Arctic explorers’ ships. 
Some tine were found to contain offal, and ,'some maintained—for 
which, however, there is no official support, as for the offal—that 
horses’ hoofs and even shoes had been found “ canned ” by Goldner ; 
numerous tins were bulged by the putrescence of their contents* 
indicating that thMr varied contents, had net even been effectively 
preserved. 

THE COST OF STARTING A COTTAGE H08PTTAL. 

To the Editor of The Lancet. 

Sir,—I live in a village of some 800 inhabitants 16 mi has 
from the nearest hospital town by road and much mode 
by rail. There are 8-10 villages in a short radius simi¬ 
larly situated. We desire after the war to start a real 
cottage hospital with three or four beds, which would also 
serve as headquarters for, say, two district nurses. I should' 
be much obliged if any of your readers could give me any 
information as to cost, Ac., from their own experience in 
similar cases. I am, Sir, yours faithfully. 

May 24th, 1917. N. GL 

THE TEACHING OF SEX HYGIENE. 

We have received from the National League for Physical 
Education and Improvement a series consisting of a 
pamphlet and four leaflets designed to give parents help 
in instructing their children in a subject which presents 
many difficulties, but which is of great importance te the 
welfare of the child. The pamphlet is by Mrs. House, and 
is in the form of an address to parents on the moral 
training of boys and girls, the leaflets being intended to 
be read respectively to a little ohild, a boy of 12 to 14, a 
girl of 11 to 13, ana older boys and girls. Their aim is to 
encourage boys and girls to treat their bodies reverently 
and not hesitate, through a sense of false shame, to seek 
from older persons and responsible teachers the informa¬ 
tion for which the coming of adolescence may prompt a 
desire. The price of the series is 5d. from 4, Tavistock- 
! square, London, W.C. 
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A 8ANCTUARY FOR LITTLE PILGRIMS. 

Under this title Messrs. John Bale, Sons, and Danielsson 
are publishing at the price of L. an illustrated record of 
the progress of the work of the Sanatorium for Tuber¬ 
culous Children at Harpenden, Herts, which is a special 
branch of the National Children’s Home and Orphanage. 
The account is written by Dr. T. N. Kelynack, medical 
adviser to the Home and visiting physician to the Sana¬ 
torium, and there is an introduction by Sir Charles 
Wakefield, Lord Mayor of London, one of the treasurers, 
and a foreword by the Rev. William Hodson Smith, the 
principal. The National Children’s Home and Orphanage, 
which has 15 brauches in England and Wales and a centre 
in Canada, has over 2500 destitute and distressed children 
in its Gare and is doing an excellent work. The sanatorium, 
which was opened in June, 1910, has well justified its 
existence. Educational training is provided for all children 
of school age, an open-air school being, of course, a special 
feature. Even without the letterpress the pictures in the 
little book themselves tell the story of sickness relieved 
And children’s lives made happy. The London oftices of 
the institution are 104-122, City road, E.C. 

FLOUR VALUE. 

To the Editor of The Lancet. 

Sir,— The amount of our labour being dependent on our 
food supply, and this owing to present conditions limited, 
would it not be wise for the Food Controller to have every 
sack of flour labelled with the composition and qualities of 
its contents ? Many cases of indigestion come before me, 
said to be due to the bread not being perfectly made. At this 
one is not surprised, as the baker little knows what he is 
using, and is possibly making experiments at the public 
expense; if he knew the material he was dealing with, I 
think the public would be better supplied. “ To be fore¬ 
warned is to be forearmed.” 

I am. Sir, yours faithfully, 

John McOscar, L.R.C.P.Lond./M.R.C.S.Eng. 
Buxton, May 13th, 1917. _ 


Justice. —We are not aware of the circumstances in which 
the Essex Insurance Committee may have refused to allow 
insured persons to make their own arrangements for 
medical treatment, but we point out that in the report 
in our article the London Panel Committee expressly 
referred to the small number of applications made to 
them to that effect, and drew a conclusion which does not 
appear unreasonable. 


Ulrittfid Jiarg for % tnsuing $E«k. 


SOCIETIES. 

RONTGBN SOCIETY, at the Cancer Hospital (Free), Fulham-road, S.W. 

Tuesday. —8.15 p.m., Annual General Meeting. Election of Officers 
and Council for the Session 1917-1918. Ad journed Discussion 
on the Future of the British X Kay Industry (opened by Capt. 
K. Knox). Lieut.-Col. R. Wilson, C.A.M.C., Mr. J. H. Webb, 
and Mr. H. C. Head are expected to take part. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman : Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Noee, and Bar. Dr. Pemet: Diseases of the Skin. 

Wednesday. —10 a.m., Dr. Saunders: Diseasesof Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe : Operations. 
Thursday.— 2 p.m.. Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman: Diseases of the Bye. 

Friday.— 10 a.m., Dr. Slmson : Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis : Diseases of the Throat, Nose, and Bar. 
Dr. Pemet: Diseases of the Skin. 

Saturday.— 10 a.m. , Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

NORTH-EAST LONDON POST GRADUATE COLLBGB, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics :—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr. T. R. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday. —2.30 p.m., Surgical Operations (Mr. Carson). Clinics :— 
Medical Out-natients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Noee, Throat, and Bar Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 


Wednesday.— Clinics:—2.30 p.m., Throat Operations (Mr. 0. H. 
Hayton). Children Out patients (Dr.T. R. Whipham); Bye Out¬ 
patients (Mr. H. P Brooks); Skin Out patients (Dr. H. W. 
Barber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m.. Gynaecological Operations (Dr. A. B. Giles). 
ClinicsMedical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson) ; Radiography (Dr. Metcalfe). 3 p.m.. 
Medical In-patients (Dr. R. M. Leslie). 

Friday.— 2.30 p.m.. Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Eye Out-patients (Mr. R. P. Brooks). 

ROYAL INSTITUTE OF PUBLIC HEALTH, Lecture Hall of the 
Institute, 37, Russell-squsre, W.C. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions: — 

Wednesday. — 4 p m., Lecture VIII.:—Mr. B. S. Rowntree : Welfare 
Work In Factories. Followed by a discussion. 


EDITORIAL NOTICES. 

It ia moat important that communioationa relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notioe of the profession, may be Bent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

We oannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 2. 


MANAGER’S NOTICES. 


ALTERATION IN THE PRICE OF “ THE LANCET.” 

Increased war expenses and cost of production necessitate 
an increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rates of 
subscription remain as revised in October. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition is published in time 
to catch the weekly Friday mails to all parts of the world. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 6. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


METEOROLOGICAL READINGS. 

(Taken dxily at 6.30 a.m. by Sle’card's Instruments.) 

Thk Lanokt Office, May 30th, 1917. 


Date Rain- 

Uate fall. 

Solar 

Radio 

in 

Vacuo. 

Maxi¬ 

mum 

Temp. 

Shade. 

Min. 

Temp. 

Wet 

Bulb. 

Dry 

Bulb. 

Remarks. 

May 24 

114 

69 

55 

55 

59 

Cloudy 

25 i ... 

no 

72 

54 

58 

65 

Fine 

„ 26 

121 

80 

69 

62 

68 

Fine 

„ 27 

120 

81 

56 

62 

' 71 

Fine 

„ 28 

125 

79 

1 08 

60 

68 

Fine 

29 

120 

78 

55 

59 

63 

Fine 

„ 30 ! 0 35 

107 

68 

55 

54 

60 

Cloudy 


Other information which we have been accustomed to give in these 
Headings ” Is withheld for the period of the war. 
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BOOKS, ETC., RECEIVED. 


Allen, George, and Unwin. 

Root and Branch. By R. Allatinl. 6s. 

Physical Education in Relation to School Life. By Reginald E. 
Roper, M. A. 2s6d.net. 

Proposals for the Prevention of Future Wars. By Viscount Bryce 
and Others. Is. net. 

Bailli&kb, Tindall, and Cox. London. 

Surgical Therapeutics and Operative Technique. By E Doyen. 
English edition prepared by the Author in collaboration with 
H. Spencer-Browne, M.B. Cantab. Price 25s. net. 

Bell, G., and Sons, Ltd., London. 

One Hundred Points In Food Economy. Bv J. G-ant Ramsay, 
P.R.B.S., with Preface by W. D. Halliburton, M.D., F.R.C.P., 
LL.D.. F.R.S. Is. net. 

Cassell and Co., London. New York, Toronto, and Melbourne. 
Tumours, Innocent and Malignant: Tnelr Cdnical Character and 
Appropriate Treatment. By Sir John Bland Sutton, LL.D., 
F.R.C.S. Sixth edition. 2ls. net. 

Frowde, H., and Hoddkr and Stoughton, London. 

Elements of Hygle ie and Public Health : Text-b >ok for Students and 
Practitioners of Medicine. By Charles Porter, M.D., B.Sc., M R.C.P. 
Bdin. 12s. 6d. net. 

The Pneumothorax Treatment of Pulmonary Tuberculosis. By Charles 
Riviere, M.D.Lond., F.R.C.P. 6s. net. 

Green, W., and Son, Edinburgh and London. 

The Cancer Problem: A Statistical Study. New edition. By C. E. 
Green, F.R.S.B. 

Hoeber, Paul B., New York. 

Cancer: its Cause and Treatment. By L. Duncan Bulkley, A.M., 
M.D. Vol. II. $1.50. 

Internal Secretions: Their Physiology and Application to Pathology. 
By E. G ey, M.D. Translated from the French and edited by 
itfaurlce Flshbsrg, M.D. 32.00. 

Macmillan and Co., London and New York. 

Public Health Nursiug. By Mary Bewail Gardner, R.N. With an 
Introduction by M. Adelaide Nutting. 7«. 6 d. net. 

Elements of Anatomy and Physiology for Nurses. By Percy M. 
Dawson, M.D. 7s. 6d. net. 

Methuen and Co., London. 

Staying the Plague. By N. Bishop Harman, M.A., M.B. Cantab. 
Is. net. 

Wiley, John, and Sons. New York; Chapman and Hall. London. 
Lab iratory Manual of Organic Chemistry for Medical Students. By 
Matthew Stee', Ph.D. 6s. net. 

Lessons in Pharmaceutical Latin and Prescription Writing and Inter¬ 
pretation. By Hugh C. Muldoon, Pn.G. 6s. net. 


The following Journals, magazines, fee. have been received 

Archives of Radiology and Electro-Therapy, Archives de Meleclne et 
de Pharraacle Militalres, American Journal of Orthopedic Surgery, 
Journal of Hygiene, Clinical Medicine, American Joutntl of Surgery, 
North American Review. Cinadian Medical Association Journal, 
Journal of the Missouri State Medical Ass >cixtl<»n. Pacific Medical 
Journal, A»-klv for Klrurgi, Ophthalmology Bulletin of the Johns 
Hopkins Hospital, American Journal of Syphilis. American Journal 
of Roentgenology, American Medicine, Public Health. 


Oommnnicationa, Letters, Ac., have been 
received from— 


A. —Anglo-French Drug Oo.,Lond.; 
Messrs. Arnold and Sons, Lond.; 
Archives et Documents de Guerre, 
Valde Grace, Dlrecteurde; Major 
T. M. Allison, R.A.M.O.(T.); 
Messrs. Allen and Hanburys, 
Lond.; Mr. H. W. Abbott. Lond.. 
Absrdcen, Medical Officer of 
Health of; Anglo-Russian Hos 
pital, Sec. of; A. P. W. 

B. —Mr. W. F. Brook, Swansea; 
Lady Bowlby, Lond.; Messrs. 

C. Barker and Sons, Lond., 
Surg. F. J. F. Barrington, R.N.; 
Bromley Education Committee, 
Clerk to the; Dr. B G. Barker, 
Lond.; Prof. D. T. Barry, Cork; 
Mr. G. T. Blrkett, Lond.; Messrs. 
W. H. Bailey and Son, Lond.; 
Messrs. James Bacon and Sons, 
Newcastle - on - Tyne; Prof. W, 
Bulloch. Lond.; Mrs. Behnke, 
Lond.; Mr. S. T. Beckett, Leeds . 
Dr. Grace Briscoe, Lond.; Mr. 

J. A. Barns, Fife, Northern 
Rhodesia; Mr. E. L. Burton, 
Stansted. 

C. -Oapt. A. Compton, R.A.M.C.; 
Col. J. Cantiie, R.A.M.C.(T)., 
Mr. L. D. Cohen. Lond.; Messrs. 
J. and A. Churchill, Lond.; 
Messrs. Crossley and Co., Lond.; 
Mr. H. A. Collins, Croydon; 
Dr. B. Cundall, Anlu, China; 
Capt. B. Coplans, R.A.M.C.; 
Civil Service GazHte, Lond.. 
Children’s Country Holidays 


Fund, Lond.; Mr. B. M. Corner, 
Lond.; Nurse Clowes. Weston; 
Capt. G. W. Christie, R.A.M.O.; 
Commonwealth of Australia, 
High Commissioner’s Offices, 
Lond., Supply Officer of; Chester 
Royal Infirmary, Hon. Sec. of. 

D.—Mr. J. K. Dajl, Bombay; 
Capt. C. R. Denny, R.A.M.U.; 
Darlington Hospital, Sec. of; 
Dr. A. De Capua; Director- 
General of Food Economy, Lond.; 
Dr. T. Dutton, Lond.; Mr. J. 
Dawson, Lond. 

B —Messrs. Eason and Son, Dublin. 
P.—Messrs. H. Frowde and Hodder 
and Stoughton, Lond.; Fac¬ 
tories, Chief Inspector of. Lond.; 
Messrs. Fannin and Co.. Dublin ; 
Mias M. Fitzgerald, Woolwich; 
Dr. R. H. Fox, Lond.; F. W. Z.; 
Capt. M. Foster, R.A.M.C.fT.); 
Capt. P. Figdor, R.A.M.C.; 
Messrs. R. Ferber, Lond. 

G—Dr. N. Glover, Wei ford; 
Guardian and Express New spaper 
Series, Bodmin, Proprietor of; 
Capt. M. Greenwood, R.A.M.C.; 
Government Ophthalmic Hos¬ 
pital, Madras; Great Northern 
Railway Parcels Dept , Lond., 
Agent to the ; Genatosan, Lond.; 
Messrs Gale and Co.. Lond.; 
Mr. H. N. Gilbey, Lond.; Mr. 
B. R. Grieveson. 

H —Messrs. Houghtons, Lond.; 
Surg. Col. B. Hurd; Messrs. 


O. J. Hewlett and Sou, Lond.; 
H&ydock Lodge. Newton-le-Wil- 
lows, Sec. of; Messrs. A. 
Hey wood and Son, Manchester; 
Mr. J. Harper; Hampsteid 
Medical War Committee. Sec. of; 
Capt. W. J. G. Henderson, 
R.A.M.C.; Hospital for Con¬ 
sumption, Brompton, Sec. of. 

L—Intern itional News Co., Lond.; 
Institute of Massage and Reme¬ 
dial Gymnastics. Manchester. 

J. —Prof. Jacob, Paris; Justice. 

K. —Dr. J. P. Kinloch, Aberdeen; 
Messrs. G. Kelly and Co., 
Lond. 

L. —Messrs. H. K. Lewis and Co., 
Lond.: Mr. V. Lewis, Lond.; 
Mr. T B. Lones, King’s Langley; 
Leeds Public Dispensary, Sec. of ; 
Local Government Board, Lond.. 
Sec. of; Liverpool Bye and Bar 
Infirmary, Hon. Sec. of Medical 
Board. 

M. —Messrs. May and Baker, Lond.; 
Dr. M. Molony, San Francisco; 
Messrs. Mather and Crowther, 
Lond.; Dr. I. Moore, Lond.; 
Messrs. Maruzen Co., Tokyo; 
Maltine Manufacturing Co., 
Lond.; Col. R. J. Millard; 
Capt. I. C. Maclean. R.A.M.O.; 
Mrs. Macnaughton. Lond.; Medi- j 
cal Society of London, Registrar 
of; Manchester Corporation, 
Medical Officer of Health of; 
Maj >r S. H. McCoy, C.A.M.C.; 
Dr. R. W. Mead, Whitby; 
Dr. J. C. McClure. Lond.; 
Medico - Psychological Associa¬ 
tion of Great Britain and Ire 
land. Acting Hon. Gen. Sec. of; 
M. L. M. 

N. —Capt. S. Neave, R.A.M.C.; 
Nottingham Children’s Hospital, 
Sec of; Newspiper Society. 
Lond., Sec. of; Prof. G. H. F. 
Nuttall, Cambridge; National 
Baby Week Council, Lond. 

O. -Dr. J. 8 Owens. Lond.; 8ir 
Thomas Oliver. Newcastle-on- 
Tyne; Mr. J. Offord, Lond. 

P. —Mr. B. 8. Plerrepont, Lond.; 
Messrs. W. B. Peat and Co., 
Lond.; Mr. S. Paget, Lond.; 
Major W. M. Power, R.A.M.O.; 


Panel Committee for the County 
of London, Sec. of; Dr. F. J. 
Poynton, Lond. 

R.—Royal Academy of Medicine' 
in Ireland, Dublin; Royal Insti¬ 
tution of Great Britain, Lond.; 
Mr. D. D. Robertson, Lond.; 
Mrs. C. Rylev, Camberley; Lieut. - 

L. W. Rollesfron, R.A.M.C.; 
Royal Society of Medicine. Lond.; 
Royal Victoria Hospital, New¬ 
castle-on-Tyne, Sec. of; Royal 
Hospital for Sick Children, 
Glasgow, Hon. Sec. of: Major 

M. B. Ray. R. A.M.G.(T.); 
R. H. S. W.; ROntgen Society, 
Lond. 

8.—Mr. W. B. Sargant. Lond.; 
Dr. R. H. Steen. Dartford; 
Societv for the Relief of Widows, 
and Orphans of Medical Men, 
Lond., Sec. of; Messrs. Smith’s 
Advertising Agency, Lond.; 
Messrs. Spiers and Pond, Lond.; 
Dr. S. H. Stewart. Birmingham; 
St. Bartholomew's Hospital, 
Lond . Clerk to the Governor of; 
Mr. R. H. 8aunders, New York ; 
Mr. T. W. Smith, Nottingham ; 
South London Hospital for 
Women, Board of Management- 
of; Messrs. John Swain and Son, 
Lond.: Dr. O. Slater, Loud.; 
Sheffield Royal Infirmarv, Sec* 
of; St. Edward’s School, Oxford, 
Sec. of; Society of Apothecaries 
of London, Sec of. 

T. —Capt. F. L. Tulloch, R.A.M.O.; 
Mr. G. C. B. Trimmer; Dr. 8. 
Taylor, Lond.; Mr. B. Tilbury, 
Lond. 

U. —University College, Galway, 
Librarian of. 

V. —Victoria Hospital, Burnley, 
Sec. of. 

W. — Dr. H. Walsham, Lond.; Dr. 
D. Williams, Lond.; Mr. T. 
Wells, Blakedown ; Messrs. 
J. Wright and Sons, Bristol ; 
West Riding County Council, 
Wakefield, Clerk to the; Messrs. 
W. Wood and Co., New York; 
West London Medico-Chirurgi- 
cal Society, Hon. Secs, of; Lient.- 
Col. G. A. Wright, R.A.M.G.; 
Mr. T. Wright, 8 ham brook 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Messrs. R. Anderson and 8on, 
Edinburgh; Mr. E. F. Ackery, 
Lond.; Mr. B. Arnold, Lond. 

R—Dr. J. C. Bowie, Btxter; 
Bootle Borough Hospital, Sec. of; 
Dr. Marv H. Baird, Maidstone; 
Major W By am, R.A.M.C.; Mr. 
J. W. Bell. Lond. 

C. —Cambridge Hospital Medical 
Library, Aldershot, Librarian of ; 
Messrs. B. Cook and Co., Lond.; 
County Asylum, Prestwicb, Clerk 
to the; Cheadle Royal, Man¬ 
chester, Trustees of. 

D. — Mis* H. Doggett. Nail sea; 
Mr. P. D. Daly, Ballinrobe; 
Mr. R. H. Dreaper, Lond.; The 
Delhi and London Bank, Cal¬ 
cutta, Manager of. 

B. —Mr. J. Bxley, Leeds; Miss 
Bdwards, Leeds. 

F.—Fellows Medical Mannfactnr* 
ing Co.. New York; Lieut.-Ool. 
M. H. G. Fell. R.A.M.O. 

G —Dr. S. Gill, Formby. 

H. —Mr. T. Harling, Blackburn; 
Messrs. C. Hearson and Oo., 
Lond.; Messrs Humphreys, 
Lond.; Dr. L G. Hill, Lond.; 
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DIGITALIS IN AURICULAR 
FIBRILLATION . 1 


supposed that of those which actually reach the ventricle a 
certain number are ineffective through striking it at a 
refractory period in its cycle. But enough of them pass to 
it to cause a very irregular rhythm, and this is accompanied 
by a marked loss in efficiency, as is shown by a fall in the 
blood pressure which ensues at once when the regular rhythm 
of the heart gives way to auricular fibrillation. 


Being the Sydney Ringer Memorial Lecture delivered at 
University College Hospital Medical School 

By ARTHUR R. CUSHNY, M.D.Aberd., F.R.S.. 

PROFESSOR OF PHARMACOLOGY, UHIVERSITY COLLEGE, LONDON. 


Gentlemen, —From the first introduction of digitalis 
into therapeutics its influence on the rate of the heart 
was recognised. The statement of the early writers 
generally runs that the pulse is slower and more regular, 
but this is much more pronounced in some cases than 
in others ; and it is the general feeling that it is most 
marked in very irregular pulse. This slow pulse of 
digitalis, which was the only objective change in the 
circulation which could be observed by the methods of the 
time, received much attention from clinicians in the first 
half of the nineteenth century, but no further progress was 
made until Traube in 1851 showed that in mammals large 
doses injected intravenously slowed the pulse by stimulation 
of the vagus centre, and after some discussion this was 
generally accepted as the explanation of the slow pulse 
observed in clinical cases treated with digitalis. The 
stimulation of the vagus centre is undoubtedly the cause of 
the slowing in experimental animals under digitalis, for it 
disappears when the vagi are cut or paralysed with atropine. 
More than a century after the introduction of digitalis the 
knowledge of its therapeutic action had made but little 
farther progress, and was meagre and unsatisfactory. During 
the last 20 years, however, considerable advance has been 
made owing to the introduction of the new methods of 
analysing cardiac arrhythmias. 

Auricular Fibrillation. 

In 1005 Mackenzie differentiated a special form of heart 
irregularity in which digitalis proved especially valuable and 
in which it generally caused a more marked fall in the rate 
of the pulse than in other forms of heart disease. This 
irregularity was that now known to arise from auricular 
fibrillation. In other conditions digitalis is no doubt of 
value and it also slows the pulse, but in auricular fibrillation 
with a rapid and extremely irregular pulse it is almost a 
specific, and here the slowing of the pulse proceeds parallel 
with the general improvement, while in other conditions the 
two effects show no such definite relation; in these the pulse 
may be slowed without the general condition being better or 
there may be no significant change in the pulse, while the 
breathlessness and other symptoms are alleviated. On 
looking over the older records one recognises that in the 
caecs in which digitalis was most effective and caused 
the greatest slowing of the pulse the condition was in 
ail probability what is now known as auricular fibrillation. 

I may remind you that in auricular fibrillation the pulse is 
characterised by extreme irregularity in rhythm and in 
strength and the force of the beat bears no definite relation 
to the length of the preceding interval. The venous pulse 
tracing (Mackenzie) and the electro-cardiograph (Lewis) 
give no indication of a true auric ilar contraction, and in 
accordance with this a presystolic murmur present before 
the inception of fibrillation disappears on its onset 
(Mackenzie). The electro-cardiograph shows that the 
auricle is not at rest, however, by a series of minute 
osoillations which persist throughout. 

The interpretation of these conditions is that the pace¬ 
maker has lost its leadership and that its regular beating 
has been superseded by multitudinous impulses which arise 
from many points of the auricle and keep that chamber in 
continuous incoordioated activity ; one fibre relaxing while 
another contracts, no change in the Ibotal volume of the 
chamber results, and blood is not driven into the ventricle. 
This mob of impulses from the auricle in passing to the 
ventricle is reduced in number by the auriculo-ventricular 
bond being unable to transmit them rapidly, and it may be 

1 Fuller details of tbe experiments will be published in a paper in 
the Journal of Pharmacology and Experimental Therapeutics. 

No. 4893. 


Action of Digitalis. 

Under suitable quantities of digitalis in this condition tbe 
pulse becomes slower and the beats are less unequal in 
strength. If the drug is pushed, the pulse may run down 
to about 40 and become quite regular and equal. And as 
the pulse falls in rate the general condition improves in the 
most unmistakable way, breathlessness, dropsy, and lividity 
disappearing rapidly. The rate of the blood-flow through the 
peripheral vessels has been measured by Stewart and Soott, 
who found it quickened as the pulse falls in this condition. 

This change is not due to any change in the condition of 
the auricle, which continues to fibrillate as before, as is 
shown by the character of the venous pulse remaining 
unchanged (M&okenzie) and by the persistence of the 
oscillations in the electro-cardiogram (Lewis). The impulses 
must therefore be generated in the auricle as before the 
treatment began, but they can no longer act upon the 
ventricle in such profusion, and it therefore beats more 
slowly and more regularly. The conduction of impulses 
from auricle to ventricle is less rapid then before digitalis 
was given (Lewis). This salutary impairment of the con¬ 
ductivity can be induced by stimulation of the vagus in man 
and in animal experiments during auricular fibrillation, 
while the oscillating contractions in the auricle remain 
unchanged by the inhibition—that is, the effects under 
digitalis may be exactly simulated by stimulation of the 
vagus, and it was therefore natural to attribute the action 
of the drug in auricular fibrillation to its stimulating the 
vagus centre in the way which h^s been shown in normal 
rhythm in man and animals. The pleasant harmony 
between the clinical and the experimental results appeared 
to be unimpaired. 

But in a number of observations which I made in 
Mackenzie’s wards along with Marris and Silberberg we 
satisfied ourselves that in auricular fibrillation the change in 
conduction is not inhibitory in nature, for it is not prevented 
by complete paralysis of the vagus by atropine; it must 
therefore arise from some direct aotion on the connecting 
tissue. 2 

On the other hand, the slowing observed under digitalis 
in most other cardiac conditions in man was removed by 
atropine; here the action was induced through the 
inhibitory mechanism. In experiments on animals-, I found 
that when the vagus was cut or paralysed with atropine, 
digitalis did not slow the pulse and the conduction remained 
unimpaired until an advanced stage in poisoning far beyond 
that seen in the therapeutic use. Even when auricular 
fibrillation was induced in these experiments by electrical 
stimulation, the irregularity persisted unchanged by digitalis 
if the vagi were previously put out of action. 

We have thus two types of digitalis action in the heart. 
In the first, which may be called the normal reaction, the 
; heart is slowed through excitation of the inhibitory 
mechanism. This oocurs in hearts in normal rhythm both 
in man and animals. The second or anomalous reaction 
occurs only in the auricular fibrillation in man and not in 
that experimentally induced in normal animals ; here the 
heart is slowed by direct action on the muscle independently 
of the inhibitory mechanism. 

There thus appeared to be a specific reaction in auricular 
fibrillation in man which differed from that known else- 


* This view has been contested by Sutherland in the Luraletan 
Lectures (Thk Lancet, March, 1917), who points out that the 
inhibitory mechanism is excited in a high degree by digitalis and that 
doses of atropine may be unable to paralyse it under this excitation, 
though they suffice to put it out of action in ordinary conditions. This 
objection arises from a misconception. Digitalis excites the vagus 
inhibitory centre in the medulla, while atropine paralyses the termina¬ 
tions in the heart, and their action is thus not antagonistic on the 
same tissue, and the excitation does not oppose the paralysis. This is 
shown by the fact that when atropine has been used electrical stimula¬ 
tion of the vagus does not slow the heart, however much the strength 
of the shocks is increased. In the same way, however much digitalis 
excites the inhibitory centre, the impulses fall to affect the heart after 
atropine. No amount of excitement and shouting at one end of a 
telephone wire will be effective if the other end is disconnected from 
the receiver. 
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where. It is true that some analogies are presented in 
experimental conditions. Thus it was shown by Fagge and 
Stevenson (1865) that in the frog digitalis often causes 
intermission of the ventricle, while the auricle continues in 
its ordinary rhythm, and this irregularity is now known to 
be due to failure of the conduction through direct action on 
the heart, for it continues after atropine. Similarly in a 
late stage of poisoning in mammals digitalis interrupts the 
passage of impulses along the auriculo-ventricular fibres 
through a direct action on them. But these analogies can 
hardly be applied to the problem of auricular fibrillation in 
man, for the frog is too distant a relation to the sick 
patient, and the impairment of conduction in mammals from 
direct action occurs only in a late stage of poisoning. 

Experiments on the Anomalous Reaction to Digitalis. 

It seemed possible that the anomalous reaction was 
peculiar to the form of auricular fibrillation in the human 
heart, and this unsatisfactory view could only be refuted by 
changing the condition of the mammalian heart so that it 
too would give the anomalous reaction. During the last two 
years I have succeeded in doing this in the surviving heart 
of the rabbit and cat perfused with Ringer’s solution. When 
the perfusion has been carried on for some time—20 to 
30 minutes—and auricular fibrillation is excited by electrical 
stimulation, the administration of strophanthin slows the 
beat of the ventricle and makes it more regular, while the 
fibrillation of the auricle continues unchecked. (Fig. 1.) This 
occurs though the vagi have been cut in the preparation and 

though the peripheral 
mechanism is paralysed 
by atropine added to 
the Ringer. Finally a 
slow, perfectly regular 
beat is observed in the 
ventricle, while the 
auricle continues to 
fibrillate; the multi- 
tudinousimpolses emit¬ 
ted by it fail to react 
on the ventricle, which 
takes up its own slow 
rhythm. The reaction 
to digitalis of these 
perfused hearts in 
auricular fibrillation is 
thus exactly analogous 
to that of the human 
heart in spontaneous 
auricular fibrillation. 3 

The anomalous reac¬ 
tion is therefore not 
specific to man, but is 
also elicited in animals 
under abnormal con¬ 
ditions. 

The two types of 
digitalis reaction may 
thus be elicited at 
will in animals accord¬ 
ing to the method of preparation. There seemed a 
prospect that some light might be shed on the condition of 
the heart in auricular fibrillation in man by an examination 
of the conditions in which the anomalous reaction was 
obtained in animals. 

I examined the effect of the perfusion of strophanthin 
1 : 500,000 of Ringer’s solution in the surviving rabbit’s 
heart beating in normal rhythm. The first effect noticed 
was generally a slowing of the beat of the whole heart, 
which indicates that the pacemaker was depressed. Sooner 
or later the ventricle began to miss beats occasionally, while 
the rhythm of the auricle remained regular ; this indicates 
that the conduction of impulses from auricle to ventricle is 
impaired and the further progress of this lesion leads to 
more frequent intermission, half rhythm, and finally to the 
ventricle only responding to every fourth or sixth beat of 
the auricle. (Fig. 2.) This action on impulse formation and 
conduction was unchanged by the addition of atropine to the 


* After this research was well advanced. Professor Edmunds, who 
waa my collaborator In describing the first case of auricular fibrillation 
recognised in man, wrote me that he also had observed the occur¬ 
rence of this reaction in animals in auricular fibrillation, and had 
demonstrated it to his class repeatedly. He thus discovered it 
independently and apparently before my experiments. 


perfusing fluid, so that it must have arisen from a direct 
action on the conducting fibres and not from excitation cf 
the intracardiac inhibitory mechanism. 

The changes in rate of the perfused heart under 
strophanthin are accompanied by increased strength cf 
contraction and lessened diastole, but these are common to 
both the perfused heart and the heart in situ , so that they 
need not occupy us in the present problem. It must be 
added that the slowing under strophanthin in the perfused 
heart has been noted by several previous investigators. 

Fig. 2. 
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Rabbit’s ventricle perfused, a. Normal; 6. slight slowing from 
strophanthin; c, more marked slowing; d, half rhythm; e, rhythm 
of 1 :4 and 1:3; the auricle beats can be seen during the intervals in e. 

When a heart is perfused with strophanthin and its 
response is tested to auricular fibrillation at intervals, it is 
found that during the earlier stage of slowing the auricular 
excitation has the usual response in the ventricle, but later, 
before the actual intermissions occnr, the irregularity of the 
ventricle during auricular fibrillation becomes less marked, 
and still later the ventricle remains fairly regular while the 
auricle fibrillates. There can be no question that the 
decreased conduction of the perfused heart under strophan¬ 
thin is the explanation of the improvement observed from 
strophanthin in the perfused heart when the auricle is 
fibrillating. 

We have thus two separate reactions to the digitalis group 
—one which is seen in patients with normal rhythm and in 
animals with the heart in situ , and in which the slowing is 
inhibitory in character, the other seen in auricular fibrillation 
both in man and in the perfused mammalian heart, when 
the slowing arises from direct action on the heart tissue. 

The Part Played by Malnutrition of the Heart. 

The anomalous reaction seen in the last case is obviously 
not caused by the auricular fibrillation, for it does not 
occur in animals’ hearts in situ , and in addition an analogous 
change is seen in the perfused heart when no auricular 
fibrillation is present. Some change in the condition of 
the heart quite apart from the fibrillation must therefore be 
the underlyiDg ground for the change in reaction. And as 
the change can be caused in the animil heart by substituting 
perfusion for the ordinary circulation, it is interesting to 
speculate on its nature. 

The perfused mammalian heart shows many differences in 
reaction from the normal heart. It is much more adapted 
for studies in experimental pathology and therapeutics 
than for the elucidation of the normal physiology. And, 
indeed, not much is to be expected of it, for it receives no 
source of energy except inorganic salts. Even oxygen is 
given it in inadequate measure, for Evans calculates that 
the heart perfused with Ringer’s solution must receive 
about three times its weight of fluid per minute to satisfy 
its oxygen needs, and no perfusion ever approaches this ideal 
in my experience. The perfused heart is therefore a starved 
heart, and its starvation (food and oxygen) appears to me the 
explanation of its anomalous reaction to digitalis. This view 
is strengthened by the fact that the reaction is seen best 
when the heart is perfused for some time before the stro¬ 
phanthin is given ; apparently the state of nutrition is only 
reduced slowly, so that if the drug is applied immediately 
after the perfusion is commenced, the reaction may depart 
much less from that seen in the heart in situ. And further, 
those observers who have perfused the heart with blood do 
not seem to have observed any such slowing and block under 


Fig. 1. 
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Tracings of the nerfused rabbit's ventricle 
during auricular fibrillation from elec¬ 
trical stimulation. The highest tracing 
was taken before strophanthin was 
applied, the second after it had begun 
to produce its effect, and the third and 
fourth after the ventricle tiad become 
regular. The fibrillation persisted in the 
auricles. 
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stroph&nthln as form the most striking feature of action on 
the heart perfused with Ringer’s solution. 

There are, therefore, sufficient grounds for ascribing the 
change in the reaction of the perfused animal heart to mal¬ 
nutrition. Are we justified in drawing an analogy to the 
human heart in auricular fibrillation ? Is the fundamental 
factor here the malnutrition, the auricular fibrillation only a 
secondary one ? There are some grounds in support of this 
view. Thus in two cases in which there was normal rhythm 
in man we obtained slowing and block from digitalis, and 
these proved to be due to direct action, for they were not 
removed by atropine. Thus the human heart can give the 
anomalous reaction even when the rhythm is previously 
normal. On the other hand, some cases of auricular 
fibrillation in man fail to give the anomalous reaction. It 
is therefore proved that this reaction is not inseparably 
attached to auricular fibrillation. And there is, on the other 
hand, evidence that the heart muscle is gravely injured in 
cases of fibrillation. Thus the irregularity is greater than is 
accounted for by the fibrillation alone. And the absence of 
proportion between the strength of the individual beats and 
the duration of the preceding interval has been ascribed to a 
condition of the heart fibre somewhat analogous to that 
which gives rise to the pulsus alternans. There is therefore 
justification for the view that in the human heart also the 
essential character is not the auricular fibrillation but the 
underlying weakness of the heart muscle. 

I do not mean to suggest that this debilitated state of the 
heart is the sole ground for the anomalous digitalis reaction, 
and that the auricular fibrillation is an altogether in¬ 
dependent feature. For if this were the case, it would be 
impossible to explain why this reaction occurs so frequently 
in auricular fibrillation and so seldom in other forms of 
cardiac debility. 

The connexion may be somewhat as follows. In extreme 
malnutrition of the heart, such as is seen in the perfused 
rabbit’s heart, the anomalous digitalis reaction is elicited 
without fibrillation. In man this state is comparatively 
seldom seen while the rhythm is of the normal type, but the 
onset of auricular fibrillation often induces it. That auricular 
fibrillation is capable of aggravating greatly any inefficiency 
already present is obvious. For in normal rhythm there is 
a measured sequence of events, and due time is given for the 
recovery of the ventricle from its contraction. In fibrillation 
a constant storm of impulses beats on the ventricle, it has no 
longer time to recover from its contractions, and the previous 
debility is aggravated. In addition, the smaller efficiency of 
the heart in this rhythm is shown by the marked fall in blood 
pressure, and this must further tend to impair the hard- 
pressed heart. 

The view I would present is that the anomalous reaction 
of digitalis arises from malnutrition of the heart primarily, 
but that this state of malnutrition is exaggerated by the 
demands made on the heart in auricular fibrillation, which 
thus contributes to the debility and leads to the anomalous 
reaction secondarily. 

In some cases of well-marked auricular fibrillation digitalis 
has little effect in slowing the pulse, and in these the con¬ 
dition of the heart is less serious. Here there is unquestion¬ 
ably a certain degree of malnutrition, but the ventricle is 
protected by imperfect conduction from the mob of impulses 
from the auricle, and the extreme malnutrition which accom¬ 
panies the very rapid pulse of typical auricular fibrillation is 
not developed. Digitalis, therefore, does not produce the 
anomalous reaction. 

In the account I have given of the action of digitalis in 
auricular fibrillation the effective action is the blocking of 
impulses fzpm the auricle. Another result of digitalis on 
the animal heart is the increase in the strength of contrac¬ 
tion. Does this play no part in the improved efficiency of 
the heart ? This cannot be answered at present, as we have 
no means of measuring accurately the contraction of the 
human heart. Undoubtedly the movement is stronger, but 
this may be due to the slower beat, which allows of a better 
recovery in the period of rest. In the perfused animal 
heart the systolic increase occurs at least as soon as the 
lessened conduction, and this seems evidence in favour of 
the improved circulation in patients also depending in part 
on the increase of systole. But the argument, I admit, is 
not convincing, since in perfusion experiments the dose of 
digitalis is necessarily larger than that used in man in 
order to bring on the action within the time-limits of an 
experiment. 


THE TREATMENT OF SOME COMMON 
WAR NEUROSE8. 

By B. D. ADRIAN, M.R.C.P. Lond., 
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L. R. YEALLAND, M.D., 

RESIDENT MEDICAL OFFICER, NATIONAL HOSPITAL FOR THE PARALYSED 
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The war neuroses with which we are concerned are those 
in which the patient suffers from some objective disorder 
such as paralysis, loss of speech, &c., without showing any 
signs of organic change in the central nervous system. 
These disorders often occur as the result of mental and 
physical exhaustion, violent explosions, &c., and they often 
constitute a very serious disability. They form a well- 
defined group which is readily distinguished from the 
neurasthenic and psychasthenic conditions where the 
patients have subjective complaints, headaches, feelings of 
exhaustion and depression, and very little in the way of 
physical signs; at the same time it is a difficult matter to' 
find a suitable name for them. Were it not for the stigma 
attaching to the word, one would not hesitate to class 
them as hysterical. However, a diagnosis of hysteria is 
often held to mean that the patient has nothing the matter 
with him and requires no treatment. This is manifestly 
absurd in the case of a man who has been stone deaf for 
months; his disability is real enough and is in urgent need 
of treatment. As a rule the difficulty can be overcome by 
speaking of the disorder as functional rather than hysterical. 
However, the objection to the term functional is that it 
covers too wide a field. It applies to any condition which 
has no demonstrable organic basis, and it would include 
such disorders as neurasthenia and even epilepsy. We need 
some name for the neurosis which results in the production 
of objective signs simulating those due to organic disease, 
and for the present hysteria is the only term we can use. 
Babinski has coined a word, pithiatism, to take its place, 
but the word has not yet won acceptance and for the 
present we have been forced to adhere to the term hysteria 
in spite of its manifest disadvantages. 

The object of this paper is to describe a method which we 
have found to be extremely useful in dealing with this type 
of war neurosis. It has been applied in upwards of 250 
cases which have included all the most common types of 
hysterical disorder ; we have records of 82 cases of mutism, 
34 of deafness, 18 of aphonia, 37 of monoplegia of the arm 
or leg, 46 of paraplegia, 16 of hemiplegia, and 18 of dis¬ 
ordered gaits not associated with organic change. The 
majority of the cases have been of several months’ standing, 
but in spite of this the treatment has been almost imme¬ 
diately successful in at least 95 per cent, of the cases in 
which it has been applied. 

The method is certainly not new, indeed it is probably 
employed in some measure by all who have had much to do 
with functional disorders, and recently several French 
neurologists have called attention to its value in the treat¬ 
ment of military cases. 1 However, very little reference has 
been made to it in recent English literature, and it is not 
easy to find any comprehensive account of the treatment of 
disorders of the hysterical type in the average text-book of 
medicine or even of neurology. At most we find a few 
lines devoted to the subject of treatment, and we are left 
with the impression that our task is at an end when we 
have succeeded in establishing the diagnosis. In war-time 
this is obviously not enough: adequate treatment is 
essential, and it will make all the difference between a 
useless burden to the State and a useful civilian or even a 
useful soldier. 

It is quite true that a correct (or rather a confident) 
diagnosis is the first step. Indeed, the most important part 
in the treatment of a functional case consists in making up 
one’s mind that the case is functional. To do this pre¬ 
supposes a knowledge of the signs of organic nervous disease 


i Vincent: Le Traitement des Phfcnomfcnea 
B4-education Intensive, Tours, 1916. Babinski e 
Plthlatlsme, Ac., Paris, 1917. Ro«anoff-8al 
Q^n&rales sur la Camptocormie, Nonvelle 
Salpdtridre, 1916-1917. 
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and the points of distinction between functional and organic 
disorders. However, these have been described often 
enough, and it is our impression that failure in dealing with 
these cases is as often due to inadequate treatment as to 
incorrect diagnosis. For this reason we have dealt with 
the subject of treatment in some detail and have not 
attempted to discuss points of diagnosis. 

The method to be discussed has the advantage that it does 
not require any special experience (other than that needed 
to establish the diagnosis), and only demands a certain 
degree of confidence on the part of the operator. When 
properly carried out it is extremely rapid and almost 
invariably successful, even in cases which have been treated 
by other methods for months or years without result. The 
method has its limitations, and in particular it does not 
apply to the exhausted, neurasthenic type of patient who 
complains of headache, insomnia, &c., and has no physical 
symptoms, but only to that type of neurosis where the 
disability is some objective symptom, paralysis, loss of 
speech, &c. 

The Aims of Treatment. 

The different forms of treatment in vogue can be best 
understood by considering the mental characteristics of 
patients suffering from this form of neurosis. Though it 
may seem unjustified to make a psychiatric grouping of 
these cases, yet there are certain mental abnormalities 
which are present to some extent in nearly every patient. 
Indeed, anyone visiting hospital wards where functional and 
organic cases are treated together cannot fail to be struck 
by the great difference in the mental outlook of the two 
classes. The chief phenomena underlying the hysterical 
type of mind are weakness of the will and of the intellect, 
hypersuggestibility and negativism. The majority of 
patients are below the average normal intelligence as 
judged by the Binet-Simon scale, and others who are more 
highly equipped prove to have an unstable history either 
personally or in the family. Their hypersuggestibility is 
shown by the mode of production of their symptoms and by 
the ease with which the physician can suggest such condi¬ 
tions as anaesthesia, contraction of the visual fields, &c. At 
the same time there is a pronounced element of negativism 
which may amount to a mere inertia or to an active, but not 
necessarily a conscious, resistance to the idea of recovery. 
Conditions of negativism are often seen on attempts at 
movement when the antagonistic muscles overact, when the 
patient moves backwards when he is told to move forwards, 
&c. The unconscious resistance is often well marked and 
must be broken down before any results can be obtained. 
A combination of hypersuggestibility and negativism may 
seem to imply a contradiction, but the two are not difficult 
to reconcile. The patient has a fixed idea that he is dumb 
or paralysed and he resists all criticism of this idea, but 
outside this he responds to external suggestions much more 
readily than a normal person. Indeed, the fixed idea is 
developed as the result of auto-suggestions acting on a mind 
enfeebled by fear and emotional tension and this auto¬ 
suggestion becomes so strong that the patient resists all 
attempts to undermine his fixed belief. 

These facts are important because they show that we must 
take into account two distinct conditions in considering 
treatment and prognosis. These are (a) the fixed idea which 
is giving rise to the functional symptom, paralysis, loss of 
speech, and so forth, and ( b ) the state of mind which has 
allowed this fixed idea to develop. The fixed idea can be 
treated successfully by suggestive methods and the patient 
can be restored to apparent health, but there is no reason to 
suppose that his mental instability will vanish. He will 
always be liable to develop hysterical troubles in moments of 
emotional stress and exhaustion, just as a man with a 
malformed chest will be liable to attacks of bronchitis. As 
Pitres said: “ En r6alit6 on nait hyst^rique, on ne le 
devient pas. ” 

Psy oho-analysis. 

There is, however, one method of treatment which lays 
claim to the power of curing not only the hysterical 
symptoms but also the hysterical mentality. This is the 
method of psycho-analysis which is based on the idea that 
the hysterical type of mind is the result of a buried and un¬ 
fulfilled wish dating from early infancy and concerned with 
some fundamental sexual longing. The idea was suppressed 
because it came into conflict with accepted notions of 
morality and conduct and its repression has led to a 


permanent state of tension and unconscious mental conflict. 
The hysterical symptom is sapposed to be simply the 
emotional expression of the repressed desire or of some 
secondary conflict due to this desire. When the original 
infantile desire has been unearthed and explained to the 
patient, the repressed conflict will vanish and with it not 
only the hysterical symptom but also the state of mind 
which made this symptom possible. 

It is difficult to avoid the belief that suggestion must 
play a large part in the cure of those cases where the 
treatment is successful, but it is not easy to judge of the 
merits of psycho-analysis because its tenets seem to call 
either for whole-hearted approval or else for whole-hearted 
abuse, and the middle course is deplored by both parties. 
However, the method has certain obvious disadvantages, 
even though we accept everything which has been said in 
its favour. It entails a considerable degree of training on 
the part of the operator, and a considerable degree of intelli¬ 
gence on the part of the patient, and it is a process which 
demands a great deal of time and individual attention. 
Indeed, the course of treatment may run into years if a 
serious attempt is made to cure the hysterical mind by purging 
it of all the accumulated filth of a lifetime; and if the analysis 
is not carried through as thoroughly as this the state of 
tension will remain in some degree and the treatment will 
have little advantage over the much more rapid methods 
which are concerned only with the alleviation of the imme¬ 
diate symptoms. Whether the result would justify a lengthy 
psycho-analysis is another matter, but in any case the time 
at our disposal is not unlimited, and for this reason alone 
the treatment is best left to special hospitals dealing with 
specially selected cases. 

Treatment of Symptoms. 

We may pass on, then, to consider those methods of 
treatment which aim only at relieving the functional 
symptoms and do not profess to give the patient a new 
mind. There are three principles involved in all these 
methods—namely, (1) suggestion, (2) re-education, and 
(3) discipline. The aim of suggestion is to make the patient 
believe he will be cured, and to lead him on from this to the 
belief that he is cured. Re-education brings the disordered 
function back to the normal by directing it until the bad 
habit is lost, and disciplinary treatment breaks down the 
unconscious resistance of the patient to the idea of 
recovery. 

One might add a fourth line of treatment, which consists 
in adopting the attitude of Mr. Micawber and waiting for 
something to turn up. Probably this course is often adopted 
because there is some doubt as to the diagnosis. When it is 
uncertain whether a paralysis is functional or organic it is 
perhaps natural enough to leave it alone in the hope that 
time will show the difference. Fortunately, a certain number 
of functional cases do recover when left to themselves, but 
a large number do not, and expectant treatment may keep a 
patient for six months in hospital when more vigorous 
measures would have removed his symptoms in a week. 
Moreover, the atmosphere of a hospital is distinctly 
enervating and a functional case is rarely the better for a 
prolonged stay in the wards even though the symptoms may 
have improved. 

Hypnotism. 

As an example of a process which aims at curing by pure 
suggestion we may instance treatment by hypnotism. The 
treatment consists in reducing the patient to a state of mind 
in which his critical faculties are in abeyance and then 
suggesting verbally that his disability no longer exists. Most 
hysterical patients, being hyper-suggestible, are very easy to 
hypnotise lightly. They will readily accept the idea that 
they cannot open their eyes or move their limbs and they 
will comply with any suggestion which does not relate to 
their disability. Unfortunately they are not nearly so 
tolerant when the suggestion touches their fixed belief that 
they cannot speak or that their legs are paralysed, and it 
requires a far greater ascendancy on the part of the operator 
before they will agree to suggestions which are curative and 
not merely ornamental. One has only to be hypnotised to 
realise this state of mind. Unimportant suggestions are 
readily accepted, but anything which runs counter to one's 
favourite prejudices is simply dismissed as absurd. With a 
patient who is intelligent and anxious to get well hypnotism 
may be extremely successful, and it is certainly of great 
value in the treatment of subjective troubles such as 
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insomnia, fighting dreams, Ac., 3 which can scarcely be 
elassed as hysterical. However, in the majority of functional 
cases where the resistance is at all marked our limited 
experience of the method has led us to believe that it is 
slow and uncertain in comparison with vigorous suggestive 
treatment and re-education. 

Isolation. 

As an example of treatment in which the disciplinary 
element Is very much to the fore we may instance the use of 
strict isolation in hysterical cases. This supplies the needful 
stimulus to recovery by making the patient’s illness a dreary 
and unprofitable business instead of a source of pride and 
satisfaction. For this reason it is extremely useful in cases 
of functional treipors and pseudo-chorea where the patient 
becomes quiet as soon as he is deprived of his audience. It 
is not suggested that isolation acts in this way in every 
functional disorder. The frightened, exhausted neurasthenic 
is often much happier when left to himself with nothing to 
disturb him, and it would be absurd to regard isolation as a 
disciplinary measure in such cases. But in those cases where 
disciplinary measures seem to be indicated we doubt if 
isolation is an advisable form of treatment. It may 
eventually force a patient to release his claim to a supposed 
disorder, but the process may take some time and is rarely 
as effective as a little plain speaking accompanied by a strong 
faradic current. Moreover, eight hours’ rest out of the 24 is, 
to our mind, quite sufficient, and extension of that time in 
one who has no indication of physical illness is more liable 
to do harm than good. The disciplinary element may be 
assumed to enter into any form of painful suggestive treat¬ 
ment; it is often unnecessary, particularly in those cases 
where the disability is irksome enough by itself and the 
patient is anxious to get well; but in many cases it is a very 
important part of the treatment since it is the only certain 
means of breaking down the patient’s resistance to the idea 
of recovery. 

Persuasion. 

Under the heading of re-education we might include the 
method of simple persuasion in which the patient is 
convinced by logical argument that his condition is not 
so serious as he supposes. 3 The difficulty with this form 
of treatment lies in the fact that a patient of average 
intelligence does not easily realise that his physical dis¬ 
ability is due to a mental and not to a physical disorder. 
If an attempt is made to explain the real state of affairs to 
him he is generally left with the impression that he is 
suspected of malingering. It seems only natural to him that 
his cure should be brought about by some physical means, 
and therefore he will respond to some simple suggestive 
measure when persuasion or re education would leave him 
untouched. In certain cases, notably in mutism and aphonia 
and in the spastic type of paraplegia, a rapid re-education is 
often quite enougli by itself, but as a rule the patient will 
have greater confidence if he has received some preliminary 
suggestive treatment. 

Suggestive Treatment and Re-education. 

For this reason the method which we have finally adopted 
consists in a very brief suggestive treatment followed by 
rapid re-education, which is continued, if possible, without 
a pause until the normal function is entirely regained. The 
toails will be discussed in dealing with the different 
functional manifestations, but there are certain general 
considerations which hold good in every case. 

The suggestive treatment may take any form, but it is 
awential that the patient should be convinced that it will 
produce an immediate recovery. In untreated cases there is 
rarely any difficulty in this, and the conviction can be 
lengthened by using a form of treatment which will be 
capable by itself of evoking some part of the function which 
is temporarily in abeyance. For instance, a case of mutism 
W be cured by tickling the back of the mouth so as to 
uwuce reflex phonation. The patient is compelled to make 
1 eud the fact that he has done so will convince him 
“bat the treatment will be effective. In the same way a 
ftrong electric stimulus will produce a sensation and motion 
ttalimb which is supposed to be anaesthetic and paralysed, 
JM this in itself will be enough to convince the patient that 
tH.UL 0n roa< * recover y* Occasionally this form of 
Peatment has been tried before a nd has failed because the 

* Cf. Hurst: Medical Diseases of the War, 1916. 
a Dubois •. Psychic Treatment of Nervous Disorders. 


operator had not enough confidence in the method. In this 
case it is, of course, useless to repeat the same procedure, 
and we must fall back on some other form of treatment in 
which the patient will have greater faith. 

The simplest form of suggestive treatment to apply is the 
faradic current. The therapeutic uses of electricity are 
still mysterious enough to the layman, and nearly every 
patient is willing to accept the suggestion that some form 
of electricity will cure him. The current can be made 
extremely painful if it is necessary to supply the disciplinary 
element which must be invoked if the patient is one of those 
who prefer not to recover, and it can be made strong 
enough to break down the unconscious barriers to sensation 
in the most profound functional anaesthesia. The only diffi¬ 
culty arises when the patient has already been subjected to 
a long course of electrical treatment without result. It 
often happens that a patient, either from mistaken diagnosis 
or mistaken ideas of treatment, has been given daily appli¬ 
cations of some innocuous form of electricity in the belief 
that the electricity by itself will do all that is necessary. 
Such treatment, unaccompanied by the necessary sugges¬ 
tions, is generally quite useless in a functional case, and, 
as a rule, the only result is to accustom the patient to 
electrical stimuli and to foster the idea that his case is 
hopeless. It is easy to satisfy one’s self that in these cases 
the sole value of electrical treatment lies in the suggestive 
effect it can be made to produce. We have watched a nurse 
administering the treatment to a paralysed limb, rolling the 
electrode up and down, sometimes with eyes shut and some¬ 
times with eyes open, to say nothing of an occasional yawn. 
Needless to say, the patient remained paralysed, and the 
only result was so much current wasted. On the other 
hand, the same patient given exactly the same form of 
electricity with persuasion recovered completely in a few 
minutes. 

When the patient tells us that he has already been treated 
by electricity it is as well to find out whether the treatment 
was painful or not. If it was not, the patient will generally 
yield at once to painful faradisation with a wire brush after 
he has been informed that this kind of electricity is far 
more potent than any he has had previously. If this, too, has 
been tried before, the suggestive treatment must take an 
entirely different form. As an instance of this we may 
quote the case, recently treated by one of us, of an officer 
who had a functional paralysis of the arm which had per¬ 
sisted for two years in spite of prolonged treatment by 
hypnotism, psycho-analysis, rest, massage, anaesthesia with 
ether, and electrical treatment which had included several 
extremely painful applications of electricity to the arm. He 
knew something of the functions of the brain and took a 
great interest in his condition, which he was prepared to 
discuss exhaustively. He was told that he had come to be 
cured, and that for the present he must be content with this ; 
the nature of the cure would be explained to him after¬ 
wards. Without any further discussion the motor areas of 
the cortex were mapped out roughly, the measurements 
being repeated aloud to impress and mystify the patient. 
He was told that as soon as the shoulder area of the cortex 
was stimulated by farad ism he would be able to raise his 
shoulder and that the rest of the arm would recover in the 
same way. A very mild faradic current was applied for a 
few seconds to the scalp, and he was then ordered to move 
his shoulder. He did so at once, and in a few minutes the 
whole of the paralysis had disappeared and he could raise 
30 pounds. We believe that the success in this case was 
due in a large measure to the fact that the patient was not 
allowed to discuss his case or to criticise the proposed 
treatment. The value of this will be pointed out 
immediately. 

Whatever form of treatment is employed, the patient must 
be convinced that the physician understands his case and is 
able to cure him. This idea should be fostered from the 
moment the patient enters the ward. The case is investi¬ 
gated as briefly as possible, and each physical sign is 
accepted as perfectly normal in the circumstances, and not 
as in any way interesting or obscure. The best attitude to 
adopt is one of mild boredom bred of perfect familiarity 
with the patient’s disorder, and if the case has to be 
exhibited to anyone else it is shown not as anything unusual, 
but as a perfect example of the type of case which is cured 
in five minutes by appropriate treatment. After the exa¬ 
mination the patient is met with the absolute assurance that 
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he will be cured as soon as the physician can find the time 
to treat him. He is told that he will not need to stay in 
hospital for more than a few days, and that he can write and 
inform his friends of this. It is usually necessary, to find 
out what treatment the patient has had before to avoid the 
risk of repeating a procedure which has already been tried 
and found wanting, but apart from this it is better to avoid 
discussing the case and the methods which will be adopted 
to cure it. The barest statement should suffice, and the 
patient should be silenced at once if he attempts to air his 
own views on the subject. An argument in which the 
physician does not seem perfectly sure of his ground is 
likely to weaken his authority at the moment when it 
should be absolutely unquestioned, and an air of complete 
assurance is far more convincing than the most elaborate 
reasoning. 

The treatment is best carried out in a special room set 
apart for the purpose, where there will be nothing to distract 
the patient's attention. As soon as the least sign of recovery 
has appeared the re-education is begun. The patient is 
given no time to collect his thoughts, but is hurried along 
by a mixture of persuasion and command until the dis¬ 
ordered function has completely recovered. The patient is 
never allowed any say in the matter. He is not asked 
whether he can raise his paralysed arm or not; he is ordered 
to raise it, and told that he can do it perfectly if he tries. 
Rapidity and an authoritative mannei are the chief factors 
in the re-educative process, and in every case an effort should 
be made to produce complete recovery before the patient 
goes back to the ward. If the treatment has to be dis¬ 
continued before recovery is complete the patient should be 
assured that he will be quite well in 24 hours and the 
re-education should be continued as soon as possible. 

There are many details which are best considered in con¬ 
nexion with particular hysterical symptoms, and therefore 
we shall describe the most common affections in which the 
suggestive method is pre-eminently successful. The most 
common disorder is the complete or partial loss of a normal 
function, and the most common functions to be lost are 
those concerned with hearing and speaking and with the 
sensation and motion of the limbs. 

Deafness. 

As a rule, the patient is stone-deaf and often dumb as well 
and there may be associated symptoms, such as loss of vibra¬ 
tion sense in the bones of the skull. The patient is told in 
writing that he will be cured in five minutes by electricity. 
The suggestive effect may be enhanced by the use of a 
darkened room, a head mirror, and so forth, but the essential 
treatment consists in applying a strong faradic current to the 
side of the head or to the external auditory meatus. The 
patient is informed that as the feeling comes back the 
current will appear more and more painful, and that in a 
very short time he will be able to hear the tick of a watch 
pressed against his ear. The current is applied for a few 
seconds at a time and increased in strength between each 
application. When the patient begins to show signs that the 
current is painful he is told that the feeling is returning and 
that he will soon hear perfectly. A watch (or a tuning-fork) 
is pressed closely against his ear between each application of 
the current and in less than five minutes he will begin to 
hear it. After a few more applications of the current he will 
be able to hear the watch at a distance of a foot or more. 
Sometimes he is able to hear the ticking of a watch, but is 
unable to interpret what is said to him. He is then re¬ 
educated, beginning with the vowel sounds, then with words 
of one syllable, then two, and so on, until he can hear per¬ 
fectly. If the other ear has not recovered at the same time 
it is a simple process to restore the hearing to it in the same 
way. The cure is usually complete in less than ten minutes, 
though it may take longer in patients who have been stone- 
deaf for a year or more. In a series of 34 cases we have 
had only one failure. This was in a patient who had been 
deaf for over a year in spite of every kind of treatment. 
We saw him for a few minutes only and had no opportunity 
of continuing the treatment. 

We have yet to observe any of the unpleasant after-effects 
which are said to arise from faradism in the region of the 
ear. It may produce a transient vertigo, and if it is to be 
effective it must be strong enough to be painful. The 
patient may object to this at first, but when the hearing has 
been restored to one ear he is always perfectly ready to have 
the same process applied to the ear which is still deaf. 


One has sometimes to deal with cases where faradism has 
failed to produce a cure, The failure is due to lack of deter¬ 
mination on the part of the. operator ; he is either ignorant 
of the fact that the condition is one which always responds 
to suggestive measures, or he becomes too easily fatigued to 
see the thing through to a successful issue. In such cases 
some other suggestive measure must be adopted ; for instance, 
the application of tuning-forks of different sizes, beginning 
with those in which the vibrations are slow enough to be felt 
rather than heard, and reducing the size gradually until the 
fork can be heard rather than felt. The re-education can 
then be completed by shouting down a stethoscope. How¬ 
ever, in untreated cases we have found the electrical method 
to be invariably successful in a few minutes. 

Mutism. 

When this is complicated by deafness it is, of course, 
natural to treat the deafness first, as this makes communi¬ 
cation with the patient so much easier. As soon as he can 
hear the patient is told that his speech will be restored in 
the same way. A long pharyngeal electrode is used, and 
he is told to sound the vowel “ah”as soon as he feels the 
current. The soft palate and pillars of the fauces are 
stimulated, and as a rule he phonates loudly as soon as the 
electrode is applied; he is then told to repeat the other 
vowels, the letters of the alphabet, numbers, days of the 
week, &c., and he is soon able to enter into a conversation. 

When mutism has existed alone it is often unnecessary to' 
do anything more than tickling the back of the patient’s 
mouth with a mirror or tongue depressor. This evokes some 
reflex phonation in the form of gurgling or retching, and 
the patient is then told to say “Ah.” The process is 
repeated until he can do this naturally, and it is then a 
simple matter to make him sound the other vowels and to 
repeat the whole alphabet in an audible voice. In still 
milder cases the patient will phonate loudly when he 
coughs or gargles, and he can then be made to sound “ah” 
by gradually eliminating the explosive element of the 
cough. In some cases the soft palate appears to be anaes¬ 
thetic, and the patient does not phonate when his throat 
is tickled. This difficulty can be overcome by applying 
a faradic current to the back of the throat. In a case 
which has been previously treated with electricity in this 
way some new form of treatment must be devised and 
every effort muBt be made to strengthen the suggestive 
effect. However, the condition is one which tends to clear 
up spontaneously, and most cases respond at once to the 
simplest suggestions. 

The first signs of voluntary phonation must be followed op 
immediately, and the patient must be given no respite until 
he can speak perfectly. He is, of course, instructed before¬ 
hand that the treatment will effect a complete cure, and he 
must not be allowed to go back to the ward whispering or 
stammering, even though he may regard this as an immense 
improvement on his former state. 

Aphonia. 

The patient is able to whisper, but cannot phonate 
properly. This may exist as a stage in the spontaneous 
recovery of a mute, but it is most often an after-effect of 
laryngitis. The patient can be made to phonate by tickling 
his throat or by coughing or gargling, and the whole process 
is simply one of re-education, which is usually complete in 
a minute or less. It is rarely necessary to use electricity. 

Stammering. 

A tendency to stammer sometimes shows itself during the 
re-education of a mute. It can be checked at once by re¬ 
education and simple suggestive measures, such as faradism 
applied to the back of the neck, but if it is not checked as 
soon as it appears it may become much more intractable. 
For this reason patients who have been allowed to recover 
their voice spontaneously may develop a bad stammer 
which takes some time to clear up. 

Blindness. 

We have no direct experience of hysterical blindness in 
both eyes in military cases. Cases of monocular blindness 
or of defective vision, with no refractive error and no ohangee 
in the retina, are probably more often the result of malinger¬ 
ing than of hysteria. Treatment by strong faradism in the 
region of the supra- or infra orbital nerves is successful in 
either case, but it is generally found that the alleged defect 
can be remedied by a little plain speaking. 
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Hysterical affections of the other special senses and of the 
cranial nerves are relatively unimportant, and there is 
usually no difficulty in devising a suitable form of suggestive 
treatment. 

Paralysis of the Upper Limbs. 

Cases of paralysis of one arm are very common and very 
easily curable. As a rule they occur after some slight wound 
or bruise which has necessitated the use of a splint. The 
treatment can best be described by considering a typical case. 
The patient has received a slight wound of the forearm some 
months ago, and ever since his whole arm has been useless. 
He move it slightly at the shoulder by exerting what 
appears to be a superhuman effort, and he can occasionally 
flex the fingers through a small angle. There is complete 
anaesthesia of the hand and arm, ending in a line drawn 
horizontally round the elbow. The patient does not neces¬ 
sarily complain of this anaesthesia and there may be no sign 
of its existence until it is suggested to him by the physician, 
hut it is often useful to elicit it in view of the subsequent 
treatment. The diagnosis is obvious at once from the absence 
of wasting, the distribution of the sensory loss, and the 
involvement of the whole arm after an injury which could 
aot possibly have affected the upper arm and shoulder. 

JThe patient is told that he is very lucky to have come off 
with such a slight injury, and that his arm will be set right 
in five minutes by the application of a special form of elec¬ 
tricity. He is made to sit on a large pad electrode connected 
with an induction coil, the other terminal being connected 
with a wire brush. He is informed that the first effect of 
the current will be to bring back the feeling in the forearm, 
and that as the feeling returns the power will return with it. 
A fairly strong current is turned on, and the wire brush is 
drawn downwards over the forearm from the elbow to the 
wrist. After a few applications the patient is told that he 
can now feel as far down as the wrist, and he. is tested with 
a pin to convince him of the truth of this. If he cannot feel 
the pin-prick, the current is increased in strength until he 
can do so. The same process is applied to the hand until this, 
too, ceases to be anaesthetic. The improvement is pointed 
out to the patient and he is told that as the feeling has now 
returned to his arm it will be a very simple matter to restore 
the power of movement. 4 After a few touches with the 
electrode designed to produce contraction in the muscles he 
is told to move the arm. He will do so at first in a 
hesitating manner with every appearance of great effort, but 
this will be quite enough to convince him that the power is 
really returning. The rapid re-education follows at once. 
He is given no time to think, but urged to move the arm 
more and more strongly, to grip the physician’s hand, to 
flex and extend the elbow, &c., and the pressure is not relaxed 
until the whole limb has returned to its normal vigour. If 
the improvement comes to a standstill before recovery is 
complete, the faradisation is repeated with stronger and 
stronger currents. Rapidity and an air of authority which 
will brook no denial are usually quite enough without this, 
and if once the recovery is complete there will be little fear 
of a relapse. If the patient’s manner suggests that he is 
likely to relapse as soon as he leaves the hospital, he is told 
that this is very unlikely, but that if it should occur he 
should report sick at once and come back for treatment with 
a current far stronger than that already used. Needless to 
say it is rarely necessary to carry out this proposal. 

In untreated cases a very mild current is all that is 
required, but if, as often happens, the patient has been 
treated before with some form of electricity without 
suggestion it is better to begin with a current strong 
enough to be painful. If this has already been tried 
without success, it is better to adopt some entirely different 
line of treatment, as in the case of the officer already 
quoted. 

Paralysis of the Lower Limbs. 

Oases of monoplegia are treated in the same way as para¬ 
lysis of one arm. In paraplegia the treatment depends to 
some extent on the type of paralysis. As a rule, a recent 


4 The layman seems to consider that loss of power and loss of feeling 
are Inseparably connected. One of us asked 100 persons of average 
intelligence whether they would lose the sensation in their hand if 
for any. reason it became paralysed. Due care was taken to avoid 
suggesting the answer, bat in every case they replied in the affirmative. 
This idea may account for the development of anaesthesia in functional 
paralysis, and it is easy to see that a patient will accept the suggestion 
that his paralysis will reoover when his anaesthesia naa been cleared 
up by electricity. 


case of paraplegia due to “ shell shock ” or burial belongs to 
the flaccid type without exaggerated reflexes. If this is 
allowed to recover slowly it merges into the spastic variety 
with pseudo-clonus, exaggerated knee-jerks, and rigidity. 
Passive movements are resisted strongly, and when the 
patient attempts to put the flexor group of muscles into 
action the extensor group contracts at the same time and a 
condition of increased tone and clonus is set up. The con¬ 
dition is, of course, due to a disordered mental process and 
not to organic diseases in the central nervous system, and 
we may regard it as akin to the states of negativism which 
occur in dementia praecox. Whatever the explanation may 
be, the fact remains that this condition is very often seen in 
cases which have been badly treated, and in such oases it is 
often difficult to eradicate completely in a short time. The 
spastic condition often occurs during the re-educative treat¬ 
ment of a case of flaccid paraplegia, bat it is then of little 
consequence, as the patient is allowed no time to acquire 
the habit. 

In cases of flaccid paraplegia it is as well to restore 
sensation and movement to the limbs by treatment with 
faradism before the re-education is attempted. Otherwise 
the patient will simply collapse when set on his feet. In the 
spastic type it is often better to hold the suggestive treat¬ 
ment in reserve and to do as much as possible by re¬ 
education alone. The patient is told that all he needs is a 
little confidence in his legs, and he is then set on his feet 
and induced to walk. At first the greater part of his weight 
is taken by the physician, but in a few minutes he is made 
to bear his own weight and to walk with less and less 
assistance and more and more rapidly. 

Certain details in the treatment deserve mention. It is 
perhaps unnecessary to insist that slippers without heels are 
not the ideal form of footgear when the patient is learning 
to walk. They encourage a shuffling gait, and frequent halts 
are necessary to readjust them. Indeed, the use of slippers 
and a stick would perpetuate a limp in any patient who 
had the least tendency to a neurosis. The re-educative 
treatment of a patient who cannot walk properly is 
best carried out in a large empty room, a corridor, 
or out of doors. He will not feel unduly self-conscious as 
he would do in a ward full of patients, and he will have 
nothing to hold on to. If there is no alternative between 
walking and falling down the patient will usually find 
himself able to walk (once he has passed the earliest stages 
in re-education), but if a middle course is offered in the 
shape of a chair or a bed to which he can cling he will at 
once seek safety in this, and the more he is allowed to use 
his hands to support himself the less likely will he be to 
trust to his legs. At first the patient will seem to be con¬ 
tinually on the verge of losing his balance, but, as a rule, 
there is little fear of this, and the idea should not be 
encouraged by supporting him whenever he seems in the 
slightest danger of falling. It is best to allow him as little 
assistance as possible. To begin with he should walk arm- 
in-arm with the physician, then facing him and holding his 
hands, then holding one hand only, and finally with no 
support at all. A fall should be avoided as far as possible, 
but it is of no great consequence if it does occur, for the 
patient will not be taken unawares, and will be unlikely to 
hurt himself. A fall should on no account be taken as an 
excuse for resting ; it should be treated as a matter of 
course, and the patient should be made to continue his 
efforts until he can walk without falling. 

If possible the patient should not be returned to the ward 
until he can walk without assistance of any kind, and on 
no account should he be allowed to use sticks or crutches, 
even though he has been paraplegic for six months. Until 
he has recovered completely he should not be allowed to 
walk exoept under the direct supervision of the physician; 
otherwise he will be liable to develop a functional gait or a 
limp, and a further re-education will be necessary. As in 
every functional disorder, it is extremely important to pro¬ 
duce a rapid improvement during the first treatment and to 
continue this at the earliest possible moment until recovery 
is complete. 

Precisely the same form of treatment applies to the 
patient with functional “ rheumatism, ” who walks with bent 
and trembling knees and a couple of sticks, functional 
hemiplegia, functional sciatica, and functional gaits of all 
kinds. As a rule it is found that the more serious the dis¬ 
ability the easier will it be to cure ; a case of complete 
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flaccid paraplegia will often walk perfectly after an hour's 
treatment, whereas a man with a slight functional limp will 
need a re-education lasting for days or even weeks. 

Tremor *, Fits, t fo. 

We have given a detailed account of the treatment of 
deafness, mutism, and paralysis because these cases are 
so easily curable with rapid suggestive and re-educative 
measures. They are all due to the absence or diminished 
activity of a normal function, and the treatment has only to 
recall this function to the patient’s consciousness. Fortu¬ 
nately these cases form a large percentage of the hysterical 
war neuroses. There is, however, a group of cases in which 
the treatment is often successful, but by no means invariably. 
These cases depend not so much on the absence of a normal 
function as on its excessive and disordered activity. 
Functional tremors and incoordination, choreiform move¬ 
ments, and tic-like spasms are examples of this class, and 
we might include hysterical fits and even the stammering 
and explosive type of speech. Functional tremors are some¬ 
times very easily cured by a little suggestive faradism, and 
fits may be stopped temporarily at least by suggestive 
measures. The patient is induced to have a fit by assuring 
him that he will do so when an electric current is applied to his 
forehead, and the fit is checked by supraorbital pressure or 
faradism to some other part of the body. The patient 
is then told that his fits are not epileptic and that they have 
been cured. As a rule he will have no more fits as long as 
he is in hospital, but he may relapse outside, and we know 
of several cases where this has happened. Indeed, che 
method is probably more valuable as an aid to diagnosis 
than to treatment. 

Involuntary movements and hysterical chorea may yield to 
rapid suggestive methods, but isolation is a more reliable 
form of treatment, although it is at the best a slow process. 

Functional contractures deserve a place by themselves. 
When they are truly hysterical they will usually yield at once 
to suggestive faradism with a moderately strong current. 
But it is sometimes extremely difficult to make certain that 
the condition has not some organic basis. Babinski and 
Froment have collected a number of cases described as reflex 
nervous disorders and having an organic origin, although 
they show a superficial resemblance to the hysterical con¬ 
tractures. 6 These cases are generally intractable, and so far 
no line of treatment has been found to have much effect on 
them. We have seen four or five cases which could be 
included in this category, and in them suggestive treatment 
was certainly quite ineffective. 

For the sake of completeness we should mention a method 
of suggestion which is often employed with good results. 
This consists in anaesthetising the patient and making the 
necessary suggestions to him as he is going under or coming 
round from the anaesthetic. To a certain extent the process 
may be compared with hypnotism in that the suggestions are 
made at a time when the critical faculties of the patient are 
dulled ; but the main advantage of the method lies in the 
fact that in the stage of excitement the patient will struggle, 
cry out, &c., and that he will often regain consciousness 
whilst he is in the act of moving the arm which was formerly 
paralysed or using the voice which was formerly dumb. The 
method demands an anaesthetist who will be able to produce 
a long excitement stage, and the results are to some extent 
a matter of luck. This furnishes the chief objection to the 
method, for if it fails the patient will have some excuse for 
taking a gloomy view of his case, and he will be naturally 
sceptical of less heroic methods. However, we have little 
direct experience of the method, as we have not found it 
necessary to employ it. 

Prognosis and After-treatment . 

The treatment of a functional case does not end at the 
moment when the disability has been cured, and we have 
always to determine how much the patient may be safely 
called upon to do without fear of a relapse. This will 
depend on how far the underlying mental condition is a 
permanent state and how great a strain was necessary to 
lead to the development of the symptoms. If the patient 
gives a history showing pronounced mental instability or 
previous functional troubles before the war, and if he has 
lost the use of his legs after a few days in the trenches, it is 
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clear that he will never be of the least value at the front, 
and he is probably best employed in a labour unit at home 
or on sedentary work. If he has served several months in 
the fighting line, and has then lost his voice after a week 
without sleep and a severe bombardment, he will often be 
perfectly fit again after a short rest, and he will show only 
the slightest signs of the hysterical temperament. He may 
relapse under an equally severe strain, but if his cure haus 
been rapid and complete on the first occasion he will have 
less reason to fear a relapse and to regard a temporary loss 
of speech as a serious and intractable condition. It is 
another matter if he has been allowed to remain dumb for six 
months in hospital, for in this case he will have every reason 
to regard himself as the victim of a severe form of * 1 shell 
shock,” and he will probably be quite unfit for service in the 
fighting line. 

In all cases a thorough examination of the past history 
and mental condition must be made before we can decide 
what form of service will be most advantageous to the 
patient and to the nation. In the more intractable condi¬ 
tions—tics, convulsions, &c.—the patient maybe able to do 
some useful work with a labour unit, but it is often better 
for all concerned to return him to civilian life. 

In conclusion, we wish to express our thanks to the 
medical and surgical staff of the National Hospital, Queen- 
square, and to Lieutenant-Oolonel W. Turner, officer in charge 
of the Connaught Hospital, Aldershot, for permission to 
publish these notes. 


CHYLO-HjEMOTHORAX from wounds 
INVOLVING THE THORACIC DUCT. 

By T. R. BLLIOTT, F.R.C.P. Lond., F.R.S., 

LIEUTENANT-COLONEL, R.A.M.C. ; 

AND 

HERBERT HENRY, M.D.Lond., 

CAPTAIN, R.A.M.C. 


WitEN a fluid obtained by exploratory puncture of the 
chest seems to be “ frankly purulent ” to the naked eye one 
is apt to assume that this appearance is sufficient proof that 
an empyema is present and that rib resection is justified 
without any further microscopic study of the specimen. 

In nearly all such cases the presumption that infection 
exists is true, but occasionally a rare example may be 
encountered in which the thoracic duct has been wounded in 
the chest without the associated injuries being at once fatal, 
and then the milky chyle will leak into the effused blood and 
produce a combination mimicking that of a pyo-haemothorax 
so closely that most surgeons would be deceived by it. 

The first case quoted in this paper was one in which the 
error was not avoided and the medical officer was misled by 
the appearance of the fluid into performing an operation for 
drainage of the pleural cavity. The patient recovered, but 
his convalescence was dated by months instead of by week* 
in consequence of the mistake. In the second case the 
character of the fluid was guessed to be chylous and proved 
to be so before anything was done. But unfortunately the 
effusion had been infected by the shell fragment which 
caused the wound and drainage was unavoidable and was 
followed by death. 

The error can only be avoided by holding fast at all times 
to the general clinical rule : “That drainage of a chest after 
gunshot wound should never be undertaken except upon 
bacteriological proof of infection in the fluid withdrawn at 
exploration, or upon the recognition of an offensive smell in 
the latter.” The naked-eye appearance of any fluid may be 
entirely misleading, as hopelessly, though not so frequently, 
as is the clinical judgment of a chest wound before 
exploration is made. 

At base hospitals these cases of chylo-hremothorax must 
be very few. The two that are described from our own 
experience did actually occur in the same hospital within 
a month of one another, but they are the only two that we 
have seen out of a total of 600 samples of haemothorax fluid 
that were examined by us in the laboratory; and this 
laboratory figure covers a clinical experience of far more 
than a thousand chest wounds. But the occurrence of a 
chylous effusion would not appear to be so rare as this, if it 
were expressed as a percentage of all large effusions on the 
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left side of the chest. The possibility is certainly a practical 
point which deserves to be borne in mind when dealing with 
big traumatic effusions in the left pleural cavity. 

Diagnosis. 

There are several points which characterise a chylous 
leak into a haemothorax. 

1. The collection of fluid is on the left side. 

2. The effusion continues to increase steadily and rapidly 
on the third and fourth day, causing progressive cardiac and 
respiratory embarrassment. Such an increase is rarely seen 
with an ordinary sterile haemothorax, where the bleeding is 
either fatal or ceases in the first 24 hours. It may, however, 
occur as the result of infection of a haemothorax. A chylous 
effusion, even if infected, will not be accompanied by high 
fever because the patient's nutrition is profoundly impaired ; 
whereas sepsis in a simple haemothorax generally causes a 
high temperature. 

3. Exploration discovers a fluid which appears to be 
heavily loaded with pus. If this appearance is seen in a 
large collection of fluid early in the first week after the 
wound, it is almost certain that it must not be ascribed to 
pus, because the processes of pleural suppuration following 
upon sepsis in a haemothorax take many days before they can 
produce an abundant pleural exudate. 

4. The fluid is opaque, and its colour will vary from red to 
pink or creamy-grey in accordance with the proportion of 
commingled blood. In the two cases that are described 
below the fluid did not clot after withdrawal from the chest, 
presumably because its fibrin was being separated by coagu¬ 
lation within the chest as fast as the chyle escaped from 
the duct. 

5. On centrifugalisation a deposit of red cells is thrown 
down, leaving a supernatant opaque milky fluid whose 
creamy-white colour contrasts brilliantly with the red band 
below. Under the microscope the milky fluid is seen to be 
filled with small fat globules, which are immediately soluble 
in ether. A few mononuclear leucocytes are scattered among 
these fat globules. 

Anatomy of the Lesion. 

The cervical part of the thoracic duct, or one of its 
branches, has occasionally chanced to be injured in the 
surgical operations of civil life when extensive dissections 
are being made in the root of the neck. The records of 
such cases have been fully collected in a recent paper by 
E Harrison. 1 

The intra-thoradc portion of the duct lies in a field that 
is less exposed to surgery, and its lesions in civil life are for 
the most part those of spontaneous rupture, which may occur 
when the duct is obstructed by the pressure of a malignant 
growth or by the chronic fibrosing inflammation due to filaria 
parasites. In such cases a collateral circulation is often 
fairly well developed before the rupture occurs, because the 
obstruction is slow in being established ; and therefore the 
clinical picture differs from that caused by a wound suddenly 
severing a healthy duct which was the sole conduit for chyle 
from the visceral area to the venous system. 

In the wounds of war-time the duct is no doubt often torn 
open by missiles that injure the chest; but its position is so 
closely related to that of the great vital vessels of the thorax 
that the bullet which can wound the duct is almost certain 
to kill by causing fatal haemorrhage from the neighbouring 
blood-vessels. 

Below the level of the fourth thoracic vertebra the duct is 
a target which a missile cannot reach without injuring in 
addition either the heart, the aorta, or the azygos veins. 
Above this level the duct passes outwards to the left, and it 
may take a path over the heads of the first three ribs or be 
displaced even further laterally. In this position the left 
mediastinal pleura comes into lateral or anterior relationship 
with it, while the origin of the left subclavian artery is 
immediately to the front. Here a ball may chance to pass 
between the vessels springing from the arch of the aorta 
and to cut the duct without injuring the great veins at the 
root of the neck. 

The possible paths for such an injury may, perhaps, be 
several in number ; but as a matter of experience, in each 
of the two cases quoted in this paper the track of the missile 
seems to have been the same, passing obliquely across the 
apex of the thorax, behind and under the subclavian artery 
and meeting the duct as it lay near the apex of the lung upon 
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the vertebrae, or perhaps upon the heads of the ribs. This 
track is roughly parallel to the axis of the heart. It will 
permit the passage of a large projectile, such as a shrapnel 
ball, without associated fatal injuries. In our second case 
it appears likely that the shrapnel ball entering above the 
right clavicle had attained this path by passing through 
and splintering the body of a vertebra. It is a common and, 
indeed, it is the usual occurrence, for a missile to pass from 
side to side through the centrum of a vertebra without 
causing any symptoms of injury to the spinal cord. In the 
case of a double non-fatal hemothorax, this is the path 
usually taken by the projectile concerned when it crosses in 
the upper two-thirds of the chest. 

Treatment. 

An intrathoracic wound of the duct is beyond the present 
skill of surgery for its repair. Case I shows that the fistula 
may close spontaneously in a few days. Increase of intra¬ 
pleural pressure probably has some value in stopping the 
leak, for the chyle in the duct does not exert a high pres¬ 
sure, and therefore the volume of the effusion should be 
lessened by aspiration only when it is causing distress to the 
patient. 

It is desirable that the prone position should be main¬ 
tained in order to keep clots in contact with the apex of the 
chest. Fats in the food will increase the flow of chyle, but 
they will also help to give substance to any clot that may 
form. Whatever decision may be taken with regard to 
giving or withholding fats from the dietary, it is at any rate 
certain that they do not reach the patient’s tissues so long 
as there is a complete leak from the duct, and therefore the 
sugars in the food must be increased in the attempt to 
maintain nutrition. 

Case 2 was an example of a complete leak. Although 
the pleural cavity was infected, the patient showed a 
subnormal temperature that was below the limit of the 
thermometer, 95*4° F. every morning on the last eight 
days of his life, while it was continually subnormal 
on the last three days before that on which he died. 
His body wasted away with extraordinary rapidity. 
He did not suffer from the hunger or from the intense thirst 
that has been described by other observers as being so 
conspicuous in cervical cases, where the patient survived 
with a leak for a longer period. Very notable in this case 
were the huge masses of curdy yellow clot that progressively 
filled the pleural cavity as the fluid part of the effusion was 
daily drained away. These formed so large a deposit as to 
give the impression that had the effusion been sterile, and 
had the patient survived owing to a spontaneous closure of 
the fistula, it would have become necessary later to open the 
thorax and remove the clot in order to give the lung a chance 
of expanding. 

We are indebted to the various medical officers concerned 
for their kind permission to publish these clinical histories 
of cases that were directly under their care. 

Case 1.—Sergeant P. August 8th, 1916: Wounded by shrapnel ball, 
which entered the cbe*t immediately above the outer third of the right 
clavicle and lodged under the skin at the very apex of the left axilla 
near the posterior axillary fold. No hemoptysis. No vomiting or 
difficulty with swallowing. Eighteen hours after this injury the patient 
walked a mile, and there was no suggestion of any damage to the spinal 
cord, though the right brachial plexus was slightly injured. 

Fourth day: Subcutaneous emphysema of left side. Signs of small 
left effusion. 8ixth day: Patient was sweating, cyanotic, and dis¬ 
tressed ; temperature swinging between 99° and 100° F. The effusion in 
the left chest had increased rapidly in the last two days, and in con¬ 
sequence of this accumulation the medical officer in charge suspected 
sepsis. Seventh day : Chest explored. A pink, opaque, creamy fluid 
was obtained, the character of which led to its being regarded on 
naked-eye evidence as undoubtedly purulent. Rib resection was at 
once performed. Much blood clot and a large quantity of apparently 
purulent fluid, estimated at about 80 oudcos, were removed. Meantime 
the microscope had shown the exploration sample to consist only of 
blood and chyle, which separated on standing into a clean deposit of 
red cells below an opaque, creamy yellow fluid. Cultures subsequently 
proved this fluid to be completely sterile. 

Bighth day: The resection wound was now completely closed by the 
surgeon in the hope that infection had not been introduced. Eleventh 
day: Physical signs of a large pneumothorax with complete collapse of 
left lung. Explored at left base; purulent fluid containing strepto¬ 
cocci and a Gram-positive diphtheroid was found. The chest was 
oj>ened again, air-tight drainage with a collecting flask being at flrat 
employed. The pleural fluid received in this flask was now simply 
purulent, and the leakage of chyle had completely ceased. The 
drainage at first was not satisfactorily arranged and the lung failed to 
expand well. Thirtieth day : Transferred to England. Still a very 
large empyema cavity, but patient was in good condition and had not 
lost flesh despite the heavy secondary infections that had been 
Implanted on the originally sterile pleura. 

The subsequent history was not fully ascertained, but ten weeks 
after the wound the patient was reported to be doing well. 
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Case 2.—Sept. 15th, 1916: Wounded by fragment of ehell which 
entered in the middle of the throat immediately below the thyroid 
cartilage. No exit wound. Fourth day: Admitted to base hospital. 
When seen a few hours later he was extremely ill and ot a grey cyanotic 
tint. Temperature 97*4° F.; pulse 120 and weak. Heart displaced out to 
right nipple, and physical signs of complete pneumo-hemothorax 
on the left side. From the general appearance of the patient at 
this early date, and from the absence of fever, it was thought 
to be most probable that the condition was that of a simple 
air leak and not of a gas pneumothorax caused by infection. The 
chest was aspirated on the same day by Captain Thatcher, 
R.A.M.C., who withdrew 90 ounces of grumous grey fluid, the 
appearance of which at first suggested that it might have oome 
either from the stomach or from the thoracic duct. There was no 
offensive odour and litmus paper proved the fluid to be alkaline. After 
standing in a test-tube a small deposit of blood cells fell out as a red 
band at the bottom, leaving a greyish-yellow, opaque fluid above. 
Microscopically the fluid was found to be chyle, with an excessive 
number of polymorphonuclear cells in the deposit and a few Gram- 
positive bacilli. Its appearance on first withdrawal and before the 
separation of the red cells by standing was very like that of an ordinary 
empyema fluid, though there was just enough difference in tint to 
raise a suspicion, in view of the experienoe from the preceding case, of 
its having been derived from some abnormal source. 

Fifth day: Bacteriological culture from the fluid discovered a 
streptococcus as well as B. perfringcns. The patient was still very 
cyanosed and another 40 ounces of fluid similar to that of the pre¬ 
ceding day were removed by aspiration. In the evening part of a rib 
was resected. More of the same fluid was found and the surgeon met 
with a yellow clotted mass in the pleural cavity which lie thought to be 
prolapsed omentum and hastily replaced. Actually this mass was 
clotted chyle, which ought to have been removed. 

Eighth day: Patient said that he felt worse. He was wasting with 
great rapidity and looked maraimic rather than septlo. Pulse very 
feeble, 104; extremities cold, and temperature remaining deeply sub¬ 
normal, below 95'4°. There was a slight cyanotic flush on his cheeks. 
The patient’s bed was almost soaked in chyle, which continued to pour 
abundantly from the drainage-tube in his left side in the intervals 
when it was not blocked by yellow masses of clot that had a slightly 
rancid but otherwise inoffensive smell. He was drinking freely but 
without notable thirst, and had no appetite, though taking sugar and 
bananas fairly well. There had been no difficulty In swallowing at any 
time, and there was no haemoptysis after the first day. 

Ninth day : Heart still displaced to the right nipple, and still some 
cyanosis, while there was now a considerable amount of purulent 
sputum. In tho hope of relieving the cardiac embarrassment a large 
drainage-tube was used with a big rubber flap which was cemented 
on to the chest wall by a solution of dental rubber dissolved in 
chloroform. This gave an air-tight junction and suction was then 
applied by means of an automatic aspirating bottle, the drainage 
products being collected in an intermediate receiving flask. This saved 
the patient from the exhaustion which had been caused by the need 
for frequent redresssing when the chyle was allowed to leak out freely 
into the bed, and a large quantity of fluid was collected within the 
next 24 hours. But the apparatus failed to expand the lung because 
the tube was continually being blocked by masses of coagulated chyle. 

Eleventh day : Patient had steadily been growing weaker and he 
died quietly. On this last day the temperature, which for the three 
preceding days had been below 95’4°. rose to 97°. 

The autopsy showed as follows. Entry wound : A small healed scar 
in the neck to the right of the middle line just below the level of the 
cricoid. Beneath this lay a small collection of pus which had caused 
superficial necrosis of several of the cartilaginous rings of the trachea. 
The missile had entered tho trachea and passed out from it again 
through a wound on the left side a little lower down. Both of the 
wounds were septic but practically closed. 

The track then ran behind the main vessels entering the neck, and 
perforated the pleural sac about H inches from its apex. The small 
piece of shell was found loose in the pleural sac, a position which it had 
reached after passing posteriorly through the upper lobe of the left 
lung and tearing a track along the upper surface of the lower lobe. The 
wound of the thoracic duct could not be found, but the track of the 
missile proved that this wound most have been in some position near 
the apex of the thorax that was surgically inaccessible. 

The pleural cavity was filled with great masses of sour-smelling clot 
that resembled buttery yellow curds, and were very light to handle. 
The clots contained innumerable large cavities, spaced Tike those of a 
Gruydre cheese, each of which held inoffensive gas and a little fluid 
smelling of butyric acid. There was no appearance of pus to be found, 
nor any unpleasant odour suggesting the ordinary proteolytic prodnets 
of a gas bacillus infection. 

The left lung was completely collapsed and showed the wound track 
described above. It had not re-expanded at all after rib resection, 
presumably because the drainage had been interfered with by the 
accumulated masses of clot. The heart still remained in a position 
of extreme displacement to the right; there was no pericarditis. 
Bronchitis was evident in the right lung, but there were no areas of 
collapse. 

Inoffensive gas (hydrogen and carbon dioxide) and simple organic 
acids are the ordinary products of the growth of pure B. perfrtngens on 
carbohydrates. No satisfactory analysis has yet been made by patho¬ 
logical chemists to show whether B. perjringens can effect the decom¬ 
position of fats, so that we are perforce content to record the changes 
observed in this clotted chyle without attempting any further 
explanation of them. 


Donations and Bequests.—B y the will of the 
late Miss Emily H. Mortimer the Royal Isle of Wight 
Infirmary at Ryde and the Royal National Hospital for Con¬ 
sumption, Ventnor, will each receive £1000.—The late Mr. 
W. H. 8idley, whose estate has been valued at £16,000, left 
such sum as may be necessary for the endowment of a bed 
in the General Hospital, Birmingham, and the residue of his 
estate in equal shares to the Queen’s Hospital and the 
General Hospital, Birmingham. 


THE MENACE OF MORPHINE TO CHINA.® 

By WU LIEN-TEH (G. L. TUCK), M.D. Cantab.. 

PRESIDENT OF THE CHINESE NATIONAL MEDICAL ASSOCIATION. 


The year 1917 will be historic as the one in which opium, 
the curse of China for 75 years, will be officially and finally 
banished from the country, for in this year the ten-year 
agreement made between Great Britain and China regarding 
its importation into China, including the last two seaports of 
Shanghai and Canton, will come to an end, so that even in 
the British Settlement of Shanghai the remaining opium shop 
will be closed by the month of March. The whole nation will 
rejoice at this happy termination of an awful vice, which- 
once looked as if it might exterminate the Chinese race. 
That the drug is scarce may be ascertained by the fact thah 
the present price in Canton is at least $15 per tael, with a 
tendency to rise. Except for some smuggling from Turkestan 
and Russia by way of Siberia very little opium will in future 
find its way into China, though the Government and Customs 
authorities will still have to exercise, in dealing with this 
enormously paying business, the greatest vigilance over 
unscrupulous people. 

Morphine Statistics: British and Japanese Traders in 
Morphine . 

I am afraid we cannot be so sanguine with regard to 
morphine, for up to the end of last year all statistics point 
to increased importation into China. The supply of morphine 
oomes mainly from two firms in Edinburgh and one firm in 
London. The following table shows the declared exports of 
morphine from Great Britain alone :— 

1912 . 276,572 ounces, equal in weight to 7J tons. 

1913 ...... 406,154 „ „ „ 11* „ 

1914 . 504,020 „ „ ,, 14 „ 

It is estimated that the exports in the years 1915 and 1916- 
are at least 600,000 ounces for each year, equal to over 
16 tons. Moreover, the normal importation of opium into- 
Japan for medicinal purposes is only 10 chests a year, but 
the importation of morphine into that country in 1911 was- 
1 j tons; in 1914 this had risen to 12 tons—that is, 1 ton a 
month. There is a large firm in Japan which acts as agent 
for the manufacturing firm in London. In 1913 alone this 
agent in Japan imported 2£ tons of morphine by registered 
post via Siberia. The two other British firms exported 2 tons 
by the same method, and 1} tons came from Germany, 
making a total of 64 tons in 1913. So far it has 
been ascertained that neither Japan nor Germany has 
got the necessary plant to manufacture morphine on any 
large scale, and the alkaloid has come mostly from firms- 
in Great Britain. Once arrived in Japan the morphine 
is usually made up into small packets or placed into Bmalk 
bottles, labelled in different ways—e. g., morphine, * ‘ white 
powder,” “soothing stuff,” “dreamland elixir,” &c., and 
exported openly or smuggled secretly into China by way of 
Dalny, Antung, and Formosa. Almost every Japanese dru^ 
dealer or pedlar in Manchuria sells it in one form or another, 
and does so with impunity, because no Japanese can be 
arrested without complaint being first lodged at the Consulate. 
From these Japanese agents and sub-agents the drug may be 
passed on to disreputable Chinese who frequent the coolie 
depots and inject a solution, usually very dirty, with a 
hypodermic syringe which may be made with glass, metal, 
or even bamboo. Rigorous imprisonment for two years is a^ 
common sentence for Chinese found with morphine in 
their possession, but the principal culprits often escape 
punishment. 

The morphine habit was first brought into China by 
returned Swatow emigrants from Singapore and spread to 
other parts of Fukien. During my five years residence in 
Manchuria I have seen terrible havoc wrought upon the- 
population by this drug. More than half of our regular jail¬ 
birds there show needle signs over their bodies, professional 
beggars found in the streets of Harbin, Kirin, Changchun, 
and Tsitsihar are victims of the habit, and thousands of poor 
people die in the large cities during the winter months, 
partly from cold but principally from inability to work on 
account of their morphine habits. From all sources I learn 
that the evil is spreading rapidly, and it is worse than opium 

1 A paper read before the Joint Medical Conference, Canton, 
January, 1917. 
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smoking. Enormous profits are made by the dealers in this 
illicit trade. The average wholesale price of morphine hydro¬ 
chlorate in London is 10*. 5 d. per ounce, bat the Japanese 
pedlars sell it in China for £4 10*. to £5. 

The profits made on 6i tons by the dealers in China in 
1913 amounted to £840,000. Unless strong action is taken 
by our profession, as was done by ns in the case of opiam, 
the morphine evil will assuredly spread farther and render 
futile all our efforts in the direction of opium eradication. 
The question is, “ What are we to do t ” 

The Hague Convention* with Regourd to Opium , Morphine, 
Cocaine , and Allied Drug*. 

Three Opium Conferences have already been held at the 
Hague—in 1911-12, 1913, and 1914. At the first a Conven¬ 
tion was drawn up in which all the participating Powers 
(Great Britain, United States, China, France, Germany, Italy, 
Japan, the Netherlands, Persia, Portugal, Russia, and Siam) 
agreed to help one another mutually in restricting the evil 
effects of opium, morphine, cocaine, and allied drugs. At 
the Second Conference 44 out of 46 Powers of the world 
had already agreed to append their signatures to the Con¬ 
vention, and at the Third Conference the United States, the 
Netherlands, and China deposited their ratifications so as to 
act forthwith upon the articles of the Convention. Although 
the representatives of Great Britain were instructed at the 
Second Conference to declare on behalf of their Government 
their readiness to ratify, the matter has so far been delayed. 
In the meantime the war has put a stop to many things, but 
morphine continues to find its way into China. Two articles 
in the Convention signed on Jan. 23rd, 1912, deal par¬ 
ticularly with morphine and allied alkaloids. These are :— 

Art. 0.— The Contracting Powers will enact pharmacy laws and 
regulations so as to limit the manufacture, sale, and use of morphine, 
cocaine, and their respective salts to medical and legitimate uses only, 
uulesB such laws already exint. They will cooperate among themselves 
In order to prevent the use of these drugs for any other purpose. 

drf. 14. - The Contracting Powers will apply the laws and regulations 
for the manufacture, import, sale, or export of morphine, cocaine, and 
their respective salts to (a) medicinal opium, (6) to all preparations 
(official and non-official, including the so-c*llel anti-opium remedies) 
containing more than 0*2 per cent, of morphine or more than 0’1 per 
cent, of oocaine, (c) to heroin, its salts and preparations, containing 
more than 01 per cent, of heroin, (d) to every new derivative of 
morphine, cocaine, or their respective salt*, or to any alkaloid of opium 
which, as the result of scientific research, shall be generally recognised 
u giving rise to analogous abuse or producing the same injurious 
effects. 

If these articles had been put into operation, along with 
the rest of the machinery provided in the Convention, a great 
deal would have been done towards controlling the produc¬ 
tion and distribution of drugs of addiction throughout the 
world and restricting them to use for medicinal and legitimate 
purposes only. As it was, the war came on, and both Great 
Britain and France were obliged to introduce severe laws 
against the illicit use of morphine and cocaine by the armies 
and inhabitants of the warring regions. A recent Govern¬ 
ment Order announces the entire prohibition of the im¬ 
portation of opium into Great Britain except with the 
sanction of the Government. It is to be hoped that this will 
result in the limited manufacture of morphine so that as 
little as possible of this harmful alkaloid may find its way out 
of the country. 

If proper pharmacy laws are enacted in China the problem 
of morphine eradication will be really an easy matter. 
Unlike opium, it has never been declared as an article of 
commerce, and our Government has always regarded it as a 
prohibited drug. Once Great Britain refuses to sanction its 
export, except directly to friendly Governments or legally 
qualified agencies, the question of smuggling will not be 
such a serious affair. 

The Procedure Recommended. 

The Customs laws regarding the importation of morphine 
aad hypodermic needles into China are somewhat crude and 
indict much hardship upon qualified medical men and 
npothecaries. One meets, for instance, with the following 
Customs Regulation (No. 093):— 

On and after the 1st Dec., 1910, the manufacture in China by Chinese 
foreigners of oocaine, morphia, and of syringes, needles, and suoh- 
nke instruments for its use, is absolutely prohibited ; and the i m porta- 
“° n of the same into China by Chinese and foreigners is llkewtee 
Prohibited —except in the case of duly qualified foreign medical pracli- 
foreign chemists and druggists, civil hospitals established by 
Government in any province, military and naval surgeons, and medical 
°°Ueges of any kind complying with the following conditions, &c. 

If taken literally—and it is often thus done—a Chinese 
medical man, however well qualified from Europe, America, 


or Japan, will be unable to use morphine or cocaine for the 
most humane purposes. Again, a hypodermic syringe is 
regarded by the Customs as an instrument solely for the 
illegal use of each drags, and no Chinese medical man is 
able to procure it for the injection of emetine, pituitrin, or 
any of the new drugs. As matters remain at present, the 
culprits escape, for they can evade the laws by not declaring 
properly, whilst bona-fide practitioners and qualified apothe¬ 
caries have to undergo all sorts of difficulties in this 
oonnexion. 

I would suggest that this Conference pass some resolutions— 

(1) Drawing the attention of the Government to the menaoe of 
morphine in China and the Importance of taking immediate steps 
against Its illegal use by cutting off the supply from the source. 

(2) Asking the Government to enact without delay proper pharmacy 
laws to regulate the position of dispensers and pharmacists in charge of 
drug shops, the sale of morphine, cocaine, and other deleterious drugs 
and poisonous chemicals. 

The articles of the Hague Opium Convention have amply 
paved the way for such laws. If requested, our two 
associations would depute members to render the neoessary 
assistance in drafting the laws. The establishment of a 
Central Medical Council would facilitate matters immensely. 


THE EXPERIMENTAL PRODUCTION OF 

TUBERCULOUS PERITONITIS IN GUINEA- 
PIGS PREVIOUSLY EXPOSED TO X RAYS. 
by j. j. McGrath, m.b. r.u.i., d.p.h. 

(From the Bacteriological Department, Guy's Hospital.) 


Thb existence of acid-fast bacilli, other than B. tuber¬ 
culosis, in pathological material frequently necessitates 
inoculation methods either to confirm or exclude a diagnosis 
of tuberculous infection. Unfortunately the general utility 
of such tests is often discounted by the length of time 
before a definite result can be recorded. 

Experience has already impressed upon us the advisa¬ 
bility of employing the guinea-pig for inoculation purposes, 
since the introduction of even a few tubercle bacilli into 
this animal is followed by a definite sequence of events 
terminating in death from general tuberculosis at some 
period near to, or remote from, the date of inoculation 
(according to number of bacilli injected, type of bacillus— 
i.e., human or bovine, virulence of strain, site of injection, 
and other factors), and varying from a few weeks to several 
months. 

The deterrent effect of this time factor which operates so 
adversely against the universal employment of animal experi¬ 
ment in clinical laboratory diagnosis has stimulated research, 
having for its object the abbreviation of the “ observation 
period.” with hitherto but few tangible improvements on the 
methods of Villemin. 

Recently Morton and Murphy, 1 during the course of 
observations on the behaviour of transplanted canoer in 
white mice, noted that repeated exposures to small doses of 
X rays destroyed the major part of the lymphoid system in 
these animals without causing any obvious injury to other 
tissues or exercising any deleterious effect upon the general 
health. Heineke* had already shown that the effeot of 
X rays was first manifested by the destruction of the 
lymphocytes. 

Subsequently Morton 3 found that the same changes 
occurred in the guinea-pig, and further that one massive 
dose of X rays produced in this animal the same effeot as 
repeated exposures to small doses. Taking now as a starting- 
point the assumption that the lymphoid system forms the 
main defence against infeotion by B. tuberculosis , Morton 
first exposed his guinea-pig to a massive dose of X rays, then 
inoculated into the peritoneal cavity material containing 
the tubercle baoillus, and obtained a tuberculous peritonitis 
obvious to the naked eye, as well as microscopically, within 
14 days. 

The importance of these observations, if capable of corro¬ 
boration, cannot well be over-estimated, and this preliminary 
note deals with my experiments in this direction. 

Normal healthy guinea-pigs of from 200 to 250 grammes in 
weight were exposed on one occasion only for a period of 

1 Joum. Expor. Med.. 1915, xxll., 204. 

* Mitt. a.d. Grenzgeb. d. Med. u. Ohir. 1905. 

3 Joum. Bxper. Med., 1916, xxiv., 419. 
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10 minutes to X rays derived from a Coolidge tube, a current 
of 5 milliamperes backing up a 12£ in. spark. A differential 
leucocyte count was made of 25 of these animals the day 
following exposure to the X rays and every second or third 
day subsequently until the animal died or was killed, in one 
instance as many as 15 days later. Of these 25 animals a 
fall took place in the percentage lymphocyte count in 11 
only, in 2 it was unaltered, and in 12 it was actually 
increased. These observations are being repeated. 

The guinea-pigs after exposure to the X rays were then 
inoculated intraperitoneally with sputum or other material 
rich in acid-fast bacilli, which had all the morphological and 
tinctorial characters of B. tuberculosis . In the early experi¬ 
ments the association of common pyogenic bacteria in the 
material injected led to several deaths from acute septicaemia 
due to streptococcus or B. coli , but this risk was sub¬ 
sequently overcome by treating with antiformin every speci¬ 
men that was not microscopically “ clean ” before injecting 
it into the guinea-pig. m 

The results obtained fully confirm Morton’s observations, 
as the six selected examples in Table I. show. From these 
results it may be assumed that, given inoculum rich in 
tubercle bacilli, the experimental animal may be destroyed 
within 14 days with tolerable certainty that macroscopical 
tuberculous lesions will be found post mortem. 

Table I. 

Material inoculated: Guinea-pigs A, B, C, D, E, 1*0 c.c. 
sputum crowded with B. tuberculosis ; F, 1*0 c.c. urinary 
deposit (catheter specimen). 



Result of 
inoculation of 
X-rayed G.P. 

Post-mortem lesions. 

1* 

O 

Naked eye. 

Microscopical. 

A 

Killed after 

16 days. 

Spleen enlarged, no tubercles 
seen. Liver, no tubercles. 
Mesenteric glands everywhere 
enlarged, soft and caseous. 

T.B. present. 

B 

Killed after 

15 days. 

Spleen enlarged, with tubercle 
present. Tubercles on liver 
Mesenteric glands everywhere 
enlarged, soft, caseous, break¬ 
ing down easily. 


C 

Killed after 

14 days. 

Spleen much enlarged. Tuber¬ 
cles on liver. Mesenteric glands 
everywhere enlarged, soft and 
caseous. 


D 

Killed after 

13 days. 

Spleen normal. Caseating no¬ 
dules found on liver. Numer¬ 
ous soft caseating enlarged 
mesenteric glands. 


E 

Killed after 

11 days. 

Tubercles on liver and spleen, ( 
latter much enlarged. Mesen¬ 
teric glands everywhere en¬ 
larged, Boft and caseous. 

Small tubercles on much- 
enlarged spleen. Mesenteric 
glands, several enlarged, soft, 
caseous, easily breaking down. 


F 

Killed after 

12 days. 

,, 


One of the points elicited by Murphy 4 in his earlier experi¬ 
ments is summarised in the following statement:— 

“ If the lymphoid system of an adult animal be depleted by 
exposure to X rays, the animal loses its power of resistance 
to neterologous tissues, and transplanted tissues are thereby 
enabled to grow readily within its body.” 

My own observations on the guinea-pig tend to show that 
this lack of resistance extends not only to the strangers 
within the gates—the inoculated tubercle bacilli—but also to 
its relationship to the external world, and many failures at 
the commencement of the investigation are to be ascribed to 
this cause. 

As examples may be cited guinea-pig 1, which died within 
24hours from acute B. coli peritonitis; the control animal, 
identical in weight and injected with a similar quantity of 
sputum, remained alive for three weeks before it succumbed 
to general tuberculosis. Guinea-pigs 8, 9, 10, 11, 12, 13, all 
inoculated with the same material, died within 48 hours of 
acute streptococcic septicaemia. Guinea-pigs 24, 25, 27, and 
28 were found dead within a few days of inoculation, in the 
morning following particularly cold nights in February of 
this year, whilst similar sized animals in adjacent cages were 
unaffected. 

The earliest date at which naked-eye manifestations can 
be obtained has not yet been determined exactly, but a 
number of early deaths followed the inoculation of sputum 
literally crowded with tubercle bacilli, when no lesions were 
observed and no tubercle bacilli could be demonstrated 
microscopically up to the end of five days. (Table II.) 

4 Journ. Exper. Med., 1914, xx., 397. 


Table II. 


Material inoculated: Sputum in each instance. 


i . 

c * 

Result of 

Post-mortem lesions. 

* 

1 

*3 ft 
a 

inocul&tion of 
X-rayed G.P. i 

Naked eye. 

Microscopical. 

c 

o 

o 

G 

Died after 24 
hours. 

Good deal of fluid 
in peritoneal 
cavity. 

Films from fluid and 
heart’s blood showed 
the presence of 
B. coli. No T.B. 
could be detected. 

Died 

after 

21 days. 

H 

Died 4 days 
after inocu¬ 
lation. 

Nil found. 

No T.B. could be 
detected. 


J 

Died in 5 
days. 

No lesions found. 
Suspected to have 
died as a result of 
inoculation of 
antiformin. 

No T.B. could be 
detected. 

Died 

after 

19 days. 


* Controls: Post-mortem lesions .—Naked eye: In both control 
animals tubercular lesions found in spleen, liver, and mesenteric 
glands. Microscopical: Films showed T.B., numerous in guinea-pig G. 


The most striking examples of early generalisation of 
B. tuberculosis in these X-rayed guinea-pigs are given in 
Table III. The value of the method must, however, be 
estimated by a standard of reliability—that is to say, it is 
not sufficient for the inoculation of material crowded with 


Table III. 

Material inoculated: In each instance 10 c.c. sputum 
crowded with B. tuberculosis. 


h 

Result of 

Post-mortem lesions. 

3 P* 

o 

Inoculation of 
X rayed G.P. 

Naked eve. 

1 - 1 

Microscopical. 

K 

Died after 

7 days. 

Pin-point tubercles on spleen 
and liver. Spleon much en¬ 
larged. Mesenteric glands 
enlarged, soft, and caseous. 

Pin-point tubercles found on 
liver. Numerous enlarged 
soft caseating glands which | 
easily broke down. 

T.B. present. 

L 

” 

11 

M 


Spleen enlarged. Numerous 
enlarged soft caseating mesen¬ 
teric glands found. 

\ 

N 


Spleen enlarged. Mesenteric 
glands everywhere enlarged, 
soft, and caseating. 

" 

O* 


Spleen somewhat enlarged. 
Numerous mesenteric glands 
enlarged, soft, and readily 
i breaking down. 



* X-rayed three days before inoculation. 


acid-fast bacilli to give a positive result at an early date ; it 
must be capable of giving evidence of the presence of 
B. tuberculosis even when the material inoculated fails to 
show the micro-organism after prolonged microscopical 
examination. Two examples will suffice upon this point. 
(Table IV.) 

Table IV. 


Material inoculated: Guinea-pig P, faeces; Q, catheter 
specimen of urine. 


g J 

Clinical 

diagnosis. 

Result of 
inoculation 
of X-rayed 
G.P. 

Post-mortem lesions. 

S’ 2 - 

Naked eye. L“p{£l 

P* 

Tubercular 
disease of 
intestine, 
ulceration. 

Dted after 
e days. 

Spleen and liver not enlarged. 1 T.B. 
Coils of intestine matted present, 
together. Small abscess found 
between coils of large gut. 

Mesenteric glands everywhere 
enlarged and soft. 

Q 

Tubercular 
disease of 
kidney. 

Killed after 
12 days. 

Tubercle found on spleen. 

Numerous mesenteric glands 
enlarged, soft, and caseous. 

No tubercle on liver. 


* X-rayed 3 days before Inoculation. 

In the faecal material employed to inoculate guinea-pig P 
very prolonged Bearch of the centrifugalised deposit after 
antiform treatment resulted in the detection of one small 
bunch of acid-fast bacilli; whilst careful search by several 
observers of the centrifugalised urinary deposit, subsequently 
injected into guinea-pig Q, failed to Bhow any acid-fast 
bacilli whatever. 
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OPERATION FOR LOOSE SEMILUNAR 
CARTILAGE. 

By R. P. ROWLANDS, M.S.Lond., F.R.C.S. Eng., 

SURGEON TO GUY’S HOSPITAL. 


A great many operations have been performed for loose 
cartilage during the war, but the recovery of perfect 
function and fitness for active service has been slow in 
many cases. Those who supervise the after-treatment by 
massage, movements, and exercises tell me that they are 
depressed by the long duration of convalescence and dis¬ 
appointed with the ultimate results in some cases. These 
facts should lead us to consider whether sufficient care is 
taken in (1) the selection of cases suitable for operation; 
(2) the technique of the operation ; and (3) the after- 
treatment. 

I. The Selection of Cases Suitable for Operation. 

It is clearly of the greatest importance to be sure of the 
diagnosis. Therefore the symptoms, signs, and diagnosis 
will be briefly discussed here. 

Symptoms, —'The history of the original and - subsequent 
injuries is of the greatest importance, for the detachment of 
a semilunar cartilage is nearly always due to indirect violence 
such as a sudden twist of the leg. The internal cartilage is 
commonly displaced by a sudden outward rotation with 
abduction of the leg at the knee-joint. Occasionally it is 
due to extreme flexion of the knee and the sudden 
attempt to get up. Generally there is a severe pain and 
often an audible click at the moment of displacement. In 
many cases the patient feels the cartilage go both out and in. 
Often the patient has to be carried home or walks painfully 
on tiptoe, quite unable to fully extend the knee. As a rule, 
effusion occurs in the first attack. Recurrent displacements 
are often brought on by more trifling injuries, and later still 
the cartilage may be displaced by slight movements, such as 
turning over in bed. 

Signs. —When the knee is examined soon after a displace¬ 
ment there may be distinct tenderness over the internal 
cartilage, and unless the latter has gone back into place the 
knee cannot be fully extended, and any attempt to do this 
causes great pain and a tight feeling behind the knee. 
As a rule, more or less effusion follows for a few days 
or weeks. 

Diagnosis .—It is very important to take pains to exclude 
other conditions which may simulate loose cartilage, espe¬ 
cially osteo-arthritis. An X ray examination often reveals 
changes in the articular surfaces and in the bones around. 
There is creaking in the joint, and other joints are com¬ 
monly affected. Early, tuberculosis, especially starting in 
the synovial membrane near the internal cartilage, is very 
difficult to distinguish, and radiography does not often 
help, but the peculiar pulpy character of the swelling with 
limitation of flexion, the general condition, and the history, 
are valuable aids in the diagnosis. Laceration of the 
internal lateral ligament, or partial detachment of it from 
the femur, may occur at the same time as displacement of 
the internal semilunar cartilage, but with this condition 
alone there is distinct local tenderness over the internal 
surface of the internal condyle of the femur, and sometimes 
there is an effusion of blood at this spot. In some cases the 
X ray examination reveals an exostosis near the knee-joint 
either of the femur or tibia. The slipping of a tendon over 
one of these may cause symptoms simulating those of a 
loose cartilage. Also a sprain of the tendons inserted on the 
inner side of the tibia high up—the sartorius, semitendinosus, 
or gracilis—may be mistaken for loose cartilage, but the 
tenderness, creaking, and swelling are lower. Radiography 
may indicate a new growth near the joint, especially in the 
centre of the head of the tibia or lower end of the femur. 
Such a growth may cause much pain and recurrent effusion 
into the knee-joint as a result of slight strains. The same 
method of examination may show one or more loose bodies 
in the joint, generally between the condyles of the femur or 
in the subcrural pouch of synovial membrane. A sesamoid 
bone near the gastrocnemius origin has often been mistaken 
for a loose body. Certain loose bodies such as detached 
fringes or pieces of articular or semilunar cartilage do 
not throw a shadow on the screen. In some cases an 
X ray examination reveals fracture or even detachment 


of the spine of the tibia. As a rule, this injury is 
the result of extreme violence. Enlargement of the ligaments 
alaria sometimes simulates loose cartilage, and so may 
pendulous synovial fringes in other parts of the joint. 
These, unfortunately, do not show with the X rays. 
Detachment of the external semilunar cartilage is far less 
common, and when it does occur it is liable to be mistaken 
either for slipping popliteal tendon or internal semilunar. I 
have found it extraordinarily movable as a whole , and espe¬ 
cially so in children over ten years who give no very con¬ 
vincing history of a definite injury. One boy could put the 
cartilage out and in at will during flexion and extension. A 
very loud click was heard at each movement, and the leg 
jerked laterally, while a swelling came and went away at the 
outer side of the patellar ligament. 

Slipping of the popliteus tendon usually causes creaking 
and effusion further back on the outer side of the knee. 
Many youths, and especially young girls, develop recurrent 
effusion with insecurity of the knees as a result of prolonged 
exercise, but there is no history of locking or sudden clicking 
with agonising pain. 

So many things may simulate loose semilumar cartilage 
that it is not always easy to be quite sure of it; therefore 
great care must be taken in gathering an accurate history, 
in making all necessary examinations, and in considering «dl 
the possible pitfalls. In many cases accurate diagnosis is 
impossible, but if the symptoms and disabilities are severe 
and recurrent, and due care has been taken to exclude the 
conditions which are not likely to be benefited by an opera¬ 
tion, it is wise to advise exploration. As a rule, this soon 
reveals a removable cause. 

Indications for and Against Operation. 

1. It is rarely wise to operate after the first detachment, 
for recovery without operation is possible in these oases, 
unless the cartilage is actually out of place and cannot be 
reduced even under an anaesthetic. 

2. When an anaesthetic is necessary to replace the cartilage 
an operation by a skilful surgeon with due care does not add 
materially to the risk of the patient. But under opposite or 
doubtful conditions it is clearly better to treat the case con¬ 
servatively after the replacement. The best evidences of the 
persistence of the displacement are locking and inability to 
fully extend the knee, for when the cartilage lies between 
the prominent part of the condyle of the femur and the 
articular surface of the tibia, it is practically impossible to 
extend the knee to the full extent. 

3. When the cartilage only causes slight symptoms but no 
actual disability for work or necessary exeroise it is not advis¬ 
able to operate; but 

4. If frequent displacement interferes frith the capacity 
of earning a livelihood or of taking necessary exercise an 
operation should be recommended. 

5. It should be urged for recurrent displacement when the 
patient is liable to go to risky places where a sudden detach¬ 
ment may land him and perhaps his fellow workers in 
danger. 

6. For soldiers liable to active service and coming under 
Groups 4 and 5 an operation is necessary. The same treat¬ 
ment seems to me to be advisable in them for severe first 
displacements calling for an antesthetic for their replace¬ 
ment. It is clear that under the trying conditions of active 
service recurrence is very liable to take place, and much time 
is wasted by treating such oases too conservatively. On the 
other hand, slight displacements causing only transient 
symptoms are best treated conservatively and the patient 
kept on home service or garrison duty. 

II. Operation for Loose Internal Semilunar Cartilage. 

It is probable that most of the imperfect results of opera¬ 
tion are due to errors of technique, and particularly to 
failure to take full advantage of a tourniquet. By using a 
tourniquet and making the operation bloodless the operation 
is made very much easier and safer, for the surgeon can see 
quickly what is wrong and deal with it in a few minutes. 
There is no need to use any sponges or to introduce anything 
into the knee except sterile instruments. Manipulations 
and undue irritation by frequent sponging, long exposure, 
and, above all, the escape of blood into the knee-joint are 
avoided. All these tend to cause synovitis and even infec¬ 
tion, and therefore delay the after-treatment by massage, 
movement, and exercises. Many surgeons do not use a 
tourniquet at all for this operation, being afraid of bleeding 
into the joint after the operation. Many others remove the 
tourniquet towards the end of the operation in order to 
secure the divided blood-vessels. This is entirely unneces¬ 
sary, and the tourniquet should not be removed until the 
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wound has been accurately sewn up and the bandages firmly 
applied over a massive dressing. Under these circumstances 
there is no reason why a patient should be laid up any 
longer after an operation for loose cartilarge than after an 
ordinary slipping of the cartilage—in fact, the removal of 
the cartilage should hasten the recovery of function. 

Most of the disabilities following the operation are due 
to the effusion of blood or fluid in the knee as a result of 
( a ) faulty technique, ( b ) various degrees of infection, and 
(c) unnatural restraint imposed upon the knee after the 
operation. Whenever possible the patient is made to rest 
his knee for two or three days before the operation, so as to 
lessen the effusion and congestion of the synovial membrane. 
The skin is carefully prepared. It is shaved, if necessary, 
from the middle third of the thigh to the middle third of 
the leg, then washed with ether, painted with tincture of 
iodine, and a sterile pad applied. When the patient is 
under the anaesthetic the leg is held up for several minutes 
to empty it of blood as far as possible, and then a flat 
rubber tourniquet is applied very tightly around the 
middle of the thigh. The knee is nearly semi-flexed 
over pillows or over the end of the table, and sterile 
towels are carefully arranged and secured to ttye 
thigh and leg. A vertical incision 1 inches long is 
made over the interval between the tibia and femur, 
one inch internal to the ligamentum patellae. The wound 
extends downwards half an inch below the upper border of 
the tibia. Sterile gauze pads are clipped to the edges of the 
wound before the knee-joint is opened. These leave no skin 
exposed. The capsule is opened freely and generally some 
fluid escapes. By retracting the edges of the capsule a good 
view is obtained of the anterior part of the internal semi¬ 
lunar cartilage, and any abnormality of this part can be seen 
at once. In many cases a tongue-shaped piece is semi¬ 
detached and turned inwards. In others the whole of the 
anterior part is loose. In others the two ends are the only 
parts attached, the middle portion often lying in or towards 
the intercondyloid notch. In some cases the cartilage looks 
normal, but proves unnaturally movable backwards and 
forwards as a whole. In a few cases the front end seems 
normal, but on drawing the cartilage forwards and flexing 
the knee a detached piece can be seen turning in from the 
posterior part of it. While the assistant retracts the edges 
of the wound the surgeon detaches the front end of the 
cartilage from the tibia with the knife and draws it forwards 
and inwards with a Mayo-Ochsner forceps, while he gradually 
separates the middle and posterior parts from the tibia and 
capsule of the joint. The separation of the posterior part is 
made easier by further flexion of the knee, and especially by 
the use of a strong blunt-ended tenotome. Nearly the whole 
cartilage is removed, for incomplete removal is a frequent 
cause of recurrence of symptoms. Unless the cartilage 
is at fault some other cause of the symptoms must be sought, 
and, if necessary, the wound prolonged upwards. In many 
cases the tags of the internal alar ligament are enlarged 
and (edematous. Sometimes they are very large, white, 
and hard from frequent injury. These should be removed. 
In some cases the anterior crucial ligament will be found 
to be partly detached from the tibia, with its free end frayed, 
obviously calling for removal. In others a fracture with 
detachment of part or the whole of the spine of the tibia is 
seen. In a few one or more loose bodies will be seen in the 
inter-condyloid notch or perhaps be squeezed from the sub- 
crureal pouch by external manipulation. Exceptionally a 
fracture of the articular cartilage of the femur will be seen, 
especially on the front. A tongue-shaped piece of the 
articular cartilage may flap and display the bony surface 
of the femur. It can be replaced so that only a linear 
fracture is seen, but the movements of the patella dislodge 
it again during active exercise. The whole flap should be 
removed and the edges of the gap smoothed with a sharp 
knife. The knee is straightened and the capsule is accu¬ 
rately sewn with continuous fine sterile catgut, and the 
skin with a continuous suture of linen thread. A sterile 
pad is placed on the wound and secured by a sterile gauze 
roll. Then a large pad of Gamgee tissue or cotton-wool is 
applied all around the lower third of the thigh, the knee, and 
the upper third of the leg. and this is bandaged firmly but not 

* Cu-ved incisions trespassing on the important internal lateral 
ligament are to be condemned, and so are low incisions approaching 
the cartilago from below and giving no adequate view of the interior of 
the joint. 


very tightly. Another thick layer of cotton-wool is applied and 
very firmly bandaged, taking care to leave the upper edge a 
little looser than the rest, in order to avoid discomfort and 
swelling of the knee and leg. For the same reason a cuff o£ 
wool extends both above and below the tight bandages. 
Then the tourniquet is removed. No splint is applied, but 
the knee is slightly flexed over a soft small pillow and the 
limb is raised on a wedge pillow. 

III. The After- Ireatment. 

As a rule there is very little pain and rarely any that is 
not controlled by doses of aspirin, gr. x. Every day from 
the beginning the knee is moved a little more. A hand is 
placed under the knee and the limb thus very gradually 
flexed. Then the heel is lifted up and a hand is placed on 
the front of the knee to straighten the latter. No pain need 
be elicited if this method is adopted early and gently 
enough. At the end of three or four days the outer bandage 
and layer of cotton-wool are removed and, if necessary, the 
inner bandage is slackened a little, but the sterile dressings 
are not disturbed until the end of a week when the stitches 
are removed. Then the patient is allowed up on a wheel 
chair with the leg slightly flexed. On the tenth day he is 
allowed to walk about somewhat stiff-kneed, taking care to 
keep the diseased leg always in front of the healthy one, and 
to put the weight chiefly on the heel. This prevents the knee 
giving way. From the beginning the extensors of the knees 
are gently massaged, and the patient is encouraged to use 
these muscles and to move the knee a little more every day. 
The patella is moved sideways and up and down upon the 
femur every day. Ail passive movements are gentle and 
steady, and never sudden or jerky. At the end of a week 
flexion to a right angle is generally easy and comfortable. 
Massage of the knee-joint is not commenced before 12 days, 
when the wound is firmly healed. Exercises against resist¬ 
ance are very valuable in developing the muscles. Radiant 
heat and cataphoresis are often desirable, and a cr€pe 
bandage around the knee only is useful for about a month. 
While the application of splints with delay in active move¬ 
ments are extremely detrimental, violent passive movements 
commonly cause effusion, pain, weakness, loss of confidence, 
and delay in recovery. Similarly, prolonged standing and 
fatigue from any form of active exercise in the early 
days delay recovery. All movements should be gentle, all 
exercise short of fatigue. With due care the patient is 
generally walking about fairly well at the end of a fortnight. 
Movements and power are almost perfect within a month or 
six weeks. _ 

THREE CASES OF SEPTIC INFECTION 
DUE TO OTITIS MEDIA. 

By W. WILSON, M.D., B.SO., 

CAPTAIN, B.A.M.C.; 

AND 

J. W. BARRETT, C.M.G., M.D., M.S. Melb., 
F.R.C.S. Eng., 

TEMP. LIEUT KNANT-COLONEL; CONSULTING AUBI8T, K.F. 

The three cases referred to in these notes made their 
appearance in a military hospital at about the same time. 
As there is scarcely a problem connected with septic infection 
following on aural disease which was not involved in their 
management, and as the results in the second and third cases 
were most gratifying, we have thought it worth while to 
place a summary of the facts on record. 

Cask 1. Glide media: broncho-pneumonia ; abecets oj neck; 
cerebellar abscess ; death.— Private, Aged 20, admitted to hospital 
with profuse otorrhocaon right Bide. The ear had discharged for a long 
time previously and apparently had not been treated. Small per¬ 
foration of membrane and some tenderness behind mastoid process. 
Temperature normal, pulse 64 to 74. and respirations 16 to 18. Two 
days after admission temperature suddenly rose to 104*4°, pulse to 86, 
respirations to 20 but no rigor. The mastoid process was immediately 
opened up; some granulation tissue found in antrum and one small 
p ckct of pus in mastoid process. 

Shortly afterwards patient developed broncho-pneumonia, apparently 
streptococcal in origin, and temperature range rose daily to 102° for 
about 10 days, when it became practically normal. General condition 
fairly good, but he did not progress; no definite symptoms referable to 
head. Examination of eyes, however, on eighteenth day after 
admission showed optic neuritis with haemorrhages on opposite (left) 
side. The following day blood oount showed very slight leuoooytosls. 
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Exploratory operation; mastoid wound was enlarged upwards and 
backwards and a large extradural cerebellar abscess evacuated. Lumbar 
puncture gave no indication of any abnormality of cerebro-spinal 
fluid. Condition remained somewhat unsatisfactory, with temperature 
rising to 102° until forty-third day, when optic neuritis was found to 
have definitely increased. Focal symptoms completely absent. In 
view, however, of unsatisfactory general condition the bone above and 
behind mastoid was removed, the dura exposed, and both cerebellum 
and middle lobe explored with negative results. 

On the fiftieth day a deep-seated abscess in back of neck on both 
sides was evacuated. It was apparently unconnected with mastoid, at 
all events no gross connexion was visible. The pus was streptococcal. 
On fifty-second day internal jugular vein was exposed and tied, but 
patient died of exhaustion three days later. No vomiting and cerebral 
symptoms absent from beginning to end. 

The post-mortem report was as follows: Lungs congested, less 
resilient than normal. Heart fatty with a little fluid in pericardial sac. 
Kidneys congested. Brain: dura slightly adherent over vertex. 
Cerebral vessels turgid. Cloudy yellow fluid issued from beneath 
tentorium. On raising tentorium patches of lymph were observable on 
right half of cerebellum. Whole of under surface of cerebellum and 
ns was coated with layer of lymph. There was an abscess cavity 
right half of cerebellum in antero-inferior portion. It was irregular 
in shape and approximately 2 x 1! cm. in size. 

This case was noteworthy because there were no symptoms 
of cerebral complication. The guarded prognosis given 
throughout was based on the continuance of the left optic 
neuritis. The existence of optic neuritis was the more 
remarkable, as from first to last there was no suggestion of 
raised intracranial pressure. 

Cask 2. Otitis media; mania : infarcts in lungs mid intestines ; 
gluteal abscess; recovery.— Private, aged 28, admitted into hospital 
with profuse otorrhcea on right side. History of long-standing ear 
disease; apparently no treatment. Temperature on admission 100*2° F.; 
pulse 72. Small perforation of membrane and some slight tenderness 
over mastoid region. Two days after admission temperature sud¬ 
denly rose to 104*8° and pulse to 96, but no rigor. He became 
seml-maniacal and had to be put under restraint. A swelling appeared 
below mastoid process, and operation was performed on sixth day after 
admission. Whole of mastoid process was riddled with collections of 
pus, but lateral sinus apparently normal. On fourth day after 
admission white blood count was 15,300. After operation mental con¬ 
dition improved, but temperature oscillated between 103° and 98*8° 
until eighth day, when he developed in rapid succession diarrhoea with 
blood-stained mucous discharge showing Bacillus coli , pulmonary 
infarction with haemoptysis, and a large gluteal abscess extending 
down to sacro-sciatic notch. Pulse rose to 150 and temperature 
remained irregular. A blood culture at this stage showed streptococci. 
There was no optic neuritis, but there were patches in his eye of 
old choroido-retinitis. On fifteenth day jugular vein was ligatured 
in neck and lateral sinus exposed and obliterated ; abscess in gluteal 
region drained. The exposed dura mater was explored with negative 
results. Fifteen ounces of pus were obtained from gluteal wound. 
From this point recovery was steady and only Interrupted by suppura¬ 
tion along track of jugular vein which gave no serious trouble. 

The recovery of the man is remarkable and is really an 
indication of the possibilities of successfully combating 
gross septic infection. 

Cask 3. Otitis media; extensive mastoid involvement; septicaemia ; 
recovery.—Rifleman, aged 25, admitted into hospital with profuse dis¬ 
charge from right ear. History of long-standing otorrhcea ; apparently 
no treatment. On admission tenderness over mastoid region ; tempera¬ 
ture ranged between normal and L0°F.; pulse 104. Discharge very 
profuse. Usual mastoid operation at once performed ; greater part of 
mastoid process was removed by reason of extensive infiltration with 

C Lateral sinus appeared normal, but there was a small sinuB 
ing down to cerebellar dura mater which was curetted. The 
whole of the suppurating bone could not be removed for obvious 
anatomical reasons. On the fifth day after admission temperature rose 
tol05*6 c , pulse to 140, respira’ions to 30. He sweated profusely and 
was seriously ill without definite localising symptoms. Temperature 
subsided somewhat, but condition not satisfactory. Blood count showed 
white blood corpuscles 13.100. On tenth day jugular vein was tied and 
lateral sinus traced backwards and obliterated by pressure in mastoid 
region ; dura not opened. The patient was not relieved and developed 
stiffness in back of neck with muscular rigidity. Fluid obtained 
bj lumbar punctum appeared normal. Hlsconditlon remained unsatis¬ 
factory, temperature rising to 102°, when an abscess appeared along 
course of jugular vein, and on its evacuation symptoms came to an end ; 
excellent and uneventful recovery. Cultures made from blood during 
course of disease showed streptococcal Infection. 

Reviewing these three cases it is difficult to assign a posi¬ 
tive and specific value to ligature of the jugular vein, but 
the impression left in mind is that the operation was of 
definite service. The recovery of Case 2 is remarkable and 
illustrates so well the general rule that whilst septic infec¬ 
tions in aural cases within the dura mater are too often 
fatal, recovery can be expected in many septic aural cases 
with the grossest lesions so long as the infection is outside 
the dura mater. It should be stated that antistreptococcal 
^ms were freely employed in all three cases. The 
operative procedure throughout was effected, so far as the 
aural work was concerned, by Captain William Wilson, 
R-A.M.C. (T.C ), and so far as the general surgical pro¬ 
cure was concerned, by Captain S. W. Maslen Jones, 
R-A.M.C. The post-mortem and pathological examinations 
were made by Captain E. C. Myott, R.A.M.O. 


LIGATURE OF COMMON CAROTID 
ARTERY. 

NOTES ON THREE OASES AT A CASUALTY CLEARING STATION. 

By j. j. M. SHAW, M.D.Edin., 

CAPTAIN, B.A.M.C., S.R. 

In those cases of injury to the large vessels of the neck 
which escape death upon the field from primary haemorrhage, 
operative treatment is seldom called for before the patient 
reaches a base hospital. The conditions usually presented at 
a casualty clearing station are either a small deep traumatic 
aneurysm or, more commonly, an arterio-venous aneurysm of 
variable size, while in a few rare cases of severe reactionary 
or secondary haemorrhage ligation may be indicated. 

An aneurysm increasing in size or dangerously superficial 
in neighbourhood of wound may necessitate early operation, 
but all other cases are best treated by rest and observation. 

At the end of 14 days, if the tumour be stationary or 
decreasing in size, they may be transferred to the base, where 
spontaneous cure will sometimes occur after several weeks 
or operation can be performed when the limit of diminution 
is reached. 

An aneurysm existing for even a few hours is the best 
preparation for ligature owing to the fact that the collateral 1 
circulation is gradually and not suddenly called upon to* 
supply the area of deprivation, and can adequately cope with 
the requirements of the tissues when complete cessation of 
supply through the original channels is effected. This is 
well exemplified in the case of the popliteal artery where 
severance of the vessel by a bullet, even without much loss 
of blood, almost invariably leads to gangrene of the leg, 
while ligature for traumatic aneurysm very seldom does so ; 
the Letouffier tube aims at the performance of this function 
of an aneurysm in the provision of a modified supply of 
blood while the critical period of collateral expansion is tided 
over. 

During 30 months in a casualty clearing station, amongst 
a total of 44,000 wounded, I have seen only three cases in 
which ligature of the common carotid appeared to be indi¬ 
cated, each for one of the three conditions enumerated 
above—severe secondary haemorrhage, dangerously superficial 
aneurysm, and a tumour which increased in size despite rest 
in bed. 

Case 1.—Private, wounded on Dec. 28th, 1914. Rifle bullet entered? 
neck posteriorly at level of fourth cervical vertebra and one Inch 
from middle line on left side. Ascending ramus of lower jaw and 
alveolus of upper on left side were shattered. Malar bone fractured 
but not comminuted, and whole cheek from mouth to ear torn in 
shreds. He was in a state of collapse and much exsanguinated when 
admitted to No. 2 Casualty Clearing Station eight hours after being 
wounded. An intravenous saline, containing two drachms of brandy, 
was administered, and this, combined with warmth, gave rise to severe 
reactionary haemorrhage. The large gauze plugs In the wound were 
quickly withdrawn and, aided by the patient fainting, several large 
fragments of bone and loose groups of teeth were removed. No bleeding • 
points were secure, but a ligature was applied to twisted end of facbd 
artery which lay free in wound. Packing sufficed to arrest welling up 
of blood from deeper parts at the time, but on following morning 
another severe haemorrhage occurred and under an anaesthetic I tied 
the external carotid through an Incision extending from the wound. 

For four days there was no further haemorrhage, but the wound' 
became extremely septic and the feetor, associated wi»h large wounds- 
of the mouth, was unpleasantly pronounced. On fifth day violent 
haemorrhage took place while patient was drinking some lemonade. 
The blood appeared to flow from the internal carotid where ulceration 
of vessel had probably occurred. He rapidly became semi-conscious 
and, under a light anaesthetic, I tied the common carotid through 
transverse incision. This wound was covered with gauze and col odium 
and remained aseptic throughout. This operation rendered him com¬ 
pletely aphasic and hemiplegic for three days and very dangerously 
ill for a week. On fourth day he suddenly called out “ Here,” and 
this word was used to express all his wants until t he seventh day when 
his vocabulary commenced to increase and, in certain moods, to 
intensify considerably. First voluntary movement of right arm and 
leg occurred also on fourth day after operation. He was very 
irrational for about 10 days and required nasal feeding on several 
occasions. When transferred to base, three weeks after last operation, 
the movements of limbs of right side equalled those of left in vigour 
and he was cheerful aud sensible although still very weak. Five 
months later he wrote from Ireland to say that he was quite well 
except for “ the extra little hole in his face.” 

Case 2.—Private, wounded on July 26th, 1916. Shell splinter 
entered left side of neck at anterior border of sterno-mastoid imme¬ 
diately above level of cricoid. Prior to admission to No. 44 Casualty 
Clearing Station fine gauze plugging had been packed into wound and 
haemorrhage successfully arrested. A large superficial arterio-venous 
aneurvsm w*s present with loud “machinery” bruit and distinct 
“ prickly ” thrill. He complained of continuous roaring noises in the 
I head, like breakers on a shore, which forbade sleep; considerable 
I discomfort on swallowing or movement of head, but no actual pain. 
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As the aneurysm was large and dangerously near the surfaoe, 
exposing him to risk of copious hemorrhage on extrusion of plug, I 
ligatured common carotid on following day. No ohange visible in 
face on tightening of ligature. On removal of gauze plug from wound 
considerable venous haemorrhage took place. The sac was freely 
exposed and the veins leading thereto, including internal jugular, were 
grouped together above and below and ligatured. As the haemorrhage 
was thereby completely arrested, the artery which had been undis¬ 
turbed at seat of Injury was not ligatured distally. Missile not 
searched for. No post-operative symptoms. Noises In head had dis¬ 
appeared completely; no trace of paralysis or aphasia. He was trans¬ 
ferred to base on tenth day after operation, and three months later 
wrote that missile had been extruded on Oct. 1st through small sinus 
at seat of original wound without operation, and he was about to have 
a board with view to return to active service. 

The third case was undertaken for an enlarging tumour 
which proved to be an abscess in the laminae of the original 
aneurysmal sac, and unfortunately ended fatally. 

Casf. 3.— Private, wounded on right side of neck by shell fragment 
on Oct. 24th. 1916. He was admitted as a walking case to No. 44 Casualty 
Clearing Station eight hours after being hit, with temperature 102° F. 
and pulse 120. Wound small and in mid-line of sterno-mastoid imme¬ 
diately below level of cricoid. No external haemorrhage after admission, 
but patient said it had bled freely at tirat and then stopped of its own 
accord. A small deep pulsating tumour felt; distinct aneurysmal 
thrill and also a bruit, which was, however, more easily audible over 
temporal artery than through fascial and muscular layers. 

The tumour increased in size for two days but caused very little dis¬ 
comfort, temperature and pulse falling steadily. On third day it was 
visibly smaller and continued to decrease in size until seventh day, when 
he felt“ champion ” and talked and ate with great gusto. On evening of 
eighth day pulse rose from 68 to 84 and temperature from 98 6° to 99 8°, 
the swelling being slightly larger. He slept well, however, and felt 
better the following morning. He complained of tiredness; towards 
evening respiration appeared slightly interfered with. The slight 
irritative cough which had affected him throughout sounded harsher. 
On following morning pulse had dropped from 96 to 82, temperature 
99°, and he felt again a little better, but swelling had increased consider¬ 
ably towards root of neck, and lips and ears showed a slight degree of 
cyanosis. I decided to operate, and through long oblique incision first 
disarticulated and removed portion of inner end of rightclavicle to have 
ready access to artery in event of rupture of sac. The common carotid 
was ligatured about 14 inches above innominate bifurcation The 
tumour caused vessels of neck to curve outwards, while trachea and 
oesophagus were pressed over to left of middle line. The large tumour 
was then incised, and out flowed several ounces of creamy pus. When 
this had been mopped away an inner tumour about size of large hen’s 
egg became visible—the actual aneurysm. The pus cavity, developed 
in Intermediate laminae of original aneurysmal sac, surrounded the 
aneurysm on all sides except posteriorly, and stretched up behind 
sterno-mastoid muscle to mastoid bone. Two Angers could be easily 
passed between oesophagus and prevertebral fascia. The aneurysmal 
sac was then incised and a finger placed upon bifurcation of carotid 
immediately below which lay au oval slit about 15 mm. in length on 
anterior aspect. Jugular vein appeared unwounded. A distal ligature 
was applied and the wound left open. The patient never rallied and 
died four hours later. Poet mortem: Jugular vein found intact, but 
bound down with the vagus nerve in dense inflammatory tissue. 
Nothing beyond slight comparative congestion of left cortex observ¬ 
able in brain. Smear of pus showed numerous micrococci and several 
organisms closely resembling li. perfrivpens. Pericardium contained 
152 c.c. of clear fluid. The small fragment of metal lay embedded 
in some enlarged deep cervical glands on loft side. 

The heart tires with great rapidity under even a small 
degree of respiratory embarrassment due to obstruction of 
the air-passages in the neck, whether the cause be aneurysmal 
or a wound of larynx or trachea. The facts of the external 
wound having practically healed over the sterno-mastoid, 
the masking of the presence of the pus stratum by the 
* deep fascia, and the patient’s appearance and sense of well¬ 
being until the morning of operation, appeared to justify the 
hope that a second diminution might occur. Delay in opera¬ 
tion was disastrous, and the experience of this case would 
lead me in future to operate at once upon an aneurysm 
which, having become quiescent, again commences to enlarge. 


The Medical Register.—T he official Register 
just issued contains the names of 43,481 persons, of whom 
54*2 per cent, are on the local Register for England, 31*8 per 
cent, for Scotland, and 14 per cent, for Ireland. 1202 names 
(including 123 colonial and 7 foreign registrations) were added 
during the year, and 59 names were restored. 1005 names 
have been removed from the Register during the year: 983 
on evidence of death, 14 under Sec. XIV. and 8 under 
Sec. XXVLII.-IX. of the Medical Act, 1858. This accounts 
for all the removals, it being significant that no registered 
medical man has formally removed his name as having 
ceased to practise. 

Down District Asylum, Downpatrick.—D uring 
1916 the total daily average number of residents in the 
lunatic asylum at Downpatrick was 778, 412 men and 366 
women. The patients admitted were seven less than in the 
previous year and the net average cost per head showed an 
increase of only £2 16*. 9 d. as compared with 1915, the 
amount received for the maintenance of paying patients 
being exceptionally large. From the farm there wras a net 
profit for the year which ended March 31st, 1917, of 
£2142 4s. 9d. 


Clinical States: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


DOUBLE DISLOCATION OF JAW SIMULATING 
FRACTURE OF THE SKULL. 

By E. C. Hare, M.R.C.S. Eng., L.R.C.P. Lond., 

LIEUTENANT-COLONEL, I.M.8. ; 

AND 

Sydney J. Cole, M.D.Oxon., 

MEDICAL SUPERINTENDENT, WILTS COUNTY ASYLUM, DEVIZES. 


Thb foliowring case, in which double dislocation of the 
jaw backwards into the external auditory meatus induced 
symptoms simulating fracture of the base of the skull, gave 
rise to interesting diagnostic questions. 

The case was that of a tall, well-built, well-nourished 
man, aged 23, who had been an inmate of the Wilts 
County Asylum since April, 1916, on account of epilepsy. 
The fits occurred frequently, were of a severe type, and 
attacked him without warning. He had a broken nose 
and several old scars on his face, the result of injuries 
sustained in falls that had occurred in previous fits. On 
March 15th last he was walking in one of the airing courts, 
when suddenly in a fit he fell forwards “like a log,” 
and struck the point of his chin on the asphalt pavement. 
He was at once found to be bleeding not only from a deep 
lacerated wound on the chin, about an inch long, but also 
from both ears. Within a few minutes he was rolling about 
on the ground and moaning. He was carried into the 
hospital ward, and it was then found that his jaw had been 
driven backwards and was fixed almost immovably in the 
closed position. On attempting to move it, crepitus was 
felt, though no fracture of the jaw could be located. By 
the following morning he was able to talk and to drink milk; 
but he continued very stupid and apathetic, so that it cannot 
be stated whether his hearing was affected to any extent. 
There was some swelling and pain in the neighbourhood of 
each temporo-maxillary joint. Mobility of the jaw was not 
recovered, and the patient remained unable to take any but 
liquid food. The discharge from the ears was practically con¬ 
tinuous, being bloody till the eighth day from the injury and 
then serous. On the eleventh day about a teaspoonful of pus 
came away from the left ear, and on and after the seven¬ 
teenth day pus was exuding from both ears. On the seventh 
day the temperature rose rapidly and reached 102-8° F. 
Irregular pyrexia continued until the nineteenth day, after 
which, in spite of the purulent discharge from the ears, the 
temperature remained subnormal for several days, until after 
the onset of a status epilepticus. He had had occasional epi¬ 
leptic fits since the accident. On the twenty-sixth day the fits 
became frequent, 20 being recorded for that day, 10 for the 
twenty-seventh day, 27 for the twenty-eighth, and 15 for the 
twenty ninth day up to the time of his death at 1.20 P.M. 
(April 12th). The fits appeared comparable to a typical 
status epilepticus and classical symptoms of meningitis 
were absent. 

It was expected that a fracture would be found extending 
across the base of the skull, bat post-mortem examination 
showed that there was no fracture of the base in the 
ordinary sense of the term. The base as viewed from 
within the cranium was intact, and there was no injury or 
recent disease of any of the cranial contents. There was a 
fracture of the tympanic plate of each temporal bone and 
septic arthritis of both temporo-maxillary joints. What had 
happened in the fall was that the condyles of the jaw had 
been driven backwards, smashing the tympanic plate, 
encroaching upon the external auditory meatus, and open¬ 
ing a way from the meatus into the joint, with the result that 
septic arthritis had been set up. There was no fracture of the 
jaw. _ 


CASE OF ULNAR PARALYSIS; ULNAR-MEDIAN 
ANASTOMOSIS; RECOVERY. 

By J. K. Haworth, M.D., B.S. Durh., 

CAPTAIN, R.A.M.C. (S.R.) ; SURGICAL SPECIALIST, 8TH LUCKNOW DIVISION. 


On April 9th, 1916, in Mesopotamia, Private H- was 

shot in the left forearm just below the elbow on the inner 
side by an explosive bullet. In December, 1916, he was 
admitted to Lucknow Station Hospital suffering from typical 
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ulnar paralysis of left hand. He complained that his hand 
was useless and he wanted something done. On examination 
the ring and little fingers of his left hand were flexed 
markedly and quite useless, and bine in oolonr. He could 
not move them and could feel nothing. There was marked 
wasting of the interossens muscles. He could not move the 
fingers apart. 

Operation , Feb. 10th, 1917.—A curved incision was made 
over the front of the left arm. The lower part of the ulnar 
nerve was found and seemed of fair size. The nerve was dis¬ 
sected out and taken under the flexor muscles and let into the 
median nerve by a valve-like slit, being held by a very fine 
catgut suture. The nerves were held in apposition by a skein of 
catgut passed round the nerves outside of a layer of membrane 
from the inside of a boiled egg. The wound was closed and 
healed perfectly. Sixteen days afterwards he noticed the 
two fingers were no longer blue, but pink and healthy- 
looking. He could just feel a little in them. Some days 
later he could move them a little. On examination, six weeks 
after the operation, the fingers looked normal. He could 
move them fairly well, even to extending them and flexing 
them to almost their full limit. He could feel quite well 
in them and could slightly separate them. He stated 
himself that the use of his hand was rapidly improving. He 
has been transferred to the Electrical Institute, Dehra Dun, 
for treatment. 

Remark s. —The nerve may never have been divided by the 
wound yet held by very dense scar-tissue. Whether an 
attempt should have been made to free the nerve or not is 
doubtful. The scar-tissue would doubtless have bound it 
down again so it might appear that the cross anastomosis 
of nerves might be useful in similar cases. 


anh Jtoltas of Jtoo&s. 


Surgical Therapeutics and Operative Technique. By E. 
Doyen. English edition prepared by the author in 
collaboration with H. Spencer-Browne, M.B. Cantab., 
il&ve de l’lnstitut Pasteur; et Chef de Clinique de 
l’lnstitut Doyen. Vol. I. London: Baillidre, Tindall, 
and Cox. 1917. Pp. 746. Price 25*. net. 

This book is not a mere literal rendering of the French 
edition of Doyen’s great five-volume work, but at Dr. 
Spencer-Browne’s request the author rewrote several portions 
of the original before the translation was undertaken so as 
to make it exactly representative of the present practice of 
the clinic with which the two were associated as chief and 
first assistant. The English edition therefore represents the 
methods employed by a brilliant surgeon as improved by him 
nearly up to the time of his death. The volume now issued is 
a first instalment of three which are to contain the substance 
of the French five. Not the least interesting portion of this 
volume is the historical introduction, in which there are 
reviewed the methods which have from time to time been 
employed for the arrest of haemorrhage. Chapters follow 
in which the instruments preferred are described, some of 
them at great length ; for instance, nearly 10 pages and 
17 illustrations are devoted to the account of the operating- 
table devised by Doyen. Many of the instruments were 
invented by him, a department of surgery in which he 
showed great ingenuity. While much of the advice given 
on surgical technique is sound, statements occur here and 
there which would not be endorsed by many surgeons. On 
two main principles the author specially insists. The first 
of these is that time should not be wasted in the course of an 
operation by ligaturing bleeding vessels. Doyen holds that 
many vessels are tied quite needlessly, for if the occlusion of 
these vessels had been left to the end of the operation many 
of them would not have required ligature at all. The second 
principle is bound up with the first; it is that operations 
should be completed as quickly as possible. When a tumour 
has to be removed it should be got away as rapidly as 
possible, for if this is done the shock to the patient is 
diminished and less blood is lost. 

So far as the book may be judged by this first volume it will 
serve a useful purpose in laying novel ideas before the surgical 
reader, acquainting him with methods found useful by an 
adroit operator and furnishing valuable suggestions on the 
use of instruments. The translation is good on the whole, 


but phrases and expressions occur which are hardly current 
in medical English. We may quote a few examples. “A 
wen of the hairy scalp ” is not an improved rendering for 
“a sebaceous cyst of the scalp.” Readers may reasonably 
ask: Where is the “ genal region”? What is a “recoil 
screw”? The sentence: “The phenol vapours chased the 
flies ” has the virtue of being graphic if unusual, but “ The 
pavilion of the ear ” may merely mystify. Consultation of a 
good medical dictionary would clear up the difficulties, let it 
be admitted, but authors should not put this trouble on their 
readers unnecessarily. These are small matters, and only the 
translator knows the difficulties of his task, but at the present 
time when a large proportion of the medical profession can 
enjoy the Gallicisms in their original form, it should be the 
translator's task to render into current English. 


The Involuntary Nervous System. By Walter Holbrook 

Gaskell, M*.A., M.D., F.R.S. With coloured figures. 

London : Longmans, Green, and Co. 1916. Pp. 178. 

Price 6*. net. 

This first volume of the proposed series of monographs on 
Physiology, edited by Professor Ernest H. Starling, leaves 
physiological science painfully aware of the serious loss it 
has sustained by the regretted death of Professor Gaskell. 
It is to him above all others, as Professor Starling declares, 
that we owe our present knowledge of the involuntary 
nervous system. The monograph under review represents 
the finished product of the activities of one who for no less 
than 40 years devoted himself to the meaning of the nervous 
system and the problems that have arisen from its study. 
At a time when recent researches on the sympathetic 
nervous system have served to indicate its great importance 
physiologically and clinically it is gratifying to have from 
the hands of a master a consistent and harmonious account 
of the significance of the involuntary muscular systems in 
the higher vertebrates both from a morphological and from a 
physiological point of view. 

It is difficult, in a brief review, to indicate even the 
general conclusions of a book which will repay perusal 
from cover to cover. Professor Gaskell divides the 
involuntary muscular systems of the body into various 
groups, vascular, ectodermal, endodermal, sphincter, and so 
on. The muscles of some of these contract under the 
influence of adrenalin, the endodermal only in the presence 
of acetyl-cholin. We have thus an adrenalin group and 
an acetyl-cholin group. These two groups are supplied 
by fibres from two distinct nervous systems—viz., the 
sympathetic nervous system (in the old sense) and the 
enteral nervous system. Further, the motor nerve 
cells of these two nervous systems are in turn connected 
with the central nervous system, again by two separate 
arrangements, the former by the thoracico-lumbar outflow 
from the spinal cord, and the latter by the bulbo- 
sacral outflow. The nerve cells of both these systems were, 
it is known, originally in the central nervous system and 
have travelled out from it. The cells of the sympathetic 
nervous system are linked to cells containing adrenalin (the 
chromaffin system), which presumably existed originally in 
the central nervous system as adrenalin-nerve cells, and 
became separated, though still associated, as they passed 
out. On the other hand, the cells of the endodermal system 
(enteral) have travelled out as far as the muscles themselves, 
and have been accompanied by inhibitory cells from the 
sympathetic system ; in both cases there is abundant evidence 
of reciprocal innervation between the two groups, enteral 
and sympathetic. Of still greater speculative interest is 
Professor Gaskell’s theory of the conversion of the nervous 
system of the invertebrates into that of the vertebrates. He 
believes that the central nervous system of the invertebrates 
has formed the central nervous system of the vertebrates 
by growing round and enclosing the alimentary canal of the 
former, so that the alimentary canal as found in the 
vertebrate is a new formation derived from structures 
already existing in the invertebrate ancestor. For the 
details of the process the reader must turn to the 
book itself. 

As may be imagined, a monograph of this description, 
representing the considered conclusions of a lifetime of 
research, cannot be ganged by any easy standard of super¬ 
ficial criticism. Its appeal, however, is not to the physio¬ 
logist alone. The scientific clinician will not fail to grasp 
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its bearing at many points on the phenomena of clinical 
medicine. It is a book of comparatively few pages, bat it is 
deserving of serious study, and with its broad lines of investi¬ 
gation and wide outlook is eminently calculated to arouse 
interest and stimulate discussion. 

Finch and Baines: A Seventeenth Century Friendship. By 

Archibald Malloch, M.D. McGill, Captain, C.A.M.C. 

Cambridge University Press. 1917. 4to. Pp. 89. 10*. 6rf. net. 

The story of. the friendship of the two seventeenth 
century doctors, Sir John Finch and Sir Thomas Baines, is 
one of considerable psychological interest, and Captain 
Malloch has told it exhaustively in this beautifully illustrated 
quarto volume. Every line of the text and the large number 
of references to authorities, living and dead, as well as 
quotations from written and printed manuscripts, prove 
that he has spared no pains to put the two seventeenth 
century worthies before us exactly as they lived. Almost 
always in the perpetual coupling of the names Finch comes 
before Baines, and in public life he occupied the more 
prominent position. Son of the Recorder of London, 
brother of the Lord Chancellor, professor of anatomy at 
Pisa, and English Ambassador at Constantinople, he led a 
full and distinguished life, but during nearly forty busy 
years in various European capitals he always remained in 
the closest touch with his college friend Baines. Together 
they left Christ’s College, Cambridge, after graduation, 
together they toured Europe, and together they received 
medical degrees at Padua ; Baines lived at Pisa during 
Finch’s professoriate, and at Constantinople with his 
Embassy ; both were knighted, though not simultaneously, 
and together they were made Fellows of the Royal 
College of Physicians of London ; after 36 years of the 
closest business and intellectual intimacy they died within 
a year of each other ; in their wills they both endowed 
their old College at Cambridge, and they were buried 
together in the College chapel. The probability is that 
each without the other w T as incomplete, and that Baines 
supplied for his more brilliant friend a certain weight and 
solidity of character wanting in the affectionate and credulous 
Finch, but such complete fusion of two identities, even 
though it be thus superficially explained, is none the less 
extraordinary. Captain Malloch has supplied us in this 
beautifully printed and illustrated book with an interesting 
historical and medical note. 

JOURNALS. 

Military Surgeon .—The April number of this journal opens 
with an article by Dr. Fielding H. Garrison on the fore¬ 
sightedness of Lauder Brunton in respect of the position 
of Great Britain on the occurrence of war. We comment 
on this article elsewhere. Surgeon R. G. Heiner, United 
States Navy, Instructor in Hygiene at the Naval Academy, 
writes an interesting paper insisting that it is quite 
easy to work for five or six days at high pressure with 
no food, or only carbohydrate food ; that for the first 
10 or 20 hours there is discomfort, but that afterwards 
there is loss of appetite and ability to work for 16 hours 
a day for the next five days, with marked increase in 
nervous and muscular energy. There should then be given a 
glass of milk, after which the man will sleep soundly for 
several hours, and waking will have a good meal and again 
go to sleep ; on re-waking he will have a ravenous appetite 
and will eat heartily and sleep soundly for the necessary 
three days* rest period. His weight will return to the normal 
or a little above, and there will be little inconvenience 
when he again commences to fa9t and work. This system, 
Surgeon Heiner urges, will make the food-supply of armies 
much easier for generals, and will give artisans much 
better housing, saving, too, their daily train journeys, 
for they will sleep in airy dormitories at the works during 
their fasting spells and go home to their houses, far out in 
the country, for their week of rest twice only in a month. 
Exercise should be taken after eating, light exercise after 
breakfast, and the most heavy exercise after the evening 
meal. Stimulant, which seems to mean coffee, should be 
given after meals. This system would, he thinks, be of 
special advantage in the treatment of tuberculosis. The 
paper will well repay perusal, and everyone will remember 
how our soldiers, after a “big push,” when they had done 
great work on small rations, did little when they returned but 


eat and sleep. The wounded, for three days after they 
returned to England, slept all the time, dropping off to 
sleep again at once after they had been wakened to take 
food. Captain E. C. Jones, Medical Corps, U.S. Army, has 
an article on military dogs, and mentions that three ambu¬ 
lance dogs after a battle in Manchuria found 23 wounded 
men when the Russian stretcher-bearers thought they had 
brought all in. He also tells how police dogs are used in 
New York City to assist policemen on patrol and notes that 
they prevent burglaries, finding concealed thieves so certainly 
that burglaries are not now attempted. Lutz, the French 
scout dog of Verdun, is mentioned, whose growling on 
Feb. 2lst, 1916, gave the first warning of the German 
advance. 

Maternity and Child Welfare. Vol. I., No. 5, May, 1917. 
6d. net.—The plan adopted in this periodical of publishing 
several short articles on the same subject written from 
different points of view is a good one. This month the 
creche is discussed in this way. The Atlas and Gazetteer 
of Child Welfare work is interesting; the Newcastle-on- 
Tyne district is dealt with. An article on the Federation 
of Hospital Treatment for Children, by Dr. C. J. Macalister, 
outlines a scheme for providing adequate treatment for sick 
children by the cooperation of the various hospitals and 
convalescent homes in any given district, with the Invalid 
Children’s Association as a clearing-house. Such a scheme 
is already in force at the Royal Southern Hospital, Liverpool, 
and as the writer remarks, “ If this can be done in connexion 
with one hospital, why should it not be carried out in 
connexion with them all ? ” 

Correrpondenz-Blatt fur Sohweizer Aerzte. 49. Jahrg. 1917, 
May 12. Basle : Benno, Schwabe, and Co.—Professor A. 
Jaquet recently retired from the controlling editorship, after 
being associated with the journal since its commencement 
24 years ago, being succeeded by Dr. E. Hedinger, professor 
of pathology in Basle University, whose influence is seen in 
the present number, which contains nine closely printed 
pages of excellent abstracts from German, French, and v 
English medical literature. Dr. Huber-Pestalozzi, of Zurich^ 
writes on the treatment of gonorrhoea in Swiss troops aC 
Solothurn, where he has carefully observed Ziegler’s postulate 
not to interfere with the Datura! and beneficial hyperamia 
and inflammatory reaction of the urethral mucous membrane 
so long as gonococci still remain. 


JjUfo Inirentwns. 

A NEW NEEDLE FOR THE INJECTION OF AR8ENO- 
BENZOL PREPARATIONS. 

A needle which I have devised for intravenous medication 
differs from previous needles used for a similar purpose 
in that it has a handle placed on the upper surface of its 
mount and over the centre of gravity of the instrument (see 
Figure), this giving a perfect sense of balance. The 
mount is of a special shape and is considerably 
longer than usual. In practice the needle is held 
by its handle (not by the mount as is the usual 
method), when it wifi be found that the “grip” 
so obtained imparts to the instrument a greater 
delicacy of touch than has hitherto been possible, 
and the surgeon can with the utmost ease give to 
the point of the needle every gradation of move¬ 
ment which may become necessary in order to 
ensure its entry into a vein ; in this way the 
perception of control is absolute. The mount is 
1£ inches long and takes the form of a square 
pyramid of such dimensions that when the 
instrument is lying on a horizontal surface the 
shank of the needle is directed downwards, thus 
ensuring that the point remains within the lumen 
of the vein after it has once been introduced. 
Farther, by virtue of the length of the mount and 
from the fact that each of its four surfaces is fiat 
the mount lies fairly and squarely on the skin 
while the injection is being made. In actual use 
the needle has been found to give extremely good results. 

The needle has been made for me by the Holborn Surgical 
Instrument Co., of Thavies Inn, Holborn-circus. 

H. W. Abbott, M.R.O.S. Eng., L.R.C.P. Lond. 
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Labour Conditions in Factories and 
Workshops. 

The annual Report of the Chief Inspector of 
Factories and Workshops for the year 1916 does 
more than chronicle the sanitary and industrial 
improvements which a third year of work under 
war conditions has produced. Perusal of it causes 
us to realise that out of the horror of war some 
good, at any rate, may result, and that our in¬ 
dustrial workers in the future will profit by the 
revolutionary changes in their position brought 
about by the pressure of evil circumstances. The 
vast scale of the munition works has led to conse¬ 
quences in connexion with the pay and supervision 
of the workers which have necessarily affected 
other industries, and when the demand for muni¬ 
tions has ceased, and when those engaged upon 
producing them are released for other employ¬ 
ment, the changed conditions will remain. The 
institution of “ welfare supervision ” has mainly 
followed upon the requisition of women as workers, 
and the change which their employment has pro¬ 
duced may rank among the most important of the 
social results of the war. The Deputy Chief 
Inspector of Factories, Mr. H. M. Robinson (who 
signs the report in the absence of Sir Arthur 
Whitelegob through illness) shows how necessary 
the provision of suitable sanitary accommodation 
for women was found to be in the varied industries 
where they were able to replace men of fighting 
age and condition. 

Miss A. M. Anderson, the Principal Lady Inspector 
of Factories, adds to the report a series of obser¬ 
vations upon the Effect of the Third Year of War 
on Industrial Employment of Women and Girls, 
and those are of great interest and importance. 
In dealing with the general question of the sub¬ 
stitution of women for men in industry Miss 
Anderson has definite information to give upon 
the performance by women of work which was 
generally believed to be outside the scope of their 
physical powers. There will always be some work 
which for physical reasons must be done by men— 
the fact that some strong women are the physical 
superiors of some weak men does not alter the 
case—and Miss Anderson finds the limit to the 
replacement of men by women to lie in certain 
heavy occupations where adaptation of plant and 
appliances cannot be effected so as to bring the 
processes to be carried out within the compass 
even of selected women. But excluding these 
occupations, Miss Anderson describes the result of 
judicious selection even in fairly heavy work to 
have been striking, adding that “ it is permissible 
to wonder whether some of the surprise and 
admiration freely expressed in many quarters over 
new proofs of women’s physical capacity and 


endurance is not in part attributable to lack of know¬ 
ledge or appreciation of the very heavy and strenuous 
nature of much of normal pre-war work for women, 
domestic and industrial.” That comparatively 
heavy work is unsuitable for women in itself, and 
is likely to injure them physically, is apparently 
not in any^ way demonstrated by the facts observed 
by factory inspectors. There appears to be no 
record of women giving up work on account of it 
being too heavy or having caused them physical 
injury, so that to estimate the extent to which 
such results have occurred or may occur is not 
possible; but we are told that it is rare to receive 
a complaint as to the heaviness of her job from a 
worker, and “ the keenness, especially of very young 
girls, for work at present is pathetic/’ according to 
an inspector’s report quoted by Miss Anderson. 
For this keenness, and for a zeal to under¬ 
take the class of work which has before been 
reserved for men, one main cause may be 
assigned. The allotting of rates of pay to 
women which have hitherto been for men only 
has had a peculiarly enheartening and stimulating 
effect, the difficulty being not to find women to 
undertake men’s work at men’s rates, but rather, 
when women have left what have been regarded as 
women’s industries, to replace them in civil employ 
at the rates of pay prevailing hitherto for women. 
The result has been what might have been 
expected. In industries not connected with the 
manufacture of munitions employers are finding 
themselves compelled to offer higher wages, 
as well as to adopt measures for securing the 
comfort and health of those employed which 
go beyond the bare demands of the Factory 
Acts. That the results obtained will be permanent 
appears to us to be almost beyond question. 
The importation of women endowed with strength 
and intelligence in large numbers into the indus¬ 
trial market might have tended to reduce wages 
and render employers indifferent to the importance 
of hygienic conditions and all that welfare super¬ 
vision implies, and may still do so if and when a 
glut of labour occurs after the war; but in the 
meantime good wages and, more recently, welfare 
supervision have contributed with patriotic zeal 
to bring women into the various industries in 
which they have now acquired training, and these 
conditions, once established, will be maintained. 

From the whole document one thing emerges 
with particular clearness, and that is the import¬ 
ance of welfare work among the industrial popula¬ 
tion, and there seems to us no reason whatever why 
this work should not be found valuable among male 
workers as well as among female and juvenile. 
The case of the latter is more obvious, but it has 
long been recognised by good employers that much 
in this direction can be done for male operatives. 
The influence of overtime work, for example, is 
probably the same in both sexes, and it is a subject 
the scientific study of which has been much 
neglected in this country. But the war has brought 
it to the front, and it finds prominent notice in 
Mr. Robinson’s report. It is well recognised that 
continuous and excessive overtime produces a 
weariness and want of concentration among the 
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workers which detract from their efficiency—both the 
quality and the quantity of the output suffer. This 
point is established over and over again by examples 
supplied by the inspectors of factories and work¬ 
shops, and these records, made at a time when the 
maintaining of the amount and quality of the work 
has been of vital importance, should do much 
towards providing for the workers of the future 
proper conditions of relaxation. It is not necessary 
to conjecture in what exact directions the currents 
of industry will flow when war is over to be 
perfectly certain that workers in the future 
will not submit to spend their lives in circum¬ 
stances which they know can be brightened, 
or in an environment which they know can be 
rendered less harmful; and all medical opinion 
will welcome the establishment of this spirit. In 
the future there will be a demand, and one 
that cannot be refused, for healthy conditions 
of life on the part of the operative, and the 
creation of those conditions in our industrial 
centres will be insisted upon by an educated 
and enlightened public opinion. Thus, at any 
rate, the war will not have produced only 
misery and sorrow—the fruitless expenditure of 
wealth and of human life. 


Mental Defect and Criminality. 

These are days of strenuous medical effort and 
of natural pre occupation with things military, but 
it would be matter for regret were the medical 
profession to overlook two papers, under the modest 
title of “ Notes,” contributed by Sir Bryan Donkin 
to recent issues of the Journal of Mental Science . 
Their purpose, briefly, is to comment on a few of 
the many questions that have arisen of late years 
out of the problem of the feeble-minded, and in 
particular on that aspect of the subject which is 
concerned with the connexion between mental 
defect and criminality. There are certain topics 
which have peculiar attraction for the clever, 
if non expert, layman, who believes himself com¬ 
petent to deal with such on the basis of what he, a 
little complacently, calls the scientific method. It is 
remarkable how frequently the written productions 
of these men are dubbed “authoritative” by lay 
press reviewers, and hence become active in 
misleading serious inquirers. The authors often 
reveal a high order of cleverness, but it is usually 
coupled with a less high order of intelligence, and 
this is particularly true of the increasing litera¬ 
ture on criminality, especially in its supposed 
relationship to mental defect. With no clear 
perception, or consistent use, of such terms as 
“ crime,” “ criminality,” “ heredity,” “degeneracy,” 
which denote the very topic of discussion, the 
pseudo-scientist rushes in where the expert treads 
with hesitation, and effectually obscures the 
subject with a cloud of generalisations which will 
not stand critical analysis. Sir Bryan Donkin, 
than whom few, if any, can speak with more 
deserved authority, mercilessly pillories these 
“crude, ill-worded, and ill-considered statements, 
vitiated by undefined and nebulous terms, and 
further confused by ' cross divisions.’ ” 


By dint of uncritical repetition of self-styled 
“ scientific ” investigations, absorbed in equally 
uncritical fashion by the reading public, who are 
unable to distinguish the role of the genuine 
research-worker from that of vulgarisateur , the 
Lombrosian theory that criminals are racial 
degenerates, and that criminality is hereditary, 
innate, or constitutional, has found wide accept¬ 
ance, even in the ranks of the criminal. Sir 
Bryan Donkin, in an interview with a fairly 
intelligent convict, was informed by him with 
the assurance of a Hyde Park lecturer that 
a long course of misconduct was due to the 
“ inheritance of his constitution from a drunken 
father,” while another habitual offender said that 
as society manufactured criminals it ought not to 
blame him but to answer for him. If the criminal 
is born to crime, so must the law-abiding individual 
be born to abide by the law—an equally natural and 
equally effortless part to play; but the upholders of 
the doctrine of the born criminal do not appear to 
grasp this corollary. Another aspect of this par¬ 
ticular doctrine of the born criminal may be alluded 
to. When it is carried to its logical conclusion we are 
landed in the metaphysical depths of determinism 
and irresponsibility; the human organism becomes 
a complex of reflex automatisms. But in practical 
life a general ability to choose one’s lines of action 
is assumed ; we act as though this is so, whatever 
be our attitude towards theoretical doctrines. In 
Sir Bryan Donkin’s words,the dispute about free will 
concerns the matter in hand no more than the actual 
conduct of some men depends on the opinions they 
hold on the nature and relation of mind and matter. 

From long and patient scrutiny of the facts of 
criminality Sir Bryan Donkin states authoritatively 
that there are no special qualities, physical or 
mental, common to all criminals, and that crimi¬ 
nality is no “ unity ” ; he maintains, further, that 
the sole link between criminality and heredity is 
the occurrence of a larger proportion of congenital 
mental defectives among convicted criniinals than 
in the population at large. All men are potential 
law-breakers; it is the traditional, not biological, 
heritage of moral or social experience that saves 
them. Perhaps the most interesting section of 
these illuminating contributions to a vexed subject 
is that in which the author draws clear distinc¬ 
tion between inheritance and reproduction in its 
strict sense. We would urge social workers and 
other lay authorities to familiarise themselves with 
the significance of the following teaching, which is 
based on the work of Archdall Reid. So far 
from a man’s “make-up” being referable either 
to natural—i.e M inborn—agencies or to acquired 
factors—i.e., use, experience, education, and so 
on—human characters are derived both from 
an inborn capacity for developing them and 
from some external stimulus appropriate for 
their development. There is inheritance with¬ 
out reproduction, but no reproduction without 
inheritance. It is, of course, a truism that the 
existence of any quality or character in an indi¬ 
vidual implies the inheritance of the capacity 
of development of these qualities or characters; 
this is true of everything that can be called a 
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“character” at all, and true of all human beings, 
Bocial or antisocial. The problem, then, is to 
account for the actual outward expression of 
these innate capacities in the individual con¬ 
cerned. What of the innumerable influences 
that act on men from the cradle onwards ? 
How often is it not said by one or other 
that he “owes” everything to the influence of 
some parent, friend, guardian? Men's characters are 
moulded by their environment in a fashion that 
no amount of statistical juggling can eliminate; 
the waifs and strays that enter some of our well- 
known charitable homes in abundance are weighted, 
to a high degree in many instances, by the inherit¬ 
ance of criminal capacities, but are these capacities 
reproduced? The whole fabric of training-ships, 
schools, homes, and reformatories would vanish at 
once were potentialities uninfluenced by external 
actualities. In short, human beings, from criminals 
to saints, as Sir Bryan Donkin says, are the pro¬ 
ducts of their environment as well as of their 
heredity, but not of the one without the other. 
This is the view which should be kept steadily in 
the front in all our attempts to deal with the 
problem of the mentally defective. 


^nnfftations. 

"He quid nimls.” 

THE BIRTHDAY HONOURS. 

The Birthday Honours list issued on Monday 
last by the Prime Minister appeared contem¬ 
poraneously with an extended list of honours and 
promotions directly connected with the conduct of 
the war. These latter honours, as far as they affect 
the medical profession, will be found on page 893. 
We give here a list of the members of the medical 
profession included among what may be termed 
the strictly birthday honours, though it is obvious 
that the recipients have in some cases rendered 
distinct military service. Dr. Frederick Taylor, 
President of the Royal College of Physicians and 
of the Royal Society of Medicine, receives a 
baronetcy, and knighthoods have been conferred 
on Professor T. K. Dalziel, Lieutenant-Colonel, 
R.A.M.C. (T.), lecturer on clinical surgery at 
Glasgow University; Mr. H. F. Waterhouse, Dean 
of the Medical School and lecturer on surgery 
at Charing Cross Hospital, lately surgeon-in-chief 
to the Ad glo-Russian Hospital at Petrograd; and 
Colonel Robert Jones, C.B., A.M.S., Inspector of 
Military Orthopaedic Hospitals, to whose labours 
are largely due the existence and efficiency of these 
institutions up and down the country. Lieutenant- 
Colonel C. A. Johnstone, D.S.O., I.M.S., has been 
appointed a C.B. in the Military Division. In the 
Colonial Office list, Mr. T. Hood, Director of Medical 
and Sanitary Service, Nigeria, and Dr. F. T. King, 
medical superintendent of the Seacliff Mental Hos¬ 
pital, New Zealand, have been appointed C.M.G.’s ; 
and knighthoods have been conferred upon Surgeon- 
General E. Fiset, C.M.G., D.S.O., Deputy Minister of 
Militia and Defence, Canada, and on Mr. E. C. Stirling, 
C.M.G., professor of physiology in the University of 
Adelaide. In the Royal Victorian Order the C.V.O. 
has been conferred upon Captain R. R. Cruise, 
R.A.M.C. (T.), ophthalmic surgeon to King Edward 


VII. Hospital for Officers, and attached to the 3rd 
London General Hospital. The list includes the 
following Indian honours: Colonel Hormasjee 
Eduljee Banatvala, I.M.S., Inspector-General of 
Civil Hospitals, Assam, receives a C.S.I.; Lieu¬ 
tenant-Colonel D. W. Sutherland, I.M.S., Principal 
of the Medical College and School, Lahore, and 
Lieutenant-Colonel J. Anderson, I.M.S., retired, 
member of the Medical Board of the India Office, 
each receive the C.I.E.; while Captain R. H. 
Bott, I.M.S., professor of surgery at the Medical 
College, Lahore, and Dr. Behari Lai Dhingra, chief 
medical officer, Jind State, have been awarded the 
Kaisar-i-Hind Medal of the first class. In the name 
of the medical profession we congratulate all these 
recipients of deserved honours. 


BLOOD PRESSURE AND LIFE ASSURANCE. 

The observation of the arterial blood pressure in 
examinations for life assurance has of late years 
become common, especially in America; it is 
required by the medical forms of some companies, 
especially when the proposer is over 40 years of 
age. The value of the record is, nevertheless, 
uncertain; it is usually only the systolic pressure 
which is given and on a single occasion; the reading 
varies under manifold temporary influences, and it is 
difficult to distinguish between these and more per¬ 
manent organic causes of altered pressure. Efforts 
have been made to place the practice on a firmer 
scientific basis. In 1911 statistics were published 
by Dr. J. W. Fisher of the mortality of persons with 
increased blood pressure accepted or declined by 
the North Western Mutual Life Insurance Company 
in the United States. These showed a greatly 
increasing death-rate when the systolic pressure 
was over 150 mm., but the period of observation 
was only four years. Dr. F. de Havilland Hall laid 
some similar records before the Medical Society of 
London in 1912/ Two recent meetings of the Assur¬ 
ance Medical Society in London, on March 7th and 
May 2nd, were occupied with an attempt to elucidate 
the pathology of increased pressure. Dr. H. Batty 
Shaw brought forward an elaborate study of 50 cases 
of persons dying in hospital from various diseases, 
in whom “hypertension”—i.e., systolic readings of 
150 mm. or over—existed. Besides summaries of 
sex, ages, occupations, and symptoms, detailed 
reports of post-mortem examinations were given, 
especially of the kidney condition microscopically. 
Numerous charts of the pressure readings showed 
great variation from day to day, even in uniform 
hospital conditions, and in some an intermittency 
hard to explain. The author was led by his 
studies to regard hypertension as a disease of 
“ pre-renal ” site and origin, so far in seeming 
accord with the theory of Gull and Sutton, who 
placed the vascular disorder prior in time to that 
of the kidney. Sir Richard Douglas Powell re¬ 
garded the two conditions as independent, though 
often associated, and Sir T. Clifford Allbutt pointed 
to cases in which there is simple increased blood 
pressure, while he would class the majority of high- 
tension cases as renal. Many points of interest 
were raised by other speakers, and the import¬ 
ance of the subject can hardly be exaggerated. 
In one group of instances alluded to by Dr. 
Hingston Fox increased pressure was held to 
be due to temporary causes, and such a con¬ 
dition is often toxic from alimentary or hepatic 
disorder. In life assurance work such cases should 

i The Lancet, 1912,1., 1406. 
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be postponed for a second examination after 
suitable treatment; mercurials, salines, and a re¬ 
stricted diet generally reduce the tension. A 
considerable range of blood pressure is con¬ 
sistent with good health. With some the systolic 
pressure is naturally high, and such persons may 
lose their sense of well-being if it falls below 
140. There is, again, the subject with habitually 
low pressure, who is fain to get up and walk 
about his room to help him to think. In view 
of the natural rise with age, especially at the 
climacteric, a periodical testing after the age of 
40 years would be a good practice. No decisive 
indication as to the effect of tobacco on blood 
pressure has been reached. In an extreme instance 
quoted by Dr. H. W. Collier, a man of 34 had smoked 
very largely since childhood: his systolic reading 
was only 98. The relative importance of systolic 
and diastolic pressures was raised by some 
speakers at the discussion before the Assurance 
Medical Society ; records were submitted, and it 
was urged that the diastolic readings, indicating 
the minimal constant pressure in the artery, gave 
a truer indication of the strain upon the 
vessel, and were much less under the influence of 
posture, exercise, and emotion. Others objected 
that reliable diastolic readings were difficult to 
obtain. We may point out, however, that, thanks to 
the late George Oliver and to Professor Mac William, 
of Aberdeen, the auscultatory method has now been 
developed in a form easy to practise. Further 
observations are needed, and the influence of peri¬ 
pheral resistance, and the modern view of the 
stimulation of a weak ventricle by automatically in¬ 
duced increase of pressure must, among other fac¬ 
tors, be taken into account. But it seems likely that 
diastolic pressure records will in the future attain 
increased importance for purposes of prognosis. 


THE FOOD ALLOWANCE FOR BOYS AND GIRLS. 

The medical officer of health of Bristol City, 
Dr. D. S. Davies, has recorded a recent experience of 
revising the dietary of an institution for growing 
boys which has warned him that considerable life¬ 
long injury might be caused to boys and girls by 
insisting upon a too strict regime in their cases. 
Of course, the needs of the growing and developing 
individual are more important than those of the 
adult, and this point has already received official 
attention, for in one of the pamphlets pub¬ 
lished by the Ministry of Food it is rightly 
stated that children need plentiful food for three 
reasons: first, their surface is large compared 
with their weight; secondly, they are growing; 
and thirdly, they are almost always very active 
compared with many adults. It is generally 
conceded that a child of 8 needs half as much 
as a grown-up and a child of 12 three-fifths as 
much, while a girl of 16 needs as much as 
her mother and a boy of 16 may eat as much as 
his father. In these cases the foundations of fresh 
tissue for development are being laid down, and 
this goes on until the phase is reached of complete 
manhood and womanhood. Upon the conditions of 
nutrition of growing boys and girls depends the 
future physique and mentality of the race. Parents 
and guardians will do well to bear this in mind 
when the question of rationing juveniles is being 
considered. Food should not be dealt out to these 
in proportion to age, the children getting but a 
fraction of the dose for an adult. The parent must 
spare for the child. 


THE MEDICINAL USE OF GLYCERINE. 

There is now no glycerine being allotted for 
medicinal purposes, and pharmacists who have 
exhausted their supply can only obtain more by 
borrowing from those who have some left. As we 
noted four months ago the Ministry of Munitions 
considered that the stocks then in the hands of 
pharmacists should be sufficient to meet the 
legitimate demands of prescribers. An analysis of 
prescriptions undertaken by the Chemist and 
Druggist 30 years ago showed that glycerine came 
out ninth on the list of favourite drugs, and its use 
both in mixtures and as a toilet preparation has 
probably much increased since then. But neither 
as a solvent, a demulcent, or a flavouring agent is 
glycerine at all indispensable, and medical men 
would do well to assist the pharmacist in restrict¬ 
ing its use to the few remaining purposes—perhaps 
in the case of calf lymph or in organo-therapeutic 
extracts—in which hardship would result from its 
withdrawal. It should hardly be necessary to point 
out that to prescribe glycerine freely in a lotion 
might place the conscientious pharmacist in a 
difficult position. He is prohibited by law from 
supplying it direct to one customer for toilet 
purposes, and it would be invidious for him to 
supply it to another customer for the same purpose 
on a medical man’s order. 


ANAESTHETICS IN MILITARY PRACTICE. 

The admins t ration of anaesthetics at or near 
the front was described recently in an admirable 
paper by Captain Geoffrey Marshall before the 
Section of Anaesthetics of the Royal Society of 
Medicine. 1 The author, in spite of the stress and 
hurry of a busy casualty clearing station, made 
scientific clinical observations on a number of 
cases, and his conclusions form a valuable addition 
to our knowledge of the factors that should indi¬ 
cate the choice of anaesthetics and the methods 
of administration in the exceptional conditions of 
shock, haemorrhage, and septic toxaemia. Perhaps 
the most striking lesson which Captain Marshall 
draws from his observations is the danger of 
chloroform and of spinal analgesia in the presence 
of the combination of shock and recently pro¬ 
duced anaemia. In civil practice we are familiar 
with the baneful effect which anaemia has in 
influencing the behaviour of the anaesthetised 
subject; when that anaemia is grave and recently 
produced the effect is so pronounced that the 
proper selection and administration of the anaes¬ 
thetic may make the difference between life and 
death. The use of “ gas and oxygen ” or of warmed 
ether vapour should result in saving lives in these 
critical cases. _ 


PREPAREDNESS. 

The April number of the Military Surgeon opens 
with a paper entitled “ An Apostle of Preparedness,” 
discussing the teaching of Lauder Brunton, and 
written, of course, before the United States had 
come into the war. The writer, Dr. Fielding H. 
Garrison, lieutenant in the Officers’ Reserve Corps 
of the U.S. Army, addresses himself particularly 
to the volume of essays on physical and mili¬ 
tary training written by his old teacher in the 
last 17 years of his life. Brunton secured 
less popular support for his views than they 
deserved because he tried too openly to introduce 

‘ The Lancet, 1917,1.. 615. 
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a disciplinary spirit into the games of children 
when the value of such a spirit was not apparent 
to a public living in a fool’s paradise. His 
essays breathed a spirit of patriotic anxiety, and 
we can see now that their comprehension might 
have provided us with better recruits for the war, 
besides making the training of those recruits more 
even and freer from the occasional disasters which 
are noted clinically as “ disordered action of the 
heart.” Exercises, Brunton thought, should be 
generalised, those that educate only particular 
groups of muscles requiring to be corrected by 
games; and exercises should be only gradu¬ 
ally increased lest over-exertion cause wasting 
of the muscles involved, impairment of the 
respiration, and strain and consequent weak¬ 
ness of the heart. He noted that the Russian 
recruit, when he left the army and returned to his 
village, could nearly always get 25 to 50 per cent, 
higher wages than the other young man who had 
not had his military training, and that in Switzer¬ 
land, where only 75 per cent, of the young men 
were found fit for service, and only the best of 
these were selected for training, not to be accepted 
as a volunteer was regarded as a disgrace. This 
readiness and training for service may have saved 
Switzerland from disaster in the war. 


THE DIAGNOSTIC CHARACTER OF EFFUSION 
IN MELANOTIC SARCOMA. 

In the American Journal of the Medical Sciences 
for May Dr. C. C. W. Judd has called attention to 
the diagnostic character of the effusion in melanotic 
sarcoma—an important point, as the diagnosis is 
often missed before an operation is performed. In 
two cases the usual characteristic signs—melanuria, 
pigmentation of the skin, or suspicious tumour 
of the skin or choroid—were absent, but fluid 
obtained by paracentesis showed almost identical 
appearances. When agitated it was quite opaque, 
even in thin layers. On standing, a dense, dark, 
brick-dust sediment formed, while the supernatant 
fluid, though intensely pigmented, was clear and of 
a dark reddish-brown colour. The surface layer 
was slightly iridescent, with a predominant greenish 
tone. The foam obtained by shaking had a tendency 
to a pinkish hue in the first case and to a dirty 
olive-green in the second. The supernatant fluid 
when tested with perchloride of iron gave no 
reaction for melanogen, but on addition of bromine 
water a yellow cheesy precipitate formed, which 
became much darker on standing, and finally black, 
indicating that the formation of melanin from 
melanogen had been completed during life. Tests 
for bile pigment were negative. Microscopically 
the sediment showed red corpuscles, epithelial 
cells, numerous leucocytes, and many tumour cells 
containing the typical pigmented granules of 
melanoma. In the first cape the patient was a 
spinster, aged 40 years, who began to spit blood 
on May 1st, 1914, and ta lose weight and strength. 
Examination on May 15th showed at both apices 
loss of resonance, prolongation of expiration, and 
numerous fine rales after coughing. Early tuber¬ 
culosis was diagnosed. She was admitted to a 
sanatorium and her temperature seemed to con¬ 
firm the diagnosis. She improved, but continued to 
expectorate sputum streaked with blood for eight 
months. The adventitious sounds largely dis¬ 
appeared. The sputum was repeatedly examined, 
but never showed tubercle bacilli or any cells 
suggestive of malignant disease. On Jan. 6th, 1915, 


she felt slight pain on the left side, and a few days 
later she felt a gurgle within the chest. Ten days 
later there was dullness at the left base with 
skodaic resonance above. Hydropneumothorax was 
diagnosed and puncture showed the effusion to be 
“bloody.” On Feb. 13th paracentesis was per¬ 
formed to relieve pressure symptoms. The 
pleura at the sixth interspace in the axillary 
line was markedly resistant to the introduc¬ 
tion of the needle. Twenty-four ounces of coffee- 
coloured fluid were removed. Reaccumulation 
necessitated repetition of the operation about every 
five days. The fluid obtained on Feb. 24th was the 
first to reach Dr. Judd, and had the characters given 
above. At the site of the first puncture a pigmented 
growth developed. Death occurred on April 6th. 
The necropsy showed melanoma of the lung. In 
the second case the patient was a very dark man, 
aged 34 years, who suffered from great abdominal 
enlargement. There was almost general dullness, 
which did not alter with posture, but fluctuation 
was elicited. Paracentesis yielded three litres of 
coffee-coloured fluid, with the characteristics given 
above. In the right upper quadrant a firm indefi¬ 
nite mass was then felt. Two days later the skin, 
which had been dark and slightly sallow, showed 
numerous small dark moles. As the patient was 
relieved he insisted on leaving hospital. 


CHINA AND WESTERN MEDICINE. 

In calling attention a year ago 1 to the holding of 
the first annual conference of the National Medical 
Association of China, we predicted that progress 
was likely to be rapid. This opinion is confirmed 
by the report by our correspondent on p. 889 of the 
second conference held jointly with the China 
Medical Missionary Association, at which it was 
resolved to establish a central medical council for 
China with functions similar to those executed by 
our own General Medical Council—e.g., to fix a 
standard of medical education, to draw up a 
code of regulations, and adopt a uniform system 
of medical nomenclature. At the two sessions 
of the conference the presidents of the two 
associations—Dr. W. H. Venable, of Kashing, 
and Dr. Wu Lien-teh (known in this country as 
G. L. Tuck)—occupied the chair alternately. Much 
remains yet to be done in overcoming the prevail¬ 
ing conservatism of the Chinese in medical matters, 
which is in striking contrast with the receptivity of 
their Japanese neighbours. In the June number of 
the journal of medical missions, issued by the 
Church Missionary Society, Miss P. S. Ts6ng, B.Sc., 
the first Chinese woman graduate of London 
University, speaks of the deeply-rooted preju¬ 
dice of the Chinese against operations, a pre¬ 
judice only overcome to any great extent in 
the coast provinces where the work of the 
missionary hospitals is seen and appreciated. She 
quotes an alarming figure for the incidence of 
tuberculosis in such a crowded centre as Hangchow, 
giving it by hearsay as 70 per cent, of the popula¬ 
tion. In view of this it is satisfactory to note the 
progress made in the opening of new hospitals and 
centres of medical work. The Central Hospital at 
Peking is to be opened in the coming September, 
the China Medical Board of the Rockefeller Founda¬ 
tion having entirely taken over responsibility for 
the Union Medical College with its annual budget 
of $53,000, and placing Dr. Franklin C. McLean, a 

* Tax LjlKcet, 1916, ii., 332,336. 
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graduate of Chicago and Rush, at its head. The 
Board is also establishing a medical college in 
Shanghai, as well as offering liberal support to all 
missionary hospitals within easy reach of those 
centres in which medical schools exist. This 
enlightened policy of the China Medical Board, 
which also grants fellowships in the United States 
for graduates of Chinese medical colleges, cannot 
fail to have a beneficent influence on the develop¬ 
ment of Western medicine in China. 


THE MINISTRY OF PUBLIC HEALTH. 

We understand that the Cabinet has favourably 
considered the scheme laid before it for the estab¬ 
lishment of a Ministry of Public Health, and that 
the views of the Friendly Societies are to be taken 
on the subject. Whatever form the administrative 
centralisation of public health matters may assume, 
there is no reason to believe that the turning of 
the medical man into a State official will play an 
essential part in the scheme; but the general 
practitioner, whether in panel practice or no, will 
welcome any opportunity offered of making his point 
of view felt. 


THE DISEASES OF ANIMALS DURING THE 
YEAR 1916. 1 

The annual incidence of the diseases of animals 
is always of more than passing interest to the 
medical profession, as there are a number of 
diseases transmissible from animals to man. Rabies, 
anthrax, glanders, and mange may be cited as the 
principal ones, and statistics of their prevalence are 
given in the latest report of the Board of Agriculture 
and Fisheries. Rabies attracted attention this year 
by the occurrence at Oldham of a suspected case in 
a dog. Due precautions were taken, but it was 
eventually decided that the case was not one of 
rabies. The control of anthrax and glanders is now 
of especial importance on account of the large 
numbers of animals grouped together under war con¬ 
ditions, and the fact that no great outbreaks have 
occurred speaks volumes for the methods adopted 
by the Veterinary Department. Glanders espe¬ 
cially, a disease which used to be the scourge of 
armies in war time, is practically non-existent. If 
a case does occasionally occur, the weeding out 
by means of the mallein test is such a simple 
matter that the veterinarian has not now the 
slightest dread of this disease. Foot-and-mouth 
disease has given a little more anxiety, but the 
outbreaks were quickly got under control and the 
country is again free. The report concludes with 
tables of statistics. 


Dr. A. E. Shipley, F.R.S., Master of Christ’s 
College, Cambridge,has been elected Vice-Chancellor 
of the University for the year beginning Oct. 1st. 


A meeting of the Section of Medicine of the 
Royal Society of Medicine will be held on Tuesday 
next, June 12th, at 5.30 p.m., when Major Aldo 
Castellani will give a lecture, with lantern demon¬ 
stration, on Tropical Diseases to which the Allied 
Troops are Exposed in the Balkanic Zone. We call 
the attention of our readers to a meeting which is 
sure to be of exceptional interest because the 
notice has been unavoidably very short. 


1 Annual Report ot Proceedings under the Diseases of Animals Acts 
for 1916. Published by the Board of Agriculture and Fisheries at 
H.M. Stationery Office. 1917. Price 3d. net. 


THE ANTISEPTIC “FLAVINE” 
(ACRIFLAVINE). 


The following has been officially commanioated to the 
press by the Medical Research Committee:— 

The incomplete statements which have appeared from 
time to time in the press with regard to the antiseptic 
“ Flavine ” have necessarily led to some misapprehension of 
the situation by the pablic. The impression has been created 
that flavine is a substance of magical potency which can 
core infected wounds, and that there has been an unneces¬ 
sary delay in making supplies of it available for general use. 
It should be realised that no antiseptic, even a theoretically 
ideal antiseptic when that is obtained, can ever be more than 
an adjunct to skilled and thorough surgery. Flavine must 
be thought of accordingly in relation to the other new anti¬ 
septics which have been brought into successful use during 
the course of the war. 

These fall into two main classes. One depends upon the 
use of chlorine compounds, as in the well-known “ Eusol ” 
introduced by Edinburgh workers, the similar 44 Dakin’’solu¬ 
tion and the more recent chloramine-T, introduced by Dr. 
Dakin from the Leeds laboratories. These have wide use 
in our armies, and are now known all over the world. The 
researches from which these arose, and which are still in 
progress, have all been supported from the beginning by 
Government help through the Medical Research Committee. 
The second class, to which flavine belongs, includes the 
elaborate compounds of which most are brilliantly coloured 
and are used as dyes. From the first month of war 
special searches have been made among those on behalf 
of the Research Committee for unrecognised antiseptics 
of high value. Work at Haslar and at the London 
Hospital for the Committee showed very early the value of 
malachite green, and this is giving valuable routine results 
in naval hospitals and elsewhere. When it was desired to 
investigate flavine, which was a little-known but patented 
German dye, none was available in this country, and its 
manufacture requires highly skilled and laborious work. 
The Committee, however, caused a supply to be specially 
made in their Biochemical Department for investigation by Dr. 
Browning at the Bland-Sutton Institute. His remarks were 
first published in January, 1917. Three months previously, 
however, as a result of-the first preliminary experiments, the 
Committee arranged that preparation should be made for 
the difficult processes of commercial manufacture, and all 
the scientific information at their command was made freely 
available. As a result of this early action they were able to 
supplement their own supply in use for the first laboratory 
experiments and clinical trials by a large number of samples, 
which were sent in April to a selected group of consultant 
surgeons to the Forces and othev responsible surgeons 
for the purpose of securing official reports for the 
guidance of the Admiralty, the War Office, and civilian 
institutions, whose action could not rest upon any 
single testimony or any small-scale supply of the anti¬ 
septic. It is already clear that the special uses of 
flavine for particular purposes have still to be carefully 
defined in relation to other antiseptics and to the operative 
methods of surgery, to which it can at best only be a valuable 
aid. While this concerted official study is in progress two or 
three firms are already preparing for commercial supply 
to the public. Under our patent law it has been necessary 
for them to procure licence to manufacture from the Board of 
Trade. The hearing of applications for licences has already 
taken place, and it is hoped that licences to manufacture wifi 
very shortly be issued by the Board. It is proposed that 
all the manufacturing firms shall use one and the same 
name for the substance, a condition which will restrain any 
firm from securing monopoly privileges by wide advertise¬ 
ment of a fancy name. The Medical Research Committee 
have proposed for important technical reasons that the 
substance shall be officially called 41 Acriflavlne ” in this 
country. This will avoid the German name 44 Trypaflavin,” 
which is registered as a trade-mark, and prevent confusion 
with an existing vegetable dye already called 44 Flavine.” 
No doubt the firms concerned will announce at the earliest 
moment their readiness to supply acriflavine commercially. 

Daring the progress of this work the Committee have 
more recently pat at Dr. Browning’s disposal for study a 
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compound closely allied to acriflavine which already appears 
to have identical or even superior properties, and if this be 
confirmed it will be easier to manufacture and cheaper for 
the public. This substance will be officially known as 
“ Proflavine.” An early scientific publication will be made 
on this subject. 

The degree of Government support which has been given 
from the beginning to the researches upon acriflavine and 
other antiseptics has not always been made a matter of 
public knowledge. It is proper that financial and scientific 
help given officially should not diminish in any way the 
credit due to individual scientific workers or scientific 
institutions. 


MEDICAL AFFAIRS IN CHINA. 

(From our own Correspondent.) 

The Peking Central {Model) Hospital. 

An important landmark in the progress of medical science 
in China is the approaching opening of the Peking Central 
Hospital next September. This hospital, when completed, 
will be the most up-to-date in the land, whether foreign or 
Chinese. Tne Government has supplied half the funds, and 
the other half has been obtained by public subscription. It 
will be managed by a Board of Trustees, whose qualification 
to office will be a subscription of at least a thousand dollars. 
The moving spirit of this deserving institution is Dr.Wu Lien- 
teh, who has travelled all over China and even as far as the 
Straits Settlements to enlist the support of wealthy Chinese. 
It.is intended as a model in equipment and management, so 
that the thousands of officials who visit Peking may carry 
back with them some idea of the enormous advances which 
medicine has made in other parts of the world. 

The hospital is a thoroughly modern structure, with 
central hot-water heating and the latest plumbing. The 
building is grey, with a red tile roof, and is beautifully 
situated, for from the roof garden of the west wing there is 
a lovely view over the hills, while from that of the east wing 
the renovated Mongolian pagoda of the Winter Palace and 
the temples of the Coal Hill are clearly visible. The whole 
building is of reinforced concrete, and is the only really 
fireproof structure in Peking. All the accommodation of a 
modern hospital is provided—that is to say, that in addition 
to the general and special wards, examination- and waiting- 
rooms, bathrooms and lavatories, and service block, there is 
a special-diet kitchen, analytical and bacteriological labora¬ 
tories, private wards, and roof-garden shelters for helio¬ 
therapy and the restoration of convalescent cases. 

Hong-Kong University. 

At the first Convocation of the Hong-Kong University 
degrees were conferred for medicine, engineering, and arts. 
The most interesting part of the ceremony was the conferring 
of honorary degrees by the Governor of Hong-Kong, officiating 
as Chancellor. Of the five recipients of honorary degrees, 
two were Frenchmen and three Chinese. Both Frenchmen 
had contributed much to the knowledge of archaeology in the 
Far East. The three Chinese were Sir Robert Hotung, a 
leading merchant in Hong-Kong, who among his consider¬ 
able benefactions to the University founded the chair of 
clinical surgery ; Mr. Jeme Tien Yow, a famous Chinese 
railway engineer ; and Dr. Wu Lien-teh (G. L. Tuck). 

The Resolutions of the Recent Joint Medical Conference. 

I referred in my last letter to the two resolutions concerning 
the control of morphine and the institution of a Central 
Medical Council for China, passed by the Joint Medical 
Conference recently at Canton. I now send the text of these 
clear pronouncements. 

The following is the resolution regarding the control of 
morphine :— 

Whereas the National Medical Association and the China Medical 
Minionary Association, In joint conference assembled, have heard with 
deep concern of the enormous and rapidly increasing importation into 
China of morphine, and whereas such importation is largely surrep¬ 
titious, therefore be it resolved that the National Medical Association 
and the China Medical Missionary Association place on record their 
conviction that the uncontrolled use of this drug will do far more harm 
to the nation than was ever done by opium, and believes that this 
Imminent danger can only be averted by the Chinese Government 
enforcing without delay the provisions of the Hague Opium Convention 
of January 23,1912 (including adequate pharmacy laws) so as to confine 
the employment of morphine to legitimate medicinal uses. 


The following is the resolution regarding the formation of 
a Central Medical Council:— 

Whereas during the Joint Conference of the National Medical 
Association and the China Medical Missionary Association great 
emphasis has been laid by the President of the National Medioal 
Association on the need for a central organlsati m which shall regulate 
the curriculum and standards of medical schools throughout * hina, and 
shall control admission to the practice of Western medicine in this 
country; and whereas the experience of other countries has dearly 
shown that only by such centralised organisation can orderly progress 
be attained; and whereas the National Medical Association has 
expressed its belief that joint action in the matter is desirable at this 
time; therefore be it resolved, that this joint conference of the National 
Medical Association and the China Medical Missionary Association 
records its belief that only by the creation of a Central Medical 
Council can the needed regulation and control be effectively secured. 
Such council should include among its duties: 1. The fixation of a 
minimum standard of general education required of students before 
entering upon medical studies. 2. The maintenance of a student 
register on which the names of all who, having complied with the 
entrance requirements, have commenced the study of medicine shall 
be recorded. 3. The fixation of a minimum medical curriculum. 
4. The supervision of examinations. 5. The recognition of hospitals 
where medical students and graduates may obtain clinical teaching. 
6. The drawing up of laws and regulations affecting the medical pro¬ 
fession In China, and their enforcement. 7. The issuing of a medical 
register containing the names of all those qualified to practise Western 
medicine in China. 8. The adoption of a general nomenclature ef 
medical terms in Chinese. And further, that in view of the rapid 
increase in the number of students and practitioners of Western 
medicine In China, this conference requests the National Medical 
Association to approach the Board of Education with a view to the 
formation of such a council at an early date. 


NATIONAL HEALTH INSURANCE. 


7he Public and Panel Practice in Birmingham. 

IN our issue of May 19th we dealt with the comments 
of the London Panel Committee on the recent circulars 
D 8 and D 9 addressed by the British Medical Asso¬ 
ciation to various bodies interested in the administration 
of National Insurance. In Birmingham a committee jointly 
appointed by the Panel Committee and the Executive 
Committee of the Central Division of the British Medical 
Association have arrived at conclusions not far differing 
from those formulated by the London Panel Committee. 
General satisfaction on the part of the insured is recorded, 
based upon evidence as to diminishing numbers of 
insured persons seeking medical advice as private patients, 
as to few changes of doctor at the end of each year, and 
few complaints coming before the Medical Service Subcom¬ 
mittee. The causes of dissatisfaction, where it exists, are 
stated to be principally lack of sufficient and appropriate 
examination, and insufficient attention, which cannot be 
wholly ascribed to war conditions—grounds of complaint 
which are admittedly serious when they are proved to occur. 
Certification difficulties and lack of uniformity in the pro¬ 
cedure of different societies are also matters suggested for 
future reform. The medical man who is entirely devoted 
to panel work is said to give the most satisfaction to his 
panel patients. The number of general practitioners who 
have not joined the panel in the district under comment 
is about 80, as compared with about 260 who have done so. 
The report does not express any expectation that those now 
declining panel service would be induced to come in, even 
under the improved conditions which it considers practicable. 
A sufficiency of private practice, a dislike to being tied by 
contract, and lack of definition in the terms of contract 
and service are among the reasons assigned for this. It is 
noted that among those on the panel an improved panel 
service is generally considered likely to prove preferable to a 
salaried State service. 

One of the questions propounded by the Insurance Com¬ 
missioners is as follows :— 

What extensions of the present provision in respect of 
medical benefit do you consider are required to make the 
service an adequate one ? 

The reply given is that the service will only be adequate 
when it provides for— 

(a) A consulting or special opinion in necessary cases by a 
panel of consultants, who would see the insured persons in 
their own houses or at the consultant’s rooms as occasion 
required, (b) Institutional in-patient treatment to be carried 
out by private practitioners m consultation with physician 
or surgeon, with operations by surgeons, (c) Complete 
service of necessary laboratory work for diagnosis, vaccines 
and serums, and X ray. ( d) Nursing in their own homes by 
an amplified system of district nurses, which would allow 




890 ThbLawott,] 


OBITUARY. 


[Junk 9,1917 


the continuous attendance of a nurse for short periods in suit¬ 
able cases. ( e) Dentistry, to include the provision of dentures. 
</) Convalescent homes. ( g) Instruction by lectures. 

Among other suggestions made may be mentioned one 
that 2500 should be the largest number of patients per¬ 
mitted for any member of the panel, it being recognised at 
the same time that much depends upon the circumstances of 
a practice and upon the individual capacity of the practi¬ 
tioner. It is asked with regard to certification that uniformity 
in requirements as to the issue of certificates should be made 
compulsory upon all societies, and that in cases of chronic 
incapacity certificates at intervals of four weeks should be 
deemed sufficient. 

The recording and comparing of opinions such as the 
above cannot fail to prove useful when the opportunity 
comes to amend the conditions of National Insurance, thus 
benefiting the insured person and the profession responsible 
for his health. 



EMIL VON BEHRING, 

KXCELLElfZ ; DIRECTOR OF THI INSTITUTE OF HYGIEKE Iff MARBURG. 

Emil Behring was bom at Hansdorf, in West Prussia, on 
March 15th, 1854, the day following the birth of his great 
compatriot, Paul Ehrlioh. After qualifying in medicine at 
Berlin, he entered the Army Medical Corps, becoming in 1888 
lecturer at the Army Medical College in Berlin, and it was 
not until he was 35 years of age that he became assistant 
At Koch’s Institute for Infectious Diseases, undertaking as 
his first research the disinfecting properties of iodoform, 
which led his thoughts into the channels of problems of 
immunity. The bactericidal property of cell-free blood serum 
then claimed his attention, and especially the behaviour of 
aerum in animals which had been exposed to the bacterial 
toxins which Roux had j ust described in Paris. Working alone 
on diphtheria toxin and in association with Kitasato on 
tetanus toxin, 11 the possibility of successfully treating cases 
of acute infectious disease ” became the theme of a research 
published in the Dent. med. Woch&ns. in December, 1890, 
entitled “ Uber das Zustandekommen der Diphtherie- 
Immunitat und der Tetanus-lmmunitiit bei Tieren.” Clinical 
experience, accumulated largely by Heubner, confirmed 
these experimental results, and at an address on the Aims 
and Achievements of Serum-therapy at the Naturalists’ 
Congress in Liibeck (1895) Behring was justified in saying : 
• ‘ I have no fear that the thought which forms the 
basis of serum-therapy will ever disappear out of medi¬ 
cine.” He estimated the probable saving of 75 per 
cent, of the mortality from diphtheria in Germany, an 
annual credit of 45,000 human lives. For this work Behring 
shared with Roux the 25,000-fr. prize of the Paris Academy 
of Medicine and the 50,000-fr. prize of the Institute of 
France. In 1901 he received the Nobel prize for Medicine, 
and delivered an address in Stockholm on Serum-therapy, 
while his progress in the receipt of official recognition at 
home reached the highest level of Excellency in 1903. 

In 1895, when he was 41 years of age, Behring was 
appointed director of the Institute of Hygiene at Marburg, 
and from this time on he achieved nothing further corre¬ 
sponding to the five years of successful scientific work at 
Berlin. Ill-health already obliged him to give up the 
teaching function attached to the directorship and he only 
gave an occasional public lecture. He became financially 
interested in the manufacture of antitoxic serum by the 
Farbwerke Hochst which built and equipped admirable 
laboratories for him, in which he conducted researches 
involving, it is stated, 7,000,000 ounces of tubercle cultures. 
The bovo- vaccine which he devised for. the immunisation of 
calves against tuberculosis formed the mainstay of another 
great commercial undertaking named the Behringwerk, 
and Behring was able to become a large landed pro¬ 
prietor with a population of cattle on which to test 
immunisatory processes under his own eye. Bovo-vaccine 
was also largely employed in Russia, Sweden, and 
America, with results which excited keen interest at the 
time, but which do not appear to have survived the test of 
time and prolonged experience. Behring himself, who started 
with the firm belief that human and bovine tubercle are one, 
had a period in which this conviction waned, and returned 


again to the Unitarian view. 4 ‘Phthisis,” runs a much- 
quoted sentence, 4 4 is but the end of a lullaby sung at the 
cradle of the prospective consumptive.” And whatever may 
have been the practical outcome of his experimental work 
there is no doubt that Behring has profoundly influenced 
contemporary thought in the direction of looking on tuber¬ 
culosis as a lifelong affection. After suffering severely from 
periods of depression, von Behring’s life was terminated by a 
sharp attack of pneumonia on March 31st, 1917. 


JOHN MITFORD ATKINSON, M.B.Lond.^ M.R.C.S.KNG., 
L.S.A., D.P.H.Camb. 

John Mitford Atkinson died on May 23rd at his residence 
in West Kensington at the age of 60. The only son of the 
Rev. Samuel Atkinson, he received his early education at 
Queen’s College, Taunton, proceeding thence to the London 
Hospital. As a student he had a successful career. He 
qualified M.R.C.S. Eng. and L.S.A. in 1878, taking the 
M.B. Lond. in 1881, and when home on leave from China, 
the D.P.H. Camb. in 1894. For a time he was assistant 
resident medioal officer to the Kensington Infirmary, where 
he had for his senior colleague the late Henry Percy Potter. 
Here he learnt the details of management of a large medical 
institution, which later he turned to good account. In 1887 
he was appointed superintendent of the Government Civil 
Hospital, Hong-Kong. At that time the hospital had no 
European staff of nurses, and its reputation was not at all 
high. He set to work to bring the administration of this 
hospital up to the professional level of the large general 
hospitals in London. At the beginning he had to face many 
difficulties, partly official and partly inherent in the 16cal 
conditions and the prejudices of the Far East. All these 
difficulties he surmounted, and he succeeded in gaining the 
confidence, support, and esteem not only of his official 
colleagues but of the European and even the Chinese 
population of the Colony. One of his first efforts was to 
secure the appointment of nursing sisters. The official eye 
looked askance at the introduction of women into the hos¬ 
pital. After a time official consent was given, but the first 
ladies appointed had for their qualification the fact that 
they were members of a religious order. Excellent in many 
ways, they lacked professional training, and after a brief period 
Atkinson’s advice was accepted and they were replaced 
by nurses who had been trained in hospitals in England. 
The hospital administration was gradually improved, and it 
established a well-earned reputation for its efficiency and 
excellent work. To this hospital were taken the sailors of 
the Russian oruiser Varya-g wounded at the naval battle 
with the Japanese near Chemulpo. In acknowledgment of 
the professional services rendered then the Czar presented 
Mitford Atkinson with a gold cigarette-case ornamented 
with the Russian coat-of-arms in diamonds. 

Mitford Atkinson’s medical career can be traced in the 
reports to the Colonial Government on the Civil Hospital, 
and on the sanitary condition and administration of the 
colony of Hong-Kong. Indeed, these reports give the 
history of the continued sanitary progress of the colony. He 
held office at the time when plague made its appearanoe in 
epidemic form in the colony; the official reports which he 
wrote on this subject are classics in the literature of the 
disease. In 1897 he was promoted to the office of Principal 
Civil Medical Officer, but his connexion with the Government 
Civil Hospital was not severed. As chief of the Government 
Medical Department he exercised administrative control over 
the various civil hospitals of Hong-Kong. In 1903 he was 
appointed a member of the Executive and Legislative Council 
of Hong-Kong. In 1912 he retired on pension. 

Shortly after the present war broke out, Mitford Atkinson 
received a commission in the Royal Army Medical Corps, and 
was granted the rank of major. He was given the task 
of converting the workhouse and infirmary at Richmond in 
Surrey into a war hospital. In this work he attained the 
success he had achieved in Hong-Kong. Possessed himself 
of indomitable enthusiasm, he had the gift of imparting 
this quality to others. He won the cordial support and 
active cooperation not only of the hospital staff but of the 
patients themselves. In addition, he secured the loyal 
support of the inhabitants of. Richmond, proud of their 
excellent war hospital. In spite of warnings of a possible 
breakdown in health, he refused to relax the strain imposed 
on him by administrative control. Signs of angina pectoris 
appeared and progressed, and he was invalided out of the 
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Service, receiving a gratuity for the work he had done. 
After some months of complete rest he was contemplating 
again taking up professional work, but he died suddenly on 
May 23rd. 

Certain of Atkinson’s medical writings were published 
from time to time in The Lancet, a lecture on Plague in 
1901, and in 1903 a Case of Septicsemic Plague in a 
European, and Methylene Blue in the Treatment of Malig¬ 
nant Malaria; in 1909 a Possible Natural Enemy of the 
Mosquito, and in 1910 a contribution on the treatment of 
plague and an account of the climate of Hong-Kong. He 
was a Fellow of the Royal Colonial Institute, the Royal 
Sanitary Institute, and the Society of Tropical Medicine. 
He was a keen sportsman and an able exponent in many 
directions ; he ran a dead heat for the amateur 100 yards 
championship, and played cricket to the end of his life. For 
a quarter of a century he occupied a prominent position in 
the medical world of the Far East. At his home all members 
of our profession were welcome guests when duty or pleasure 
took them to the colony of Hong-Kong. He married Clara, 
the eldest daughter of James Eastmond, of Puddington, 
Devon, and leaves a widow and two sons. 


URBAN VITAL STATISTICS. 

(Week ended May 26th, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000,000 persons, 
the annual rate of mortality was 141, against rates steadily declining 
from 18 6 to 14*3 per 1000 in the six preceding weeks. In London, 
with a population exceeding 4.000,000 persons, the death-rate was 
12*9, or 10 per 1000 less than in the previous week; among the remain¬ 
ing towns the rates ranged from 4*5 in Eastbourne, 5*5 in Edmonton, 
and 7*2 in Ealing, to 22*6 in West Bromwich, 231 in Rotherham, 
and 23*9 in Middlesbrough. The principal epidemic diseases caused 375 
deaths, which corresponded to an annual rate of 1*2 per 1000, and 
included 238 from measles, 53 from whooping-cough, 42 from infantile 
diarrhoea, 29 from diphtheria, 12 from enteric fever, and 1 from scarlet 
fever. The deaths from measles were 13 below the average in 
the four previous weeks, and caused the highest annual death-rates of 
3*9 in West Bromwich and in Sunderland, 4*3 in South Shields, 4*5 in 
Middlesbrough, and 5*8 in Rotherham. The 641 cases of scarlet fever 
and 1108 of diphtheria under treatment in the Metropolitan Asylums 
Hospitals and the London Fever Hospital were respectively 32 and 
52 below the numbers remaining at the end of the previous week. 
Of the 4579 deaths from all causes in the 96 towns. 146 resulted 
from violence. The cause* of 22 deaths were uncertified, of which 
8 were registered in Birmingham, 4 in Liverpool, and 2 in St. Helens. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual death- 
rate was equal to 16*1, against 15*9 and 17*0 per 1000 in the two 
preceding weeks. The 358 deaths from all causes in Glasgow 
corresponded to an annual rate of 16*7 per 1000, and included 35 
from measles, 33 from whooping-cough, 5 from infantile diarrhcea, 
and 1 each from scarlet fever and diphtheria. The 102 deaths in Edin¬ 
burgh were equal to an annual rate of 16 0 per 1000. and Included 
10 from measles, 8 from whooping-cough, and 3 from diphtheria. 

Irish Towns.— The 151 deaths In Dublin were equal to a rate of 
19*7. or 1*3 per 1000 above that recorded in the previous week, and 
included 5 from infantile diarrhcea, 3 each from measles and 
whooping-cough, and 1 each from enteric fever and scarlet fever. The 
109 deaths in Belfast corresponded to an annual rate of 14*5 per 1000, 
and included a fatal case of enteric fever and 1 of infantile dlarrhu-a. 

(Week ended June 2nd, 1917.) 

English and Welsh Towns.— In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000.000 persons, 
the annual rate of mortality w*as 12*7, against rates bteadily falling 
from 18*5 to 14*1 per 1000 in the seven preceding weeks. In London 
the death-rate was 11*7, or 1*2 per 1000 less than that recorded in the 
previous week; among the remaining towns the rates ranged from 
3*1 in Aberdare, 4*8 In Baling, and 6*3 in Merthyr Tydfil, to 
20*5 in South Shields, 23*0 in Sunderland, and 31*1 in Middles¬ 
brough. The principal epidemic diseases caused 366 deaths, which 
corresponded to an annual rate of 1*1 per 1000, and included 245 
from measles, 43 from infantile diarrhcea, 41 from whooping-cough, 
26 from diphtheria, 7 from scarlet fever, and 4 from enteric fever. 
The deaths from measles were 7 in excess of the number in the previous 
week, and caused the highest annual death-rates of 4*9 in Rotherham, 
5*0 in Sunderland, 5*2 in South Shields, and 8*6 in Middlesbrough. 
The 626 cases of scarlet fever and 1061 of diphtheria under treatment in 
the Metropolitan Asylums Hospitals and the London Fever Hospital 
were respectively 15 and 47 below the numbers remaining at the end of 
the previous week. Of the 4126 deaths from all causes in the 96 towns, 
125 resulted from violence. The causes of 40 deaths were uncertified, 
of which 6 were registered in Birmingham and 3 each in Stoke-on- 
Trent, Manchester, and Gateshead, but not one in London. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual death-rate 
was equal to 16*0, against 17*0 and 16*1 per 1000 In the two preceding 
weeks. The 382 deaths in Glasgow corresponded to an annual rate of 
17*9 per 1000, and Included 39 from measles, 38 from whooping-cough, 
3 from infantile diarrhcea, and 1 each from scarlet fever and diph¬ 
theria. The 102 deaths in Edinburgh were equal to an annual rate of 
16*0 per 1000, and included 18 from measles, 6 from whooping-cough, 
2 from diphtheria, and 1 from scarlet fever. 

Irish Towns .—The 145 deaths recorded in Dublin were equal to an 
annual rate of 18*9, or 0*8 per 1000 less than that recorded in the 
previous week, and Included 4 from measles, 2 from infantile diarrhoea, 
and 1 from scarlet fever. The 115 deaths in Belfast corresponded to an 
annual rate of 15*3 per 1000, and included 2 from scarlet fever and 1 
each from enteric fever and measles. c 
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THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH. 

To the Editor of The Langet. 

Sir,—T he symptomatology of heart disease has un¬ 
doubtedly its importance in regard to both diagnosis and 
prognosis, but it is equally true that most, if not all, of the 
symptoms that may be found attendant upon various 
diseases of the heart are frequently to be met with in those 
whose hearts are sound, and, on the other hand, many 
persons with serious organic heart disease do not complain 
of any symptoms. One may meet, for instance, with 
persons with very pronounced aortic regurgitation and 
others with very definite mitral stenosis (of the pure 
funnel variety) leading active lives for many years 
without presenting symptoms. Most of the symptoms 
connected with the heart are, indeed, of the nature of 
functional disturbance rather than organic embarrassment, 
and in my Lumleian lectures (p. 9) I endeavoured to classify 
them under the headings of (1) malnutrition, defective 
metabolism, morbid blood stream, functional overstrain as 
affecting the cardio-vascular muscle; (2) toxic influences, 
reflex excitation or depression, direct excitation or depression 
as affecting the cardio-vascular innervation ; but I am careful 
to point out (p. 22) ‘‘that functional disturbance is as 
frequently observed in association with diseased as with 
healthy hearts and that many of the troubles and some of 
the catastrophes of cardiac disease are attributable to- 
functional derangements. ” The criterion in either case, both 
from the treatment and prognosis points of view, is to be 
derived only from an estimation of the condition of the heart 
by physical examination. 

I do not for a moment suppose that in practice Sir James 
Mackenzie would fail to attach all due importance to auscul- 
tative and other instrumental diagnosis of heart disease as 
well as to the consideration of symptoms. He has, as we 
know, much strengthened our methods in these respects, 
and his work has met with well-merited appreciation ; but 
the trend of his advocacy at the moment seems to be to 
invert in order of importance the symptomatic and physical 
methods of diagnosis, and thus to misguide those who may 
be less experienced. 

When Sir James Mackenzie observes that we should watcb 
each individual case of heart disease throughout his life he 
speaks but an obvious truth, the only question being as to 
the opportunity of doing so; and when he adds that the 
danger lies not in the damaged valve but in the heart not 
being able to overcome successfully the embarrassment to its 
work caused by the damaged valve, he states another 
truism although in inverted order, for the danger is there 
all the time. It can be foreseen and estimated by careful 
consideration of the physical signs ; when the symptoms of 
heart failure present themselves compensatory function is 
already failing. Let me give what I venture to regard as a 
model report on a case of heart disease for diagnosis and 
prognosis (the note is not mine, but came before me a few 
days ago). 

An applicant for life assurance is reported to have had two 
attacks of rheumatism, the last seven years previously ; he 
has an aortic diastolic and a mitral systolic murmur. What 
are the chances of his longevity ? In other words, what is the 
probable term at which the heart will no longer be able to 
overcome the embarrassment to its action ? In this view the 
able physician in the case proceeds to point out that the 
murmurs in either case do not completely replace the valve 
sound, the heart’s action is regular at 78, it shows only a 
moderate degree of hypertrophy; further, the pulse, although 
deliberate, has not the collapsing characters of marked aortic 
regurgitation, and the blood pressure is well maintained at 
140. It will thus be observed that we have the valve lesions 
indicated, the duration of the lesions given, the degree of 
valve defect shown in the character of the sounds, the power 
of the heart in overcoming its difficulties shown in the 
steady, quiet pulse and moderate enlargement, the output 
of the whole mechanism shown in the normal blood pressure. 
Is not this a masterly exposition of the facts of the case 
upon which a sound estimate of the cardiac condition may 
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be formed and advice given calculated to postpone the 
symptoms of failure ? 

'$ Sir James Mackenzie’s generous admission that “the older 
physicians did their work according to their lights as we do 
ours according to our lights,” makes one hopeful that he at 
least has not yet joined the “ reaction-aries,” which his 
reference to the work of Dr. Poynton led me to fear that he 
might have done. 

In this letter I have in mind especially valvular defects 
and their results upon the heart, which appear to be in 
question in the present correspondence. 

I am, Sir, yours faithfully, 

Portland-place, W., June 5th, 1917. R* DOUGLAS POWELL. 


To the Editor of The Lancet. 

Sib,—I take second place to no one in my admiration of 
the work that Sir James Mackenzie has done in connexion 
with the investigation of diseases of the heart, and were I 
equally in accord with his controversial methods, it would 
not be necessary for me to trouble you with this letter. Sir 
James Mackenzie is a merciless critic from his own point of 
view of other people’s views on cardiac and circulatory 
disorders, more especially if these happen to belong to what 
may be styled the old-fashioned type of clinical physician. 
In the process of pulverising his chimerical opponents he 
has expended a great deal of energy in flogging tired horses, 
in tilting at tattered windmills, and in razing to the ground 
tottering pathological structures which have respectively 
been flogged, tilted at, and razed to the ground on many 
previous occasions by many different writers. Clinical heresies 
no doubt die hard, and it may perhaps be just as well to ensure 
that they are really dead by killing them more than once ! 
It is, however, quite another matter when in The Lancet 
of May 26th Sir James Mackenzie directly challenges Dr. 
A. Morison to produce evidence of a single instance where he 
has given with clearness and precision a description of how 
murmurs can be differentiated to show those that are 
innocent and negligible from those that imply danger. 
Furthermore, he asks where, in Dr. Morison’s own writings 
or in the writings of others, the principles for assessing the 
value of murmurs are indicated. Now, I hold no brief for 
Dr. Morison, and so hardy a campaigner in the field of 
cardiac dialectics can safely be left to take care of himself. 
But I must confess to no small amount of astonishment that 
hitherto no one has come forward to meet and answer this 
challenge on behalf of the older school of cardiac clinicians. 
It is with some diffidence that I feel compelled to undertake 
the responsibility of making at least some sort of reply to so 
provocative an inquiry ; conscious as I am of my inability to 
do full justice to the theme, and knowing full well that I 
shall be accused of attempting to bolster up a lost cause. 

Under the influence of Sir James Mackenzie’s writings I 
was under the impression that medical opinion had hardened 
in the direction of paying relatively less attention to physical 
signs, including murmurs, and of giving more weight to 
symptoms and other indications of the* condition of the 
cardiac wall in the investigation and diagnosis of diseases 
of the heart. Do I understand him aright when I assume 
that the observations in his letter of May 26th are an attempt 
to restore the tarnished splendour of physical signs, including 
murmurs, to their ancient diagnostic glory? I am quite 
ready to admit that the older writers may have attached too 
much significance to cardiac murmurs, and in so doing they 
no doubt neglected other features of greater value in the 
elucidation of disorders of the heart. Indeed, Sir, in this 
connexion I should be prepared to quote from authors on 
diseases of the heart written during the last 50 years material 
on the significance of murmurs sufficient to fill a whole issue 
of your valuable paper ! I will content myself by quoting 
two instances which will suffice to illustrate my contention. 
Is Sir James Mackenzie conversant with the writings of my 
late chief, Sir William Broadbent? I put it to him that 
Broadbent’s observations on the significance of the pre- 
systolic and diastolic murmurs of mitral stenosis are as 
nearly abreast of modern cardiology as anything that has 
been written. Again, I would call attention to George 
Balfour’s observations on the mitral systolic murmur asso¬ 
ciated with “curable mitral regurgitation,” and ask if no 
attempt has been made by past masters of clinical medicine 
to define the significance of cardiac murmurs ? Surely Sir 
James Mackenzie must admit that, with all their faults, the 
older generation of clinical physicians did not hesitate to 


grapple with the interpretation of cardiac murmurs and 
endeavour to explain their significance. They may not have 
solved the problem, but at least they attempted to do so. 

The tendency in the past to consider the different manifes¬ 
tations of a so-called disease in separate compartments has 
led to much confusion and error. It is essential to the full 
comprehension of cardiac as well as of other disorders that 
disease should be looked upon as a process beginning with 
functional disturbance and terminating in gross structural 
change. The whole series of events correlated with the 
progressive degradation of function and structure must be 
recognised and appreciated in all their bearings before it 
can be said that we understand the nature of any disease. 

I am, Sir, yours faithfully, 

Upper Berkeley-street, W., June 4th, 1917. E. H. COLBEOK. 


SHELL WOUNDS IN CHILDREN. 

To the Editor of The Lancet. 

Sir,—D uring the earlier days of the war many children 
were wounded by shells, bombs, &c., in the towns and 
villages at the back of the firing line. To deal with these 
cases a civilian hospital was established in Belgium, situated 
at first in a town, and later removed to an adjoining field for 
greater safety. It was composed of long wooden barrack 
sheds or huts, with a good operating theatre and X ray 
instalment, and was staffed with Belgian nurses. Cases were 
brought in by ambulances from the country round, adults as 
well as children, sometimes very early, and at other times 
after a good interval had elapsed since the injury. The con¬ 
ditions of treatment being the same for adults and for 
children, one was able to compare the results of these two 
classes of case in their response to the treatment received. 
Unfortunately, partly from lack of assistance, and partly 
from absence of the facilities for bacteriological work, many 
notes of value were not kept. 

Although other forms of treatment were tried, ordinary 
principles of surgery were mainly used, and consisted of— 
(a) prompt localisation and removal of all foreign bodies; 
(£) thorough drainage of wounds before, if possible, acute 
sepsis had set in ; ( c) daily irrigation of wounds with eusol. 
A general anaesthetic—viz., chloroform induction and warm 
open-ether sequence—was used in each case. The following 
serve to show the type of case treated :— 

Case 1.—Boy, aged 11, admitted with shell wound through back of 
thigh, completely fracturing the shaft of femur about the middle. The 
metal lodged in front of the bone. He was admitted within a few 
minutes of the accident. The fragment was at once located and 
removed by an anterior incision which was sutured and healed by firefc 
intention. Good drainage was established by a rubber tube from 
behind, and the limb put on a Hodgen splint and daily irrigated with 
eusol. In three weeks the wound was healed, and there was sufficient 
union of hone to enable all splints to be removed. The temperature 
was normal after the first three days, and after his sixth week he left 
hospital on foot carrying his own bundle. 

Case 2.—Girl, aged 10, with badly comminuted compound fracture 
of thigh by a shell. She was not seen for 10 days, and the missile had 
been removed elsewhere. After a mild septic course of about two 
months union was complete, though with much shortening and no 
necrosed bone came away. 

Cask 3.—Girl, aged 12. A large fragment of shell penetrated the 
skull in the mid-frontal region. She was brought in at once, bleeding 
considerably from the median sinus. The metal and loose pieces of 
bone were at once removed, and had penetrated at least one and a half 
inches in depth. All injured dura was exposed by clipping away more 
bone. Some brain matter and hair escaped. The wound was packed 
with gauze for 24 hours. A cerebral hernia followed about the size of a 
hen’s egg. This was dressed for a week with alcoholic compresses. 
The hernia disappeared in about six weeks, with no after-symptoms of 
cerebral injury. The temperature was practically normal throughout. 

Case 4.—Boy, aged 3, with shell wound in buttock near anus pene¬ 
trating to a depth of about 2 inches (in adults not a favourable position). 
He was seen after 48 hours and the metal was removed literally wrapped 
in a piece of his coat. The wound healed in about two weeks. The 
temperature was rather high, but fell to normal at once after operation. 

Case 5.—Boy, aged 10, was playing with a hand grenade which 
exploded. He was not seen for 24 hours. He lost part of his thumb 
and received a compound split in the left tibia and an injury of the 
right knee opening into the joint. The wounds were trimmed and 
partly sutured and prolapsed muscle cut away. The knee-joint was 
irrigated with saline, a piece of cloth coming away. The missile had 
escaped. The capsulo was completely sutured and the external wound 
closed around a gauze drain down to the capsule. The last I saw of him 
he was running down the road just under a month from the time of 
injury and all wounds healed. 

Children as a class cannot by any means be considered 
immune from microbic infection, yet compared with the adults 
who were treated on exactly the same lines children did not 
exhibit sepsis to anything like the same degree, ana their 
wounds consequently healed quicker. These children were 
certainly no cleaner than their parents, and their clothes 
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were often very dirty. It is possible that the smoothness 
of a child’s skin has a good deal to do with this freedom 
from severe sepsis, and pathological germs reside in the 
pores and folds of the skin (which are more marked in 
adnlts) rather than in the dust and clothes. Psychological 
effects of explosives on the minds of the younger children 
admitted were very slight or absent, and they did not show 
symptoms of fear daring air-raids or bombardments to any¬ 
thin*? like the same degree as did the adalts, perhaps partly 
from want of realisation. As one more illustrative case the 
following may be given :— 

A woman was walking In the street of a well-known Belgian town 
and her small child with her. The mother was killed on the spot by a 
bursting shell, and the child seemed wonderfully unconcerned when I 
av it a few minutes later. It was not injured. 

Finally, it might be added that haemorrhage entered into 
prognosis in children before shock, and one or two cases 
were lost from that alone. 

I am, Sir, yours faithfully, 

A. H. Fardon, 

Headquarters, F.A.U., B.B.P., May, 1917. Medical Officer In Charge. 


THE ETIOLOGY OF GANGOSA AND ALLIED 
CONDITIONS. 

To the Editor of The Lancet. 

Sib,—I n th Q A nnals of Tropical Medicine and Parasitology, 
issued by the Liverpool School of Tropical Medicine, 
Vol. IX., No. 2, dated June, 1915, a description is given by 
Dr. Anton Breinl, of the Australasian Institute of Tropical 
Medicine, of gangosa, or rhinopharyngitis mutilans, and of 
certain forms of osteitis, periostitis, nlcus tropicum, ulcits 
interdigitale, and of certain forms of lencoderma. These 
cases are beautifully illustrated by the most excellent photo¬ 
graphs. Dr. Breinl considers gangosa to be a separate 
disease due to an organism named by him Cryptococcus 
mutilans. 

We would like to point out that all the above conditions 
occur frequently in Fiji, especially amongst the Fijians and 
half-castes, but also amongst Indians and Europeans who 
have long resided in Fiji. These diseases always are pre¬ 
ceded by primary or secondary yaws, and they yield in their 
active Btages to the same remedies as other forms of tertiary 
yaws, with which they are frequently associated. Medical 
men in Fiji, having a very large experience of yaws, invari¬ 
ably regard these manifestations as tertiary stages of 
framboesia. We are, Sir, yours faithfully, 

Philip Harper, 

District Medical Officer, Fiji. 
G. W. A. Lynch, M B., 

March 5th, 1917. Chief Medical Officer. 


TRENCH SHIN. 

To the Editor of The Lancet. 

Sir,—L ieutenant-Colonel Graham Chambers's contribution 
in The Lancet of May 19th to the study of that condition 
known as “ trench shin ” is of great interest. Whatever the 
etiology may be, it appears to be generally agreed that 
fibrositis is the cause of the pain. I have not had 
an opportunity of seeing these cases in their early 
stages, but have been called upon to treat many of 
them from the third week onwards. In the early oases 
I should be strongly inclined to use salicylate ionisa¬ 
tion, but in those I have met I have found the most 
beneficial results from the sinusoidal current applied 
rhythmically (Lewis Jones interrupter) with the legs in 
8chn6e baths. Patients tell me they experience great relief 
and can rest and sleep much better after the treatment, 
which is given for 20 minutes at a time on alternate days. 
No doubt the rhythmical contractions of the muscles favour 
the circulation and elimination of waste products, and I 
should expect similarly good results from the condenser 
arrangement devised by the late Dr. Lewis Jones and 
described by myself in the Practitioner , December, 1916. 
In this, by means of a motor interrupter, a condenser is 
alternately charged from the main and discharged through 
the primary of a coil, the patient being connected to the 
secondary. The current is applied rhythmically and has 
the advantage of giving powerful motor contractions with 
a very small sensory effect. 

I am, Sir, yours faithfully, 

Hari^y-street, W., Jane 4fch, 1917. L. W. BATHURST. 


Cfet ®Ssr. 


The Casualty List. 

The following names of medical officers appear among 
the casualties announced since our last issue :— 

Wounded. 

Capt. F. M. Hughes, E.A.M.C., attached London Regiment. 
Capt. G. Thomson, R.A.M.C., attached London Regiment. 
Lieut. L. C. G. Bacon, R.A.M.C. 

Lieut. T. Burrell, R.A.M.C. 

Capt. F. R. Thornton, M.C., R.A.M.C. 

Maj. N. J. Bullen, Australian A.M.C. 

Capt. E. R. Mackay, Australian A.M.C. 

Previously reported Missing , feared Killed , now reported not 
Missing. 

Surg.-Prob. A. G. Lennox-Browne, R.N.V.R. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who are reported to have fallen during the 
war:— 

Lient. A. Mantle, London Regiment, younger son of Dr. A. 
Mantle, of Harrogate. 

Capt. H. E. R. Hamilton, Canadian Railway Troops, elder 
son of Dr. H. T. Hamilton, of Barnes, London. 

Lieut. E. H. Hopkinson, M.C., Cambridge Regiment, second 
son of Dr. A. Hopkinson, of Withington, Manchester. 
Lance-Corp. H. M. Dockrell, Duke of Cornwall’s L.I., 
youngest son of Dr. M. Dockrell, of Cavendish-square, 
London. 

Second Lieut. W. G. M. Britton, Royal Flying Corps, fourth 
son of the late Dr. J. Britton, J.P., of Strabane, co. 
Tyrone. 

Second Lieut. H. H. Ezard, Roval Flying Corps, elder son of 
Dr. E. H. Ezard, of Cambridge. 

[We are glad to learn from Dr. G. T. Eccles, of Hove, that 
his son, Second Lieut. H. E. R. Eccles, of the Royal Flying 
Corps, is not dead, as reported, but is severely wounded, 
and is now in the Royal Flying Corps Hospital at Eaton- 
square, London.] _ 


The Honours List. 

The following awards to and promotions of medical officers, 
for services in the field or for services in connexion with the 
war, are announced, on the occasion of the King’s Birthday:— 
K. C. B. 

Col. J. Magi 11, C.B. (ret. pay); Lt.-Col. P. J. Freyer, C.B., I.M.S., ret. 
C.B. 

Surg.-Gen. G. Welch, R.N.; Fleet-Surg. J. Menary, R.N.; Temp. 
Surg.-Gen. Sir W. Macewen, R.N. ; Temp. Surg.-Gen. G. R. Turner, 
R.N.; Col. R. Kirkpatrick, C.M.G., A.M.8. ; Col. C. H. Burtchaell, 
C.M.G., A M. 9. ; Col. J. J. Gerrard. A.M.S.; Temp. Col. W. H. Willcox, 
C.M.G.; Lt.-Col. (temp. Col.) G. W. Brazler-Creagh, C M.G. (ret. pay), 
late R.A.M.C.; Lt.-Col. (temp. Col ) H. S. Thurston, C.M.G., R.A.M.C.; 
Lt.-Col. and Bt.-Col. 8ir B. G. Seton. Bart., I.M.S.; Col. D. Wardrop, 
C.V.O. (ret. pay), A.M.S.; Col. C. R. Tyrrell (ret. pay), A.M.S.: Temp. 
Col. J. Galloway, A.M.S. ; Surg.-Lt.-Col. (Hon. Surg.-Col.) R. J. Reece, 

H. A.C.; Surg.-Lt.-Col. Sir W. R. Crooke-Lawiess, C.I.B. (ret. pay), 
R. of O. (empld. R.A.M.C.); Maj. and Bt.-Lt.-Col. (temp. Brig.-Gen.) 
A. C. Geddes, Unattd. List. 

K. C.M.G. 

Surg.-Gen. Sir A. T. Sloggett, K.C.B., C.M.G., K.H.S.; Surg.-Gen. 

F. H. Treherne, C.M.G.; Surg.-Gen. T. P. Woodhouee, C.B.; Ool. R. N. 
Campbell, C.B., C.I.B. (ret.), I.M.S. 

C.M.G. 

Fleet-Surg. G. T. Bishop. R.N.; Col. C. C. Manifold, C.B., I.M.S.; 
Col. D. M. O Callaghan, A.M.S.; Col. A. W. Bewley, A.M.S.; Lt. Col. 
(temp. Col.) F. J. Greig (ret. pay), R. of O., late R.A.M.C.; Lt.-Col. G. 
Scott (ret. pay), late R.A.M.C.; Lt.-Col. A. Hosie (ret. pay), late 
R.A.M.C.; Lt.-Col. (temp. Col.) J. C. Connor, R.A.M.C.; Temp. 
Lt.-Col. A. D. Milne, East Afr. Med. Serv.; Maj. (temp. Lt.-Col.) 
R. J. C. Thompson, D.S.O., R.A.M.C.; Col. R. B. Roth, D.S.O., 
Austr. A.M.C.; Lt.-Col. T. H. Sweeny (ret.), I.M.S.; Lt.-Col. F. F. 
Perry, C.I.B. (ret.), I.M.S.; Lt.-Col. J. Chaytor-Whlte (ret.), I.M.S.; 
Lt.-Col. S. B. Smith. I.M.S.; Lt.-Col. J. N. MacLeod. C.I.E. (ret.), 

I. M.S.; Lt.-Col. D. Harvey, R.A.M.C.; Temp. Hon. Lt.-Col. M. H. 
Gordon, R.A.M.C.; Maj. P. S. O’Reilly. R.A.M.C.; Maj. G. A. D. 
Harvey, R.A.M.C.; Temp. Maj. A. D. Reid, R.A.M.C.; Col. R. J. Millard, 
Austr. A.M.C.; Lt.-Col. W. T. Hayward, Austr. A.M.C.; Lt.-Col. 
T. E. V. Hurley, Austr. A.M.C. ; Col. C. A. Hodgetts, Canad. A.M.C. 

C.I.E. 

Capt. H. H. Th orb urn, I.M.S. 

Surgeon - General. 

Col. (temp. Surg.-Gen.) W. W. Pike, C.M.G., D.S.O. 

Brevet-Colonels. 

Lt.-Col. S. L. Cummins, C.M.G., B.A.M.C.; Lt.-Col. (temp. Col.) 

G. T. K. Maurice, C.M.G., R.A.M.C. 

Brevet-Lt. - Colonel. 

Maj. P. H. Henderson, D.S.O., R.A.M.C. 
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Brevet-Majors. 

Capt. D. M. Corbett, R.A.M.C.; Capt. (actg. Lt.-Col.) B. Johnson, 
R.aTm.C. ; Capt. H. F. Panton, M.C., R.A.M.C. 

D.S.O. 

I. U.S .— Lfc.-Col . H. $. K. Bara li eld ; Maj. E. T. Harris ; Lt. N. S. Jatar ; 
Capt. A. N. Thomas; Maj. C. H. Watson. 

R.A.M.C. —Maj. (temp. Lt.-Col.) D. Ahern;Lt.-Col. (temp. Col.) J. D. 
Alexander; Temp. Capt. P. H. Babr; Lt. Col. (temp. Col.) A. W. N. 
Bowen; Maj. R. H. Bridges; Capt. F. Casement; Capt. (actg. Lt.-Col.) 
H. K. Dawson ; Maj. (temp. Lt.-Col.) B. H. V. Dunbar; Temp. Capt. 
J. J. Dwyer; Capt. (actg. Lt.-Col.) P. G. M. Klvery, M.C. ; Lt.-Col. 
H. B. Fawcus, C.M.G.; Capt. (actg. Lt.-Col.) A. D. Fraser, M.C. ; 
Maj. G. B. Gask ; Lt.-Col. (actg. Col.) J. G. Gill; Lt.-Col. G. H. Goddard ; 
Capt. J. Golding; Temp. Maj. (temp. Lt.-Col.) E. L. Gowlland (late 
Maj., R.G.A., T.F.); Maj. (temp. Lt.-Col.) G. H. L. Haminerton; Lt.- 
Col. (actg. Col.) H. Herrick; Maj. (temp. Lt.-Col.) H. C. Hildreth; 
Lt.-Col. C. H. Howklns; Maj. (temp. Lt.-Col.) W. D. C. Kelly; Capt. 
H. Lightstone, M.C. ; Capt. (actg. Lt.-Col.) A. S. Littlejohns; Temp. 
Lt.-Col. D. D. Logan; Lt.-Col. (temp. Col.) P. MacKessack ; Capt. 
(actg. Lt.-Col.) G. Mackle ; Capt. (actg. Lt.-Col.) R. Magill; Temp. 
Capt. J. R. Marrack, M.C. ; Lt.-Col. E. W. P. V. Marriott; Maj. (temp. 
Lt.-Col.) J. Matthews; Capt. (actg. Lt.-Col.) C. R. M. Morris; Capt. 
(actg. Lt.-Col.) K. D. Murchison; Capt. (actg. Lt.-Col.) A. D. O’Carroll; 
Lt.-Col. (temp. Col.) S. de C. O’Grady; Maj. J. S. Pascoe; Maj. 
(temp. Lt.-Col.) J. E. Powell; Maj. (temp. Lt.-Col.) T. P. Puddicombe; 
Lt.-Col. (temp. Col.) M. M. Rattray; Maj. J. D. Richmond; Maj. 
(temp. Lt. Col.) H. Rogers; Maj. (temp. Lt.-Col.) D. Rorie; Temp. 
Capt. (actg. Lt.-Col.) L. D. Shaw; Maj. G. F. Sheehan; Maj. 8. B. 
Smith ; Capt. (actg. Lt.-Col.) G. H. Stevenson ; Maj. (temp. Lt.-Col.) 
H. 8tewart, M.C. ; Capt. (actg. Lt.-Col.) M. R. Taylor; Capt. (temp. 
Maj.) R. S. Taylor; Maj. J. A. Turnbull; Temp. Capt. R. B. 
Wallace; Lt.-Col. A. H. Waring; Capt. <aetg. Lt.-Col.) A. G. Wells; 
Maj. (temp. Lt.-Col.) R. M. West; Maj. W. J. Weston ; Lt.-Col. E. A. 
Wraith ; Maj. (temp. Lt.-Col.) T. J. Wright. 

Australian A.M.t '.-Lt.-Col. H. N. Butler ; Maj. G. C. Byrne; Maj. 
G. E. Cole; Lt. Col. (temp. Col.) C. T. C. De Cresplgny; Maj. W. A. 
Fraser; Lt.-Col. (temp. Col.) W. W. Hearne; Lt.-Col. (temp. Col.) R. B. 
Huxtable ; Maj. C. L. S. Macintosh ; Capt. A. H. Powell; Lt.-Col. A. H. 
Tebbutt; Maj. R. W. W. Walsh; Maj. H. L. St, V. Welch. 

Canadian A..W.C.— Maj. R. M. Gorssline; Lt.-Col. W. B. Hendry; 
Maj. J. S. Jenkins; Lt.-Col. C. F. McGaffen; Lt.-Col. J. D. McQueen; 
Lt.-Col. C. P. Templeton ; Lt.-Col. E. J. Williams. 
iVttp Zealand M.C. —Maj. T. I). M. Stout, 

South African M.C.- Lt.-Col. R. L. Glrdwood ; Maj. (acting Lt.-Col.) 
R. N. Pringle ; Lt.-Col. H. W. Vaughan-Williams. 

Military Cross. 

J. AT. .s'.— Capt. A. N. Dickson. 

R.A.M.C.-- Temp. Capt. G. O. F. Alley; Capt. L. B. Bair<l~ Capt. 
J. H. Bavley; Temp. Capt. J. H. Box ; Capt. R. A. BroderickT Temp. 
Capt. J. V. Brown; Temp. Capt. L. G. Brown; Capt. A. E. Bullock ; 
Temp. Capt. E. R. C. Cooke; Capt J. M. A. Costello; Capt. G. 
Dalzlel ; Lt. R. Ellis; Capt. W. T. Gardiner; Temp. Capt. N J. H. 
Gavin; Capt. W. George ; Temp. Capt. D. Hardie; Capt. P. Hartley ; 
Capt. A. S. Heale; Temp. Capt, J. T. Hurst ; Capt. L. H. iV. 
Iredale; Temp. Capt, A. Jones; Temp. Capt. D. Kelly; Capt. D. R. 
King ; Temp. Capt. G. N. Lorimer ; Temp. Capt. J. T. Mackenzie; 
Capt. J. C. Metcalfe; Temp. Capt. H. J. Milligin ;Capt. J. R. Mitchell; 
Temp. Capt. H. Moore ; Capt. R. E. U. Newman ; Capt. M. W. Patterson ; 
Temp. Capt, A. S. Plant; Temp. Capt. R. A. W. Proctor ; Capt. J. P. 
Quinn ; Temp. Capt. W. K. A. Richards ; Capt. D. J. Scott; Capt, C. F. 
Searle ; Temp. Capt. A. D. Sharp; Temp. Capt, H. S. Sugars; Capt. O. 
Telchmann ; Temp. Capt. W. B. Wamsley ; Capt. L. T. Whelan ; Capt. 
J. St, G. Wilson. 

Australian .■ 1. M.C. — Capt. H. W. F. Mitchell; Capt. G. S. Robinson ; 
Capt. C. T. Turner ; Capt. F. L. Wall. 

Canadian A.M.C.— Capt. A. C. C. Johnston; Lt. (temp. Capt.) C. G. 
Sutherland ; Capt. W. G. Turner; Capt, R. H. M. Hardisty. 

Xew Zealand M.C.— Capt. A. V. Short. 

South A frican M.C.— Capt. R. P. McNeill. 

Egyptian Army M.C .—Yuzbaahi Wadid Rffendi Tanuls Ghusn. 
Rhodesian Medical Service.— Surg.-Capt. E. G. Storrs. 


Mentioned in Despatches. 

The names of the following medical officers mentioned in 
Sir Douglas Haig’s despatch are additional to those published 
in The Lancet of June 2nd, p. 856:— 

.1 nstralian Ann;/ Medical Corps.—C ol. G. W. Barber, D.S.O.; Lt.-Col. 
(temp. Brig.-Gen.) W. W. Hearne; Lt.-Col. (temp. Col.) R. B. Huxtable; 
Maj.L. W. Jeffries, D.S.O.; Maj. J. J. Nicholas ; Col. A. Sutton. C.M.G.; 
Map A. S. I). Barton; Lt.-Col. H. N. Butler ; Maj. G. C. Byrne; Lt.-Col. 
J.Corbin: Lt.-Col.C.T.deCrespigny; (.'apt. M. J. Holmes; Capt. (temp. 
Maj.) A. O. Howse; Maj. J. P. Kenny; (’apt, N. E. B. Kirkwood; Maj. 
B. F. Lind; Maj. G.W. Macartney; Capt. J. McCusker; Maj. C. L. S. 
Macintosh ; Capt. I. Morgan ; Capt. A. H. Powell; Capt. S. A. Railbon ; 
Col. R. E.Roth, D.S.O.,V.D.; Lt.-Col. H. S. Stacy; Capt. H.;0. Teague 
(killed); Lt.-Col A. H. Tebbutt; Mnj. C. W. Thompson, M.C.; Maj. 
R. W. W. Waloh ; Maj. H. L St. V. Welch; Capt. G. C. Willcocks; Lt.- 
Col. M. I. Williams (died of wounds); Maj. A. M. Wilson. 

i'anadian Army Medical Corps.— Maj. H, M. Gorssline; Maj. J. 8. 
Jenkins ; Lt.-Col. O. P. Templeton ; Maj. A. T. Bazin ; Maj. P. G. Bell; 
Capt. T. H. Bell; Capt. H. Buck; Lt.-Col. K. Cameron; Capt. J. C. 
Clarke; Maj. C. H. Dickson; Lt.-Col. J. M. Elder ; Capt. A. W. M. Ellis; 
Col. J. T. Fotheringharn, C.M.G.; Maj. A. L. C. Gilday; Capt. D. B. 
Kennedy; Capt. C. Kerr; Lt. (temp. Capt.) A. F. Laird; Capt. W. G. 
Lyall; Capt. A. McCausland ; Capt. R. R. McClenahan; Lt.-Col. C. F. 
McGuffin ; Lt.-Col. J. D. McQueen; Maj. G. S. Mothersill; Capt. H. R. 
Mustard; Lt.-Col. G. R. Philp; Mai. G. H. Wilson ; Lt.-Col. C. F. Wylde. 

yen- Zealand Medical Corps.— Lt.-Col. (temp. Col.) D. J.McGavin; 
Lt.-Col. J. Hardie-Nell; Maj. T. D. M. Stout; Capt. W. G. Borrle. 

South African Medical Corps.— Mai. (actg. Lt.-Col.) R. N. Pringle ; 
Temp. Maj. C. M. Murray. 

Indian M* dical service.— Col. C. ('. Manifold, C.B.; Lt.-Col. H. J. K. 
Bam field. 

Suppleinentan/.— Capt, (temp. Lt.-Col.) D. B. Chllea-Evans, D.S.O.. 
R.A.M.C. (killed); Capt, J. R. N. Warburton, R.A.M.C. 


i The following names of medical officers are mentioned in 
a despatch received from the Acting Sirdar and Governor- 
General of the Soudan, dated April 17th, 1917:— 

Capt. S. McK. Saunders, R.A.M.C. (senior medical officer); Capt. 
B. H. H. Spence, R.A.M.C. _ 

Foreign Decorations. 

Russian. 

Order of St. Stanislas, fnd Class (with Swords).— Fleet-Surgeons R. 
Hill, C V.O. (now Deputy Surg.-Gen.), J. A. Moon, D.S.O., J. C. 
Ferguson, C. M. Beadnell, T. Austen. A. Maclean, D.S.O., H. W. 
Finfayson, D.S.O., B. C. Cridland, E. A. Penfold, D.S.O., L. Kilroy, 
H. K. Jones, and J. 8toddart. 

Order of St. Stanislas, 3rd Class (with S words).— Surgeon-Probationer® 
A. G. Bee. G. Bluston, W. A. Turner, and W. E. Heath, R.N.V.R. 

Order of St. Anne, 1st Class (with Swords).— Surg.-Gen. M. W. 
O'Keefe. C.B. 

Order of St. Anne, 3rd Class- (with Swords).— Staff-Surgeons F. H. 
Gowans. T. E. Blunt, and J. McA. Holmes, D.S.O. 

French. 

L/gion d’Hnnneur, Croix de Chevalier.—h t.-Col. A. E. Le Bel, 
Canadian, A.M.C. 

Croix de Gwcrrc.—Lt.-Col. H. B. Fawcus, C.M.G., R.A.M.C.; Temp. 
Capt. R. W. P. Jackson, R.A.M.C.; Capt. S. J. Linzell, R.A.M.C.; 
Col. S. Macdonald. C.M.G., A.M.S.; Temp. Capt. A. G. Maitland- 
Jones, R.A.M.C ; Temp. Capt. V. M. Rich, R.A.M.C.; Temp. Capt. 
A. G. H. Smart, R.A.M.C. _ 

The War and Medicine in the United States. 

Medical education in the United States during the war 
will proceed as far as possible on pre-war lines. As the 
result of a conference of the deans of the medical schools 
of the United States, held in Washington, it has been 
decided that it would be inexpedient to alter courses of 
instruction in order to expedite graduation. It is considered 
that the existing standards of medical education are better 
calculated to ensure a regular and adequate supply of com¬ 
petent physicians, howeyer long the war may last, than any 
modification of prevailing methods. It has been agreed, 
however, to reorganise medical teaching so far as may be 
practicable in order to release as many men from the faculties 
of the medical schools as can be spared for military duty. 

Under the title of the Red Cross Supply Service a new 
organisation has been formed to distribute among American 
soldiers and military hospitals gifts and supplies from 
patriotic individuals and relief societies throughout the 
country. The headquarters will be in Washington, with 
branches to supervise the collection and preparation of 
supplies at other large cities. It is hoped that much waste 
will be eliminated through cooperation with relief societies 
and systematic methods of purchase and distribution. 

In the States there have been conferences of State and 
Territorial health officers to discuss the war work of the 
health authorities. In connexion with the sanitation of 
military and naval camp sites and the hygienic control of 
camps, it is suggested that the police power of the various 
jurisdictions might be brought to bear directly on the 
environments of camps, and so establish a subsidiary control 
in addition to that of the military authorities, while State 
laboratories might be made available for the diagnosis and 
sanitary oversight of infectious diseases among troops. 
Special precautions will be taken to prevent the introduc¬ 
tion of infectious diseases owing to contact between the 
civilian and military populations. 

The pharmaceutical manufacturers are going energetically 
into the business of supplying the medicines required for 
the war. Mr. Frank G. Ryan, president of Messrs. Parke, 
Davis, and Co., has enlisted in the Army and has been 
detailed on the Council of Defence, a body organised for the 
purpose of mobilising the industries of the country. This 
body has comprehensive powers and has already gone to 
work in a systematic manner. Mr. Ryan is secretary of the 
committee having the pharmaceutical and chemical section 
of the work specially in charge. The organisation covers 
every manufacturer of importance in the country, and each 
firm has promised to do its full duty. It is estimated that 
the supplies for hospital service alone will require 40,000 
freight cars for transit, and the usual proportion of this 
material will consist of drugs and chemicals. This will 
interfere with the regular trade to a considerable extent, 
manufacturers having unanimously decided that the needs of 
the army must come first. _ 

Health op the Mesopotamian Army.— The 

War Office has issued a statement to the effect that the 
incidence of sickness among the men occupied in the Meso¬ 
potamian campaign is 60 per cent, less for the first fortnight 
I of May, 1917, than for the corresponding period last year. 
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OBITUARY OF THE WAR. 


ARTHUR TILBURY, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain A. Tilbwry, who is reported missing, believed 
drowned on May 4th, when the Transylvania was sunk, was 
youngest son of John Tilbury, of Oakley, Hants, and 
brother of Mr. R. Tilbury, M.R.C.S., of 235, Queen’s-road, 

S.E., with whom he was 
in partnership. Edu¬ 
cated at Guy’s Hospital, 
he obtained the qualifi¬ 
cation of the Conjoint 
Board (Lond.) in 
January, 1913, and 
joined his brother, 
while he continued to 
do clinical appoint¬ 
ments at Guy’s Hos¬ 
pital. When war broke 
out he was called up 
as a reservist in the 
liOndon University 
O.T.C., and received a 
commission in the 
R.A.M.C. After serv¬ 
ing at Canterbury for 
a year he was sent to 
Egypt in September, 
1915. In March, 1917, he came to England on special duty, 
and it was on his return journey that he met his early 
death. His loss is keenly felt by his many friends at Guy’s 
Hospital. 


LEONARD GEORGE SCUDAMORE, M.R.C.S. ENG., 
L.R.C P. Lond., 

LIEUTENANT, ROYAI. ARMY MEDICAL CORPS. 

Lieutenant L. G. Scudamore, who recently died in camp in 
England after a few hours’ illness at the age of 47 years, 
was the seventh son of the late Frank Ives Scudamore, C.B. 
Bom in Eltham he spent his early years in Turkey, where 
his father was stationed. He received his general education 
in France and Germany, returning to England to study 
medicine at Sb. Thomas’s Hospital, whence he took the 
Conjoint diploma in 1891. For the past 15 years he had 
practised as a colliery surgeon in South Wales and 
Monmouthshire and was thus engaged when he took up 
war work. He served first as a civil surgeon at Edmonton 
Military Hospital, applying later for a commission, which 
was granted him in June, 1916. He served at various camps 
in this country, and to his keenness and unsparing devotion 
to duty his sudden and untimely death is attributed by 
those who knew him. 

At the Edmonton Military Hospital Lieutenant 

Scudamore proved him¬ 
self a capable surgeon 
and agreeable colleague. 
One who worked with 
him there writes : 
“Those of us who were 
fortunate enough to get 
behind the barrier of his 
reserve were able to 
appreciate the noble 
heart of the man, the 
astonishing wideness of 
his knowledge, his 
linguistic gifts and 
caustic humour, and 
lastly, his great devo¬ 
tion to duty. His self- 
denying work did not 
escape the notice of his 
patients, and it is no 
exaggeration to say that 
he was worshipped by 
the colliery villagers and soldiers among whom he worked.” 

Lieutenant Scudamore had only recently married Sister 
Gertrude Able, R.R.C., formerly of the Royal Orthopaedic 
Hospital and now of the Prince of Wales’s Hospital for 
Officers, with whom the greatest sympathy is felt. 




JOHN JAMES WEAVER, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. J. Weaver, who was recently thrown from his 
horse at the Curragh Camp and killed, was 54 years of age 
and son of the late Dr. John Weaver, of Southport. 
Educated at University College, London, he qualified in 
1886, and after a resident appointment at Oldham Infirmary 
went a cruise in a private yacht in the Mediterranean, 
when he rendered assistance to the crew and passengers 
of the wrecked P. and O. 

Tasmania in circum¬ 
stances of great credit. 

Two years as house 
surgeon to the Southport 
Infirmary followed, and 
he then settled in 
practice at Southport. 

Becoming more and more 
interested in public work 
he was appointed to the 
medical officership of 
health in 1900. He 
became chairman of t*he 
health committee and 
an active agent in 
securing improvements 
in the sewerage system 
of the town and in 
the water- and milk- 
supplies. He already 
held commissioned 
rank as a surgeon with the Territorials, and in April, 
1915, accepted a commission in the R.A.M.C., 
attached to the East Lancs Regiment, with which he 
served in various parts of England. Quite recently he 
was appointed chief sanitary officer at the Curragh, 
where he was killed instantaneously by a fall from his 
horse. 

Outside his public work Captain Weaver was 
interested in various benevolent institutions in South- 
port. He was at one time honorary medical officer 
to the Day Nursery in Boundary-street and to the Girls’ 
Orphanage and Training Home. He was generally 
known as a good friend to the poor in the town. 
Captain Weaver was married to Annie Pennington, 
daughter of the late T. O. Clinning, J.P., of Birkdale, by 
whom and a daughter he is survived. 



JOHN BAILEY TACKABERRY, M.B., 
B.S. Lond., 


CAPTAIN, INDIAN MEDICAL SERVICE. 



Captain J. B. Tackaberry, who died of cerebro-spinal 
fever in Mesopotamia on 
March 25th, was second 
son of the late T. 

Tackaberry, of Dun¬ 
gannon. Educated at 
Dungannon Royal School 
and Trinity College, 

Dublin, he received his 
medical training at the 
Middlesex Hospital, 
where he qualified 
M.B., B.S. Lond. in 
1909. He held resident 
posts in the hospital 
and was assistant demon¬ 
strator of anatomy in 
the medical school before 
entering the Indian 
Medical Service, with a 
high place in the 
examination in 1911. 

After serving in India 
and at Hong-Kong, and receiving promotion in 1913, 
he was sent out to Mesopotamia attached to a 
Punjabi regiment. He leaves a widow, who is engaged 
in voluntary nursing at St. John’s Hospital, Sev^noaks, 
and one child. 
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The Middlesex Hospital as a “ Mobilisation 
Centre.” 

The War Office have decided to make an immediate bat 
strictly limited trial of the scheme for organising hospital 
units contained in the pamphlet by Lieutenant-Colonel Sir 
James K. Fowler, K.C.V.O., on the “Medical and Nursing 
Services of the Imperial Army,” which we noticed last week. 1 
Circumstances having necessitated an increase in the 
hospital accommodation for the armies in the various 
theatres of war, it has been determined that one of the 
additional units required may be raised from amongst the 
medical men educated at a single London hospital who have 
not yet been able to serve abroad for various reasons, or, 
having already done so, desire to renew their engagements 
for a further period. The Middlesex Hospital has been 
selected for the trial, and Sir James Fowler has undertaken 
t£> form a “mobilisation centre” as described in his 
pamphlet. 

This is not to be regarded as in any sense affording a test 
of the value of the scheme as a whole, which is one 
obviously intended to come into operation at the outbreak 
of a war. More than 400 Middlesex men are known to be 
now, or to have been some time during the war, serving as 
officers of the Royal Army Medical Corps, and other hos¬ 
pitals have an equally good record. The officers of this new 
unit will all be Middlesex men, the matron, sisters, and 
nurses will have been trained at that hospital, and the 
V.A.D.’s will be selected from families connected with the 
hospital, but the orderlies will be xnen now serving 
with the Royal Army Medical Corps. The unit will 

be known as the Middlesex No. - General Hospital. 

No undertaking will be given that the personnel of this unit 
be not detached to other units, as the exigencies of the 
service may render such a proceeding necessary. The unit 
will be raised for general service and will be sent to any of 
the various theatres of war at which it may be required. It 
follows that the officers, nurses, &c., must all be fit for 
general service, and engagements will be for the duration of 
the war. No applications from Middlesex men now serving 
abroad for transfer to this unit will be considered except 
in special circumstances. 

Communications connected with the unit should, in the 
first instance, be addressed to Lieutenant-Colonel Sir James 
Fowler, or, in the case of nurses and V.A.D.’s, to the 
Matron, at the Middlesex Hospital, Mortimer-street, W. 


New Military Hospitals.— The first Plymouth 

V.A.D. hospital was formally opened by the Mayor in the 
presence of a large gathering. The hospital contains 200 
beds arranged in 16 marquees. The County Territorial Associa¬ 
tion have placed their buildings at the disposal of the autho¬ 
rities, and these are used for dining- and recreation-rooms 
and offices. The sum of £3206 has been collected locally 
towards the cost of the scheme.—Tockington Manor, 
Gloucestershire, has been fitted up as a military hospital 
through the generosity of Captain Salmon. It is to be used 
by the authorities of the Beaufort War Hospital, and 
was formally opened last week and 20 patients admitted.— 
On May 16th Miss G. Bnller formally opened the new 
building which is to be an extension of the Crediton 
(Devon) V.A.D. Hospital. It will provide accommodation 
for 42 beds, and increase the accommodation in the 
Crediton Hospital to a total of 72 beds. Mr. Leslie Powne 
is in medical charge of the institution.—Ashton Court, 
near Bristol, has been recently opened as a convalescent 
home for officers, and 70 patients are in residence. 
—Bathampton House, near Bath, which has been fitted 
up as a Red Cross hospital, has now been opened. It 
is delightfully situated and is the second Red Cross hospital 
in Bath. 

Persons engaged in the manufacture, pur¬ 
chase, sale, or other dealings in artificial human eyes have 
been ordered, under the Defence of the Realm Regulations, to 
send in to the Director of Optical Munitions and Glassware 
Supply, 117, Piccadilly, W. 1, immediate returns containing 
particulars of the number, type, and material of all artificial 
human eyes in their possession or under their control. 


1 The pamphlet, price 3d , may be obtained from Messrs. Macmillan 
and Co., Limited, St. Martln’s-street. London. 


THE SERVICES. 


BOYAL NAVAL MEDICAL 8BBVI0E. 

Surg.-Gen. Sir Arthur W. May. K.C.B., K.H.P., has been placed oo 
the retired list from June 1st, 1917, at his own request. 

BOYAL ARMY M HD I GAL CORPS. 

Lieut.-Col. H. B. M. Douglas, V.O., C.M.G.. D.S.O., to be temporary 
Colonel whilst employed as Assistant Director of Medical Services of a 
Division. 

Temp. Major D. P. Kappele (Can. A.M.C.) to be temporary Lieu¬ 
tenant-Colonel while holding appointment as O.C. Can. Cav. Field 
Ambulance. 

Temp. Major W. Hind (Major and Bt. Lieut.-Col., T.F. Rea.) to be 
temporary Lieutenant-Colonel. 

Temp. Capt. Ryder P. Nash (Capt., R.A.M.C., T.F.) to be acting 
Lieutenant-Colonel whilst in command of a Field Ambulance. 

Lieut.-Col. A. R. Aldridge, C.S.I., C.M.G., Res. of Off., to be acting 
Colonel whilst specially employed. 

Temp. Major W. R. Dawson to be temporary honorary Lieutenant- 
Colonel. 

Temp. Hon. Major W. I. de C. Wheeler to be temporary Major and 
honorary Lieutenant-Colonel. 

Temporary Captains to be temporary Majors: H. H. Serpell, B. W. 
Witham, V. J. Blake, F. B. G. Stableford, G. P. Humphery, 
B. G. Elliott (Major E. Lan. B. (T.F.)), C. 8aint-Plerre (Can. A.M. 
Corps), L. E. Pariseau (Can. A.M. Corps), J. A. H. Forgues (Can. A.M. 
Corps), J. L. Petitclerc (Can. A.M. Corps), J. Lafleor (Can. A.M. 
Corps). 

W. S. Haughton to be temporary Major. 

Capt. O. R. McBwen to be acting Major whilst In charge of a Base 
Dep6t Medical Store. 

The undermentioned are granted temporary rank for duty with 
South African Native Labour Corps : As Majors t T. N. Frood, F. H. 
Welsh. As Captain: C. A. Hitching, B. B. Israel, W. F. MeGlashan. 
H. Tren. W. J. Calder, W. L. A Leslie, C. D. Goodenough, G. B. 
Moffat, L. B. Hertslet, L. P. Booth, T. A. Beddy, M. Rloono, O. J. H. 
Altken, J. Me Law, C. G. Todd. 

The undermentioned are granted temporary rank whilst serving 
with Belfast War Hospital: As Lieutenant-Colonel: W. Graham. As 
Captain : 8. J. Graham. 

A. C. D. Firth, late temporary Captain, is granted the honorary rank 
of Captain. 

Temporary Lieutenants to be temporary Captains: J. R. Payne* 
D. MacC. Brown, A N. Drury, A. A. B. Scott, J. C. Anderson, M. 1. 
Davies, F. W. Davidson, C. Stanley-Clarke. J. A. Vlasto. O. G. Kemp, 
F. C. Jobson, C. C. Austin, J. Gray, R. L. Ferguson, O R. Allison, 
T. M. Bride, A. E. Finney, P. S. Green, W. A Cardwell, W. W. Wood, 
F. Shannon. L. Gameson, S H. C&lnek, E. H. Montgomery, H. M. 
Drake, G. Arthur, D. I. Dakeyne, C. A. R. McCay, E. J. B. Moynihan, 
H. H. Crickltt, R. H. Balfour-B&rrow, G. W. Doran, W. T. Bvans, D. M. 
Smith, J. Manuel, H. Jos Ion. W. Spiterl, J. A. H. Vanderwert. A. P. 
MacM&hon, W. M. Stewart, R. Lindsay. J. W. Macf&rlane, F R. Martin, 
J. N. Cruiksh&nk, A. Davidson, J. B. Fisher, T. R. Fulton. G. Kirk hope, 
T. H. V. King, P. G. Foulkes, S. G Harrison, V. C. James, J. A. Tobin, 
R. G. Gillies, A. A. Greenwood, W. B. Knobel, W. D. Newoombe, L. G. 
Jacob, A. N. Haworth, D. Kennedy, W. C. Gore, P. A. Dargan, D. W. 
Smith, E. H. Eastwood, N. B. Capon. 

A. Stephens, late temporary Lieutenant, to be Honorary Lieutenant. 

B. Kaye Le Fleming to be temporary Honorary Lieutenant whilst 
employed with the British Rod Cross Hospital, Netley. 

Temp. Hon. Lieut.-Col. C. H. Fsgge (Major, R.A.M.C., T.F.), having 
resigned his appointment, relinquishes his temporary commission. 

Officers resigning their commissions: Temp. Maj. 8. W. Wooliett, 
and 1 b granted the honorary rank of Major. Temporary Captains : M. B. 
Robinson, A. T. Roberts, C. J. Butler. J. A. Gibb. C. 8. Crichton, T. L. 
Wormald, A. H. Butcher. G. W. Stone, H. C. Thorp, J. R. McVall. 
Temporary Lieutenants : L. F. McDowell, W. T. Little, H. B. 
Hodgkinson, M. D. Baker, W. Anderson, F. H. Simpson, W. H. C. 
Romanis, G. A. Francis, 0. D. Hatrlck, R, H. Titcombe, T. F. Collins, 
H. Lewis, D. J. Roan tree. A. E. A. Carver, A. Smlrthwaite, R. B. J. 
St. J. Griffin. 

SPEC LAX RESERVE OF OFFICERS. 

Capt. R. Magill to be acting Lieutenant-Colonel whilst In command 
of a Field Ambulance. 

Lieut, on probation J. A. W. Cullen is confirmed in his rank. 

To be Lieutenants: A. B. Black, W. Brown, N. S. Bruce, S. N. Dyke, 
R. G. Battersby, L. W. Hughes, and J. J. Mulvey, from the Glasgow 
University Contingent. O.T.C.; F. O. Taylor, J. H. Wiseman, R. L. 
Robinson, and O. St. L. Campion, from University of London Con¬ 
tingent, O.T.C.; W. W. Newton, J. J. A. Scott, H. G. V. Me nee, and 
F. J. Harvey, from Birmingham University Contingent, O.T.C. ; T. C. 
Murphy, J. Rowland, H. Chadwick, H. Gainsborough, and L. Gill. 

TERRITORIAL FORCE. 

Major (acting Lieut.-Colonel) W. D. Watson relinquishes his acting 
rank on ceasing to command a field ambulance. 

Lieut.-Col. C. B. Douglas, from T.F. Reserve, to be Lieutenant- 
Colonel. 

Major W. McCall to be Acting Lieutenant-Colonel while commanding 
a field ambulance. 

Capt. R. P. Nash is seconded whilst holding a temporary commission 
in the R.A.M.C. 

Capt. A. G. R. Foulerton to be temporary Major. 

Capt. (temp. Major) A. C. H. McCullagh to be Acting Lieutenant- 
Colonel while commanding a field ambulance. 

Capts. S. Acheson and J. W. Heslop, from T.F. Reserve, to be 
Captains. 

Lieuts. C. A. B. 1. Brownlee and J. McG. H. Reid to be Captains. 

To be Lieutenants : L. H. Callendar, F. J. B. China, and R. C. Davie. 
Capt. B. P. 1. Coke relinquishes his commission on account of ill- 
health, and Is granted the honorary rank of Captain. 

Capt. R. J. Irving relinquishes his commission on aooount of 
ill-health. 

TERRITORIAL FORCE RESERVE. 

Col. A. Y. Clarke to be Celonel. 
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INDIAN MEDICAL SRBVICB. 

The relinquishment of the temporary rank of Lieutenant by N&rayan 
Mahadev Bodaa and Tanguturl J&naklramlah has been approved by the 

King. - 

COLONIAL MEDICAL SERVICES. 

West African Medical Staff.—Tae death la reported of Mr. 
L- Doudney, medical officer, N'gerla (Northern Provinces), and 
of Dr. T. Ryan, medical officer, Gambia, who was drowned 
at sea by enemy action. Mr. C. B. S. Watson. Senior Medical 
Officer, has been promoted Provincial Medical Officer, Nigeria 
(Northern Provinces). Dr. J. C. M. Bailey, Temporary Lieutenant. 
R.A.M.C., has been appointed Senior Medical Officer, Nigeria 
(Southern Provinces). Dr. A. B. Horn, 8enior Medical Officer, has 
been transferred from the Gambia to Nigeria (Northern Provinces), 
and Mr. B. C. Adams. Senior Medical Officer, from the Gold Coast to 
the Gambia. Dr. R. W. Gray, Senior Medical Officer, Nigeria 
(Southern Provinces), has retired on pension, and Dr. G. G. P. Berkett, 
Temporary Lieutenant, R.A.M.C., medical officer, Gold Coast, has 
resigned his appointment. Dr. G. F. Darker has ceased to be tempo¬ 
rarily re-employed as Medical Officer, Nigeria (Northern Provinces), and 
Dr. b. G. F. Spurrell has ceased to be temporarily employed. 

The following officers, whose services have been placed at the disposal 
of the Army Council, have been given temporary commissions In the 
Royal Army Medical Corps: A. C Parsons, C. L. levers (Gold Coast). 
B. A. Charters, and W. G. Cobb (Nigeria). Toe following have been 
temporarily lent toother administrations: A. E. Horn, T. H. Suffern 
(Nigeria), G. J. Keigaln (Gold Coast) to the Provisional Civil Adminis¬ 
tration. German East Africa; H. F. Hamilton (Gold Coast), P. A. 
Clearkin, J. McK. Clark, J. M. O Connell (Sierra Leone) to the Bast 
Africa Protectorate; J Currie (Nigeria) to the Uganda Protectorate; 
and H. B. Arbuckle (Sierra Leone), and B. J. Quirk (Nigeria) to the 
Nyaaaland Protectorate. T. M. R. Leonard, G. H. Gallagher, T. R. 
Saodeman, B. Gibson, and 0. Mackey (Nigeria) are on military duty in 
East Africa. _ 

DEATHS IN THE SERVICES. 

Brigade-Surgeon Augustus Frederick Elliot, A.M.8. (retired), at his 
residence, Bxmouth, on May 25th, in his eighty-fourth year. He joined 
the Army Medical Service in 1861, served in the Ashanti War of 1873 
and 1874. and was present at the capture of Coomassle. He retired in 
1884 with the honorary rank of brigade-surgeon. 



University of London.—A fc examinations held 
recently the following candidates were successful 

Third (M.B., B.S.) Examination for Medical Degrees. 
Charles Vincent Boland. St. Bartholomew’s Hospital; Clement 
Ciapton Cnesterman, University of Bristol; Hetty Bthelberta 
Claremont, London School of Medicine for Women and St. George's 
Hospital; Rughunath Ganesh Dani, University College Hospital; 
Philip Oswald Ellison, St. Bartholomew's Hospital; Thomas 
Stenner Evans, University College. Cardiff, and 8t. Mary’s Hospital; 
John William Heekes, Charing Cross Hospital; Jerusha Jacob 
Jhirad, London School of Medicine for Women; John Is&ie Keen 
(h'mours. distinction in surgery). Charing Cross Hospital; Frank 
Alexander Knott. Guy’s Hospital; Edward Eric Ltghtwood, 
Westminster Hospital; John Edward George McGibbon, University 
of Liverpool; George Alex Sheridan Madgwick, London Hospital; 
Ferdinand Molina, St. Thomas's Hospital; Victor J. E. C. del S. 
Perez y Marzan, University College Hospital; Pmthu Sai, St. 
Thomas’s Hospital; Basil Sampson, Guy’s Hospital; Kaghunath 
Dad ©be Shirva’kar. University College Hospital; Philip Smith, 
Guy’s Hospital; Daniel Jeokin Thomas and John Herbert Thomas 
(honours, distinction In surgery). University College Hospital; 
and Lotty Weihermann, London 8chool of Medicine for Women. 
B.S. Examination (Jot Students who graduated in Medicine 
in or before May. l'JOU). 

Sidney Forsdike, University College Hospital. 

The following candidates have passed in one of the two 
groups of subjects :— 

Group /.—Hannah Katherine Alton, King's College Hospital and 
London School of Medicine for Women ; Elizabeth Labrey Ashby. 
University of Birmingham; Margaret Stote Glen Bott, Dorothy 
Trevor Dafntree, Alice Mary Ley Greaves, and Rosalie Jobson, 
London School of Medicine for Women ; William Arthur Edward 
Karunaratne, University College Hospital; 8innethamby Muttiah, 
London Hospital; Morris Schwartz, University College Hospital; 
and Ellen Svlk, London School of Medicine for Women. 

Group II .—Thomas Anwyl Davies, St. Thomas’s Hospital; Susan 
Alfreda Finch, London School of Medicine for Women ; Harry 
Main waring Holt, University of Leeds ; and Henry Cecil Jennings 
and Cyril Valentine Pink, St. Tnom&s's Hospital. 

Hilden Convalescent Hospital, Belfast.— 
This institution, the first hospital established in Ulster 
under the joint auspices of the British Red Cross Society 
and the Order of 8t. John, was organised by the Joint 
Ulster Committee of these two societies, and was opened 
•on May 23rd by Mrs. Harold Barbour, whose generous 
contribution to the funds made the inception of the hospital 
possible. Admirably situated in a well-wooded park in the 
•southern outskirts of Belfast, the main hospital, a private 
mansion, has accommodation for 50 wounded soldiers, with an 
annexe containing 80 beds. Sir Robert Kennedy, K.C.M.G., 
D.L., chairman of the Ulster Joint Committee of the Red 
Cross and 8t. John, who presided, was supported bv the 
Lord Mayor of Belfast, the High Sheriff of Belfast, and 
General Sir Wiliam Adair, K.C.B., D.L. 8ir John Byers said 


there were two valid reasons for the foundation of suoh a 
beautiful hospital—first, it occupied a niche of its own amongst 
all the other hospitals in the city of Belfast that bad to do 
with wounded soldiers, inasmuch as it was concerned mainly 
with convalescents, while its existence would help the 
Minister of Pensions in his scheme for the up-building of the 
wounded soldier. 

A Devonshire Centenarian. —Mrs. Mary Honey- 
will died recently at Marybank, Beeson, in her 101st year. 

Lieut. • Colonel (Temp. Colonel) Oliver Long 
Robinson, C.M.G., R.A.M.C., has been appointed an honorary 
physician to the King, vice the late Surgeon-General 8ir W. 
Taylor, K.C.B., M.D. 

Lord Rhondda is announced to address a meeting 
at the Queen’s Hall, London, on Wednesday next, at 5 f.m., 
on the progress made during the past six months in the 
campaign against venereal disease. Sir Alfred Keogh will 
speaK to the military side of the question. The Lord Mayor 
of Liverpool and Mrs. Creighton will also speak, the latter 
representing the women’s point of view. Application for 
tickets should be made to the secretary of the National 
Council for Combating Venereal Diseases, Avenue Chambers, 
Southampton-row, W.C. 1. 

Plymouth Asylum. —The Plymouth borough 
council has adopted a scheme for the enlargement of the 
borough asylum. It provides accommodation for 440 
additional patients, at an estimated cost of £100,000. The 
Board of Control has just informed the local authorities 
that it is prepared to consider the plans for this extension. 

Medical Treatment of the Discharged and 
Disabled.— The Executive Committee of the National 
Medical Union, at a meeting held on Mav 29th, resolved 
that the following expression of opinion be sent to Mr. 
Barnes, the Pensions Minister: “*That if it be, as reported, 
the intention of the Government to limit the choice of 
medical attendance for discharged disabled uninsured 
soldiers and sailors to medical men on the Insurance 
panels, it is a gross invasion of their right to freedom of 
choice, and an injustice to the large body of medical men 
not engaged in Insurance practice.” 

The late Mr. W. Whitworth. —William Whit¬ 
worth, M.R.C.S., L.S.A., died at his residence, St. Agnes, 
Cornwall, on May 14th, in his sixty-fourth year. The 
deceased, who succeeded to his late father’s practice, had 
practised in St. Agnes for 30 years, and was district medical 
officer and honorary medical officer to the convalescent 
home. He did much good work for the establishment of the 
local nursing association, and the Miners’ and Mechanics’ 
Institute owes its present building largely to his efforts. 
His portrait was presented to him by the local residents in 
1903. He leaves a widow and three sons, two of whom are 
in the Army. 


^pporntnunts. 


Suooessful applicants for vacancies , Secretaries of Public Institutions , 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week , such information for gratuitous publication. 

Dunstax, Robert, M.R.C.S., L.S.A., has been appointed Acting 
Medical Officer and Public Vaccinator for the Paignton and 
Marldon District of the Totnes (Devon) Union. 

Heath. Charles, J.. F.R.C.S. Eng., Consulting Aurist to the Metro¬ 
politan Asylums Board Infirmary for Children. 

Locket, Thomas Wood. M.A., M.B.. B.C. Camb., Acting Medical 
Officer and Public Vaccinator for the Lacock District of the 
Chippenham (Wilts) Union. 

Mason, P. J., M.B.. ChB.Birm., Certifying Surgeon under the 
Factory and Workshop Acts for the Tipton District of the county 
of Stafford. 

Salt. Arthur Philip, M.R.C.S., L.R.C.P., Helical Officer to Totnee 
Workhouse, and Medical Officer and Public Vaccinator, Totnes and 
Hab jrton Districts of the Totnes (Devon) Union. 


Vacancies. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Birmingham City Education Committee.— Temporary Assistant 
School Medical Officer. Salary £300 per annum. 

Bodmin. Cornwall County Asylum.— Female Junior Assistant 
Medical Officer. Salary £200 per annum, with board. Ac. 

Bootle Borough Hospital.— Junior House Surgeon. Salary £170 
per annum, with board, Ac. 

Bristol Royal Hospital for Sick Children and Women.— Female 
House Physician. Salary £150 per annum, with board, Ac. 

Bristol Royal Infirmary.— House Physician and House Surgeon. 
Salary at rate of £120 per annum, with board, Ac. 
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Gape Town, South African College.— Professor* of Pharmacology, 
Pathology, and Bacteriology. Salary at rate of £800 per annum 
each. 

Charing Cross Hospital, Agar-street, W.C.—House Physician an! 
House Surgeon. Salaries £100 per annum, with board, Ac. 

Coventry and Warwickshire Hospital.— House Surgeon (seoond 
Resident). Salary £3)0 per annum, with board, &c. Also House 
Physician. Salary ££50 per annum, with board, Ac. 

Darlington General Hospital.— House Surgeon. Salary £200 per 
annum, with board, Ac. 

Dbyonport. Koyal Albert Hospital.— House Surgeon, unmarried. 
8alary £150 per annum, with board, Ac. 

Dumfries and Galloway Royal Infirmary.— House Surgeon. 

Grimsby and District Hospital.— House Surgeon. Salary £5 5s. 
per week, with board, Ac. 

Guy's Hospital.—A ssistant in Bacteriological Department. Salary 
at rate of £250 per annum. 

Ha were ad Asyi.um. Cardonald, Glasgow.—Senior Assistant Medical 
Officer. Salary £350, with board, Ac. Also Junior or Temporary 
Assistant. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—Resident Medical Officer. Salary £200 per annum, with board. Ac. 

Liverpool Eye and Ear Infirmary, Myrtle street.—Female House 
Surgeon. SaUry £150 per annum, with board, Ac. 

Manchester Children's Hospital. Pendlebury, near Manchester.— 
Two Female Resident Medical Officers, unmarried. Salary at rate 
of £100 per annum. 

Manchester, Corporation of.— Temporary Assistant Tuberculosis 
Officer. Salary £450 per annum. 

Manchester, Hulme Dispensary, Dale-street, Stretford-road.— 
House Surgeon. Salary £250 per annum, with apartments, Ac. 

Manchester Royal Eye Hospital.— House Surgeon. Salary £120 
per annum, with board, Ac. 

Manchester Royal Infirmary and Dispensary .— Honorary 
Assistant Physician. 

Plymouth, South Devon and Bast Cornwall Hospital.— House 
Physician. Salary £200 per annum, with b^ard, Ac. 

Prince of Wales's ‘General Hospital, Tottenham, N.— Honorary 
Assistant Surgeon to Bar, Nose, and Throat Department. 

Queen’s Hospital fob Children. Hackney-road, Bethnal Green, B.— 
House Physician, Casualty House Surgeon, and House Surgeon 
for six months. Salary £100 per annum, with board. Ac. Also 
Temporary Assistant Physician Wednesday afternoons to see 
Oat-patients. Lunch provided and Travelling Expenses. 

Rotherham Hospital.— Junior House Surgeon. Salary £160 per 
annum, with board, Ac. 

Sheffield, Jkssop Hospital for Women, Gynaecological and 
Maternity Departments.— Junior Female House Surgeon, un¬ 
married. Salary £200 per annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Shrewsbury, Royal Salop Infirmary. -House Physician. Salary 
at rate of £200 per annum, with board, Ac. 

Stockport. County Borough Education Committee.— Sahool 
Medical Officer. Salary £300 per annum. 

Taunton and Somerset Hospital.— Senijr House Surgeon. Salary 
£250 per annum, wiih board, Ac*. 

Westmorland Consumption Sanatorium and Home, Meathop, 
Grange-over-Sands.—Assistant Medical Officer. Salary £300 per 
annum, wiih board, Ac. _ 

The (Brief Inspector of Factories, Home Oflee, London, 8.W., gives 
notice of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Bast Wemyss, In the county of Fife. 


^ferriages, anb gtatjp. 

BIRTHS. 

Fisher.—O n May 31st, at Belgrave-crescent, Edinburgh, the wife of 
Edward F. Fisher, M.B., F.R.C.S., Temporary Surgeon, B.N., of a 
daughter. 

Hayes. -On May 30th. at Fullowfield, Edgbieton, the wife of Captain 

L. C. Hayes! R.A.M.C., of a son. 

Tirard.— On June 5th, Mabel (nre Dury), wife of Lieutenant N. S. 
Tirard, R.A.M C., of a daughter. 

MARRIAGES. 

Alderson— Pasteur.— On June 4th, at St. Andrew’s, Wells-street, 
by the Rev. W. Harry Roberts. M.A.. Captain Gerald Graham 
AldersoD. F.R.C.S., R.A.M.C., non of Mr. and Mrs. John Alderson, 
of Newcastle-on-Tyne, to Marguerite Xnrah, elder daughter of 
Colonel W. Pasteur, A.M.S., and Mrs. Pasteur, Chandos-street, 
C*vendt8h-sr|u ire. 

Warburton— O Hagan.— On June 2nd, at St. John’s Church, Pendle¬ 
bury, by the Rev. T. Dale Jones, M.A.. Gilbert Bertram Warburton, 

M. B., Cn.M., KK.C.S. Kng., second son of the late Samuel 
Warburton. of Bolt in, to Iviith Eveline Maureen, younger daughter 
of Charles O'Hagan, ot co. Meath, Ireland. 

DEATHS. 

Bartlet.— On May 27th, at Blrktield, Ipswich, J. H. Bartlet, M.D., 
aged 87. 

Hill.— On June 2nd, at The Brow, Clevedon, Somerset, Walter J. 
Hill, M.R.C.S., L.R.C.P. 

Irvine.— On May 22nd, at Aborgeldie. Torquay. J. Pearson Irvine. 
C.B.. O.R.. only and beloved son of t e late J. Pearson Irvine, 
M.D., F.R.C.P. Lond., Maos Held street, Cavendish-square, London, 
W., and Mrs. Irvine Hate of Cromartie). Torquay. 

Vaughan.— Killed in action on May 22nd, R. W. Vaughan, M.B., 
M.R.C.S., L.R.C.P. Lend. 

Winkfield.— On June 3rd, at Beaumont-atreet, Oxford, Alfred 
Winkfield, M.A , F.R.C.S., aged 79 years. 

N.B.—A fee oj 5s. is charged for the insertion of Notices of Births, 
Marriages, and Deaths. 


gates, Sjjort Comments, anb Jnsfoers 
to Comsponbtnts. 

“BANTING.” 

It is interesting at tbe present time, when certain foods are 
practically excluded from our diet, to turn to William 
Banting’s “ Letter on Corpulence, addressed to the Public” 
(2nd edit., 1853). Mr. Banting, an undertaker by trade, not a 
hysician as stated in an American medical dictionary, 
ad found himself growing excessively fat and had sought 
advice in all directions without finding it. An article in 
the Corn hill Magazine on “ What is the Cause of Obesity? ” 
offered no tangible remedy for corpulence, and Banting 
went the rounds of the consultants without discovering 
anyone who could relieve him of his too, too solid fiesh, 
till one day, seeking a remedy for increasing deafness, he 
lighted on an F.R.C.S., “an eminent aural surgeon,” 
whose name he suppresses in the first two editions of his 
famous pamphlet, and was told to avoid starchy and 
saccharine matter. He felt better for the new regimen 
from the first and very soon was the much-talked-of 
“ cure " of the hour. At his house in St. James’s- 
street he was visited by obese persons of fashion, 
and to them, as well as to the suffering and pre¬ 
sumably overfed public, he communicated his dietary. 
This is remarkable in view of our present shortage of 
the foods which he avoids—namely, bread, butter, milk, 
sugar, beer, and potatoes ; it forms a vivid picture of the 
alcoholic and still almost Lucullan fare which was held to 
constitute short commons just 54 years ago. 

41 For breakfast,” says Mr. B Anting, describing hi* daily mem 
during his treatment, “ I take four or five ounces of beef, mutton, 
kidneys, broiled fish, bacon, or cold meat of any kind except pork ; 
a large cup of tea (without milk or sugar), a little biscuit, or one 
ounce of dry toast. For dinner, live or six ounces of any fish except 
salmon, any meat except pork, any vegetable except potato, one 
ounce of dry toast, fruit out of a pudding, any kind of poultry or 
game, and two or three glasses of good claret, sherry, or Madeira— 
champagne, port, and beer forbidden. For tea, two or three ounce* 
of fruit, a rusk or two, and a cup of tea without milk or sugar. For 
supper, three or four ounces of meat or fish, similar to dinner, with 
a glass or two of claret. For nightcap, if required, a tumbler of grog 
—(gin, whisky, or brandy, without sugar) - ora glass or two of claret 
or sherry. This plan leads to an excellent night’s rest, with from 
six to eight hours’ sound sleep. Toe dry toast or rusk may have a 
tablespoonful of spirit to soften it, which will prove acceptable.” 
Grand total about 21 ounces of solids and 30 of liquids, 
plus the grog or the “glass or two," but no quantity need 
be rigidly adhered to provided the forbidden foods be 
eschewed. 

CREPE BANDAGES. 

Alfred Velpeau, a Paris surgeon of the middle of the 
nineteenth century whose name is associated with the 
introduction of the crepe bandage, may well be regarded 
as a benefactor by those who were formerly dependent for 
elastic pressure on bandages containing caoutchonc. The 
crepe bandage, while of constant width, is highly elastic in 
its length, and is light, cleanly, and well ventilated. 
Formerly manufactured exclusively in Geneva, cr£pe 
bandages may now be obtained in this country. The 
Norwich Crape Company (1856), Limited, has sent us 
samples of bandages and of various qualities of bandage 
material, all of good make. These bandages may be used 
with added comfort to the patient to replace the ordinary 
inelastic bandage under all kinds of conditions. The 
initial expense is largely compensated by the length of 
time which the cr^pe bandage lasts when carefully used. 

TREE “SURGERY." 

There has recently appeared in the public press an 
interesting account by Mr. Henry Wood, special corre¬ 
spondent of the United Press of America wifcn the French 
armies, of the efforts made to restore trees mutilated by 
Germans in their retreat. There were thousands of trees, 
he reports, that the close pursuit of the French prevented 
the Germans from completely cutting down ; instead, tbe 
tree-killers cut off a circle of bark aronnd the trunk, which 
with a few days’ exposure to the sun would be sufficient 
to kill peach, plum, apple, apricot, and cherry trees that 
had been half a century attaining their productiveness. 
These trees, of course, presented an easy problem to those 
skilled in arboriculture, and such experts were quickly 
summoned into counsel on the regained French territory. 
The wounds were bound up like the wounds of a soldier, 
and thousands of Army surgeons and Red Cross ambulance 
drivers and stretcher-bearers assisted in the work. Tbe 
circle where the bark had been cut away was first covered 
with a grafting cement and the entire wound bandaged— 
often with bandages that had been prepared for human 
limbs. So great was the number of trees that had 
to be dressed in this way that the entire available 
supply of grafting preparation was quiekly exhausted. 
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Where the trees had beea eatirely cut or sawn dowu the 
protruding stumps were trimmed, and the exudation of 
the sap was prevented by clay or cement dressings, while 
branches from the upper portion of the trees which showed 
signs of life aotivitv were grafted on many of the severed 
stumps. To-day, Mr. Wood tells us, these grafts are in 
fnll leaf and blossom. The roots appear to have been 
entirely saved by this process, and years have been saved 
in restoring the cut down orchards of Franoe. “Tree 
surgery ” is no new art, and for several years, particularly 
in America, the practice of preserving trees that have been 
injured by disease or accident has been successfully carried 
out by filling stumps with cement. The protection of 

. severed vegetable tissues with wax, tar, and other sub¬ 
stances has been long used in horticulture and arbori¬ 
culture. The principles governing the “surgery” of 
plants are, in many respects, similar to those which 
appertain to human surgery. 

LONDON CHILDREN’S COUNTRY HOLIDAYS. 

Those responsible for the Children’s Country Holiday Fund 
are proposing to adopt the same policy this year as last— 
viz., to select a moderate number of specially ailing 
children and send them away for the usual fortnight. 
Railway companies are still willing to charge the half 
single fare for the children, but the increasing difficulty of 
finding country homes under existing food conditions and 
the dearth of available London visitors is likely consider¬ 
ably to reduce the numbers who can safely be sent away. 
The inspection before leaving London, both in regard to 
vermin and to possible infection, is so carefully conducted 
that medical attention is not very frequently required in 
the country. Tinder these conditions no hesitation need 
be felt in assisting this most beneficent work, which is in 
line with the widespread effort not to let the child-life of 
the country suffer from the effects of the war if the 
contingency can in any way be avoided. 

THE MEDICAL HISTORY OF THE UNITED STATES. 

Now that American doctors, surgeons, and nurses are 
arriving in Great Britain and France there will naturally 
be increased interest in all that concerrs them and their 
history. Much information will be found in the voluminous 
American Medical Directory published by the American 
Medical Association at Chicago (fifth edition, 1916, 510). 
Another useful book is “The Cyclopaedia of American 
Medioal Biography,” containing the lives of eminent 
deceased physicians and surgeons from 1610 to 1910. This 
book was compiled by Dr. Howard A. Kelly and published 
in two volumes by Messrs. W. B. Saunders Company, Loudon 
and Philadelphia, in 1912. Other useful particulars are 
contained in “W r ho’s Who in America,” published in 
London by Kegan Paul, Trench, Triibner, and Co., 
Limited, and in Chicago by A. N. Marquis and Co. 
Useful information regarding the Colleges and Universities 
will be found in the reports of the Commissioner of 
Education issued by the Department of the Interior and 
published by the Government Printing Office, Washington, 
and in the Official Directory of Professional Education in 
the United States, published by the University of the State 
of New York. A good source of information is* “ The World 
Almanacaud Encyclopedia,” issued by the Press Publishing 
Company, Pulitzer Building, New York, of which copies 
can be obtained in London. 

A USEFUL POCKET MEDICINE-CASE. 

Messrs. Burroughs Wellcome and Co. have put up in handy 
form a collection of useful drugs and first-aid appliances 
enclosed in a oase, 6 x 3* x 1 in., which can readily be 
oarried in the pocket. The drugs include quinine, acetyl- 
ealicylic acid, cascara, bismuth salicylate, ginger essence, 
and soda-mint. The first-aid outfit contains adhesive and 
court plaster, pleated baudage and gauze, jaconet, eye¬ 
brush and safety-pins, a capsule of iodine tincture, and 
eoloids of potassium permanganate. The whole forms a 
useful pocket vade-mecum for any doctor, dresser, or nurse 
at home or abroad. The case is called No. 131 “Tabloid” 
Medicine Pocket-case, and costs from 13*\ 6 d. to 15a., 
according to the material of the case. 


T.O. —There is no generally accepted method of classify¬ 
ing cases of pulmonary tuberculosis, but a study of recent 
reports of tuberculosis officers shows a large proportion 
who use the Turbau-Gerhardt classification, generally with 
some little modification of their own. Few, if any, have 
followed the suggestion of giving a separate estimate of 
extent of disease in tK8 two lungs. Clinicians generally 
find the need of adding to a classification based upon 
physical signs some indication of symptoms. Turban 
always supplemented his original Groups I., II., and III. 
with the letters F, f, a to indicate febrile, sub febrile, and 
afebrile, and 4- or — to denote the presence or absence of 
bacillary sputum Inman’s distinction of resting-febrile, 
resiing-afebrile, walking-afebrile cases is the simplest 
form yet suggested of recording functional ability. 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-streefc, W. 

MEETINGS OF SECTIONS . 

Tuesday, June 12th. 

MEDICINE (Hon. Secretaries—Charles B. Box, W. Cecil Boeanquet): 
at 5.30 p.m. 

Lecture (with lantern demonstration): « 

Major Aldo Castellan!: Tropical Diseaafs to which the Allied 
Troops are Exposed in the Balkanic Zone. 

Wednesday, June 13th. 

OPHTHALMOLOGY (Hon. secretaries—Elmore W. Brewer ton, A. W. 
Ormond): at 8.30 p.m. 

Annual General Meeting.—Election of Officers and Council for 
1917-1918. 

Discussion : 

On '* The Etiology and Treatment of Iritis ” will be opened by the 
President (Mr. Lang). 

Other Speakers Si** Anderson Oritcbett Lt.-Col. Elliot, Dr. John 
Byre. Dr. Lakin, Mr. Herbeit Fisher, Mr. J. G. Turner, Mr. Colyer, 
Mfr. Frank Kidd, Mr. G. H. Pooley, Ac. 


SOCIETY OF TROPICAL MEDICINE AND HYGIENE, .11, Chandoa- 
street, Cavendish-square, W. 

Friday.— 5.30 p.m.. Papers:—Road for Father G. Gregglo (Belgian 
Congo) ; The Treatment of Yaws and Other Diseases in the 
Belgian Congo. Dr. R. T. Leiper: ▲ Note on the Integument 
of the Bllharzia Mlracidium. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday. —2 p.m., Medioal and Surgical Clinics. X Bays. Mr.Gray» 
Operations. Mr. B. Hannan : Diseases of the Bye. Dr. Simeon: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pemet: Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m., Medioal 
and Surgical GLlnics. X Bays. Mr. Pardoe : Operations. 
Thursday.— 2 p.m., Medieal and Surgical Clinics. X Rays. Mr. Gray : 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.m.. Dr. Slmson: Gynecological Operations. 2 p.m,, 
Medical and Surgical Olinios. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis : Diseases of the Throat, Nose, and Bar. 
Dr. Pemet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman i 
Bye Operations. 2 p.m., Medioal and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations. 

ROYAL INSTITUTE OF PUBLIC HBALTH. Lecture Hall of the 
Institute, 37, Rumell-square, W.C. 1. 

Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.— 4 p m., Lecture IX.:—Lieut. Col. Sir John Collie, 
M.D.: The Management of Neurasthenia and Allied Disorders 
in the Army. Followed by a discussion. 


METEOROLOGICAL READINGS. 

(Taken drily at .*».#> a.m. by Steward's Instruments.) 

Thk Lancet Office, June 6th, 1917. 
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fall. 

Solar 
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Wet 
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Dry 

Bulb. 

Remarks. 

May 31 
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71 

56 

56 

63 
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June 1 
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68 

56 

56 

61 

Cloudy 

„ 2 
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69 

| 54 

55 

61 

Cloudy 

„ 3 

•••! 

120 

67 

i 49 

53 

59 

Cloudy 

„ 4 


119 

78 

50 

56 

66 

Cloudy 

„ 5 

i 

113 

81 

57 

61 

71 

Fine 

., 6 

’*[ i 

no 

67 

55 

56 

60 

Cloudy 


Other information which we have been accustomed to give In these 
“ Readings “ is withheld for the period of the war. 


EDITORIAL NOTICES. 

IT Is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of local 
events having a medioal interest, or which it is desirable 
to bring under the notice of the profession, nqay be sent 
direct to this office. 

Leotnres, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author f and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

Offices : 423, Strand, London, W.C. 2. 
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MIHAQBR’B NOTICES. 

ALTERATION IN THE PRICE OF “THE LANCET.” 

Increased war expenses and cost of production necessitate 
an increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8d. The rates of 
subscription remain as revised in October. 

Inland. 

One Year.£1 10 0 

Six Months .0 16 0 

Three Months .0 8 0 

Colonies and Abroad. 

One Year.£1 12 6 

Six Months .0 17 6 

Three Months .0 8 9 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Offloe Orders (crossed 
“ London County and Westminster Bank, Covent Garden 
Branch”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 2. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offioes, 423, Strand, London, W.C. 2, are dealt with by 
them ? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offioes, and con¬ 
sequently inquiries concerning missing oopies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offioes. 

Subscribers, by sending their subscriptions direot to 
The Lancet Offices, will ensure regularity in the despatob 
of their Journals and an earlier delivery than the majority of 
▲gents are able to efTect. 

The Colonial and Foreign Edition is published in time 
to oatch the weekly Friday malls to all parts of the world. 

ADVERTISEMENT RATES. 

Books and Publications . 

Official and General Announcements Five lines and 
Trade and Miscellaneous Advertise- ’ under.4s. Od. 

ments and Situations Vacant. 

Every additional line, 6d. 

Situations Wanted: First 30 words, 2i. 6 d. 

Per additional 8 words, 6d. 

Quarter Page, £110s. Half a Page, £2 15s. 

Entire Page, £5 5s. 

Special terms for Position Pages. 

Advertisements (to ensure insertion the same week) 
should be delivered at the Offloe not later than Wednesday, 
accompanied by a remittance. 


Dr. M. Greenwood, Lougbton; 
Messrs. Garland-Smith and Co., 
Lond.; J. Grey, Edinburgh; 
Genatosan, Lond.: Gazette of 3rd 
London General Hospital , Editor 
of; Mr. F. C. Goodall, Lond.; 
Dr. E. G. Glover. Cheltenham. 

H. —Mr. F. S. D. Hogg, Rickmans 
worth ; Mr. R. Hitchens, Lond.; 
Hercules Tyre Co., Northampton ; 
Dr. C. W. Hutt, Brighton; Home 
Office Press Bureau, Lond.; 
Major D. M. Hughes, R.A.M.C ; 
Rev. J. W. Hayes. West Thur¬ 
rock ; Dr. P. Harper, Fiji; 
Messrs. A. Heywood and Son, 
Manchester. 

I. —Mr. 8. T. Irwin, Belfast; 
Insurance Committee for the 
County of London. 

J. —Dr. H. C. Jennings, Lond.; 
Jesaop Hospital for Women, 
Sheffield, Sec. of; J. S. K. 8. 

K. —King Edward VII. Hospital, 
Cardiff, Sec. of; Dr. F. Kavcic; 
Dr. T. N. Kelynack, Lond. 

L. —Messrs. H. K. Lewis and Co., 

Lond.; Mr. G. W. Leeaon, Lond.; 
Capt. J. A R. Lee. R.A.M.C.; 
Local Government Board for 
Scotland, Edinburgh; Messrs. 
Lee and Nightingale. Liverpool; 
Lady Leithman, Eastbourne; 
Capt. W. R. Logan, R.A.M.C.; 
Dr. C. Lillingston, Pepp&rd 
Common. I 

M. —Dr. H. M. McCrea, Lond.; I 
Messrs, Macmillan and Co.,Lond.; 
Messrs. J. Menzies and Co., Bdln- i 
burgh; Dr. C. H. Miller; j 
Mr. J. B. R, McDonagh, Lond ; I 
Dr. 1. B. Mulrhead, Lond.; 
Mr. A. P. Mitchell, Edinburgh; I 
Lieut. H. A. Mitchell, R.A.M.C.; j 
Maltlne Manufacturing Co., 
Lond.; Mr. G. Mayall, Bolton; 
Messrs. J. Menzies and Co., Glas¬ 
gow ; Mr. J. B. May, Lond.; 
Manchester Royal Bye Hospital, 
8ec. of ; Mr. W. Muller, Lond.; 
Manchester Royal Infirmary, 
General Supt. of; Dr. P. Murlson, 
Durban; Melbourne, Town Clerk 
of; Mr. W. 8. Murrell, Lond.; 
Dr. J. J. McGrath, Lond.; 
Messrs. Morang and Co., Toronto. 

V.—Dr. T. G. Nicholson, Lond.; 

National Medical Union, Lond. 
0.—Mrs. O’Meara, Luton; Sir 
Thomas Oliver, Newcastle-on- 
Tyne; Dr. G. Olano, Lima; 
Ozonalr, Lond.; Sister Owen- 
Johnston, N.Z.A.N.S. 


‘.—Mr. A. B. Parkes, Lond.; 
Mrs. M. Pacey, Lond.; Messrs. 
Parke, Davis and Co., Lond.; 
Capt. W. M. Pennv, R.A.M.C.; 
Plai&tow Nurses’ Homes, Lady 
Supt. of; Dr. B. E. Prest, New 
Cumnock; Prince of Wales’s 
General Hospital, Tottenham, 
Director of; Mr. C. B. Pen- 
warden, Altrincham. 

[.—Queen Mary’s Hospital for the 
Bast End, Stratford, Sec. of. 

L—Dr. W. H. R. Rivers, Slateford; 
Rotherham Hospital, Sec. of; 
Mr. D. Richardson, Chatham; 
Dr. J. Russell, Gorleston on-Sea; 
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LECTURE III.* 

Morbid Anatomy. 

The number of recorded post-mortem examinations is not 
large and the accounts of various authorities differ consider¬ 
ably. 

Stolkind 1 has collected 100 cases from the literature and 
his own experience. He divides them into six main groups: 

1. 12 cases in which the changes were similar to those of 
typhoid fever. 2. Over 25 cases of acute gastritis and acute 

astro-intestinal catarrh. 3. 10 cases with lesions similar to 
ysentery. 4. 10 cases of transition forms (swollen follicles 
and Peyor’s patches). 5. In many cases the lesions were the 
same as in septicaemia. 6. In some cases no lesions were 
found in the ^astro-intestinal canal. 

Job and Hirtzmann' 2 describe two autopsies on patients 
who had paratyphoid A fever: 1. Intense congestion of the 
last metre of the ileum ; Peyer’s patches not altered; mesen¬ 
teric glands swollen; spleen enlarged, but not friable. 

2. Intestines congested; spleen diffluent. 

Job and Ballet 3 describe one case of paratyphoid B and 
three of paratyphoid A: 1. Paratyphoid B, slight swelling 
of lymphatic tissue of the small intestine; mesenteric 
glands swollen ; spleen enlarged. 2. Paratyphoid A, one 
ulcerated Peyer’s patch ; deep ulceration of sigmoid and 
rectum ; mesenteric glands enlarged and swollen ; spleen 
enlarged and diffluent. 3. Paratyphoid A, Peyer’s patches a 
little raised and pink; mesenteric glands swollen. 4. Para¬ 
typhoid A, general congestion of small and large intestine 
and appendix. They conclude that the paratyphoid organ¬ 
isms have little affinity for Peyer’s patches. 

Sawasaki describes three varieties: 1. A septicremic type 
with swelling of mesenteric glands and parenchymatous 
degeneration of organs. 2. An enteric type, with swelling 
and ulceration of the lymphatic tissue of the small and large 
intestine. 3. Dysenteric types. 

Dawson and Whittington, in their series of 17 autopsies, 
found ulceration of the small and large intestine in 7; 
ulceration of the large intestine in 2 ; ulceration of the small 
intestine in 6; there were also ulcers in the appendix in 2 
cases. The spleen was mentioned as being large and soft in 
4 cases, large and firm in 3, having abscesses in it in 2, 
normal in 1 case and small in 1. In these series the ulcera¬ 
tion of the intestines was more definite and more extensive 
than in many cases reported. 

Rathery in his large series limits his post-mortem obser¬ 
vations to the intestines. In the small intestine he found 
ulceration of Peyer’s patches as in typhoid ; there was also 
very great degeneration of the glandular cells of the mucosa. 
In a convalescent patient there were atrophic changes in 
the small intestine and scarring of Peyer’s patches. In one 
case there was a hypertrophic condition of the valvtri® 
conniventes. In the colon ulcers large and small were found 
and a hypertrophic condition of the mucosa. 

From these various accounts it is possible to say that in 
paratyphoid infections— 

1. The lesions may be the same as in typhoid fever. 

2. The large intestine is more commonly ulcerated than 
in typhoid fever. 

3. The intestines may be acutely inflamed throughout 
their length but the lymphatic tissue may escape. 

4. There may be no change at all in the intestines. 

Mortality. 

The mortality is difficult to calculate exactly. For prac¬ 
tical purposes the mortality in the vaccinated should be 
kept distinct from that in the unvaccinated. But with such 
figures as can be obtained it becomes evident that it is a 
mistake to regard the paratyphoid fevers as being neces- 

* Lectures I. and II. were published In The Lancet, May 19th and 
Jun j 2nd, 1917. 

1 Stolkind: Proc. B. Soc. Med., Nov. 23rd, 1915. 

* Job and Hirtzmann : Bulletin et M^m. de Med. Soc. des H6pit. de 
.Paris, vol. xxxvii., ill. S. 

* Job and Ballet: Ibid., xxxlx., ill. S. 
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sarily mild diseases. For example, Rathery had 74 deaths 
in his series of cases of paratyphoid B fever. This works 
out at 6 79 per cent. In Osier’s series of 1500 typhoid fever 
patients the mortality was 91 per cent. Willcox gives the 
mortality for paratyphoid in the Mediterranean Force as 
3 to 5 per cent. 

There are so many varying factors in the collection of 
statistics of this kind that it would be unwise to dogmatise 
about them. It is enough to say that paratyphoid fever is a 
serious disease and is fatal in an appreciable number of 
cases. According to Rathery the most frequent cause of 
death is some cardiac complication. But it is not clear 
whether he includes under this heading toxaemia and 
asthenia, which other observers agree are common forms of 
death. Perforation and peritonitis, haemorrhage and severe 
pulmonary conditions will account for most of the other 
fatal cases. 

Prognosis. 

Briefly, in those protected by inoculation the prognosis is 
good. In the uninoculated the prognosis is very far from, 
being good. In the first two years of the war paratyphoid 
fevers were much more severe than typhoid fever. At that 
time nearly every man was protected by inoculation against 
typhoid fever, but paratyphoid vaccination had not come 
into force. It used to be said that paratyphoid B was a mild 
disease. I do not think that would be said now. Rathery 
gives a mortality percentage of 6 79 in his large series of 
paratyphoid B fevers. Percentages, even of a large series 
such as his, are not trustworthy. I do not think it can be 
said that paratyphoid A fever is any milder than para¬ 
typhoid B. Certainly the paratyphoid A infections from 
Gallipoli that I have seen were not mild. 

In comparing the' statistics of mortality in paratyphoid 
fever with those of typhoid fever it has to be remembered 
that the latter are based on observations made on the 
general population, whereas the statistics of paratyphoid 
mortality are derived from observations made on soldiers.. 
It is known that typhoid fever is more dangerous in women,. 
in the elderly, and in the obese. It would not be surprising 
if the paratyphoid fevers were also more dangerous in the 
same manner. The prognosis for paratyphoid fevers in a 
civilian population would certainly be worse than among 
soldiers. These considerations emphasise the statement 
that paratyphoid fevers could be a great danger to the com¬ 
munity, greater, perhaps, than is realised at present. 

Diagnosis. 

The diagnosis should be made by the clinician and the 
bacteriologist working together. It is possible for the 
diagnosis to be made on clinical grounds alone, and the 
type of the infecting organism may be guessed accurately 
if the case occurs in the neighbourhood of other cases of 
known bacteriological infection. When, for example, there 
is an outbreak of paratyphoid B fever, and a patient is 
seen who has the symptoms of enteric fever, his infecting, 
organism may be correctly named. But this is not diagnosis. 
The clinician can diagnose enteric fever, but he must turn 
to the bacteriologist and ask him which member of the 
group is at work. If the bacteriologist is unable to find any 
evidence of infection, is the diagnosis to be given up 1 The 
answer is an emphatic “ No.” The bacteriologist has many 
difficulties to contend with, and these bacilli do not always 
behave according to the rules laid down for them. mmm -f £rniA I 

A diagnosis made on good clinical evidence must stand, 
but it must not be more definite than t( enterio fever.” 
Sometimes only negative laboratory results are obtained 
during the illness. The positive results may then be obtained 
during convalescence. 

(A.) From Clinical Signs. 

The clinical signs on which the diagnosis can be made 
have been described under the various types of the disease 
that have come under my observation. No matter under 
what mask the identity of the disease may hide, it is 
usually discovered as the illness proceeds. The .more 
obviously “enteric” type of signs and symptoms ] often 
appear after the initial form of the disease is a week old. 
In other cases suspicion may be aroused by the atypical 
behaviour of the patient, and the bacteriologist can then 
give valuable assistance. But such cases are likely to be^ 
overlooked unless there are paratyphoid patients already 
under observation. A patient may begin a typical lobxr 
pneumonia and later develop spots, an enlarged spleen, and 
A A 
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diarrhoea ; or a patient with an inflamed knee-joint may be 
suspected of gonorrhoea unless similar joints have been 
reoently seen among paratyphoid patients. The enteric 
group of symptoms and signs may be present or the 
majority of them may be absent. 

The rash, the spleen, the intestinal disturbance are all of 
importance but not essential. The most important clinical 
phenomenon is the slow pulse with a rising temperature. 
Captain H. F. Harris, R.A.M.C., has described an interest¬ 
ing diagnostic point. He has administered a hypodermic 
dose of atropine, gr. 1/33, to some of these patients. His 
results show that if the pulse-rate is quickened the infection 
is not enteric, but if it remains the same or becomes slower 
the chances are that the infection is of the enteric group. 

The spots themselves are not good diagnostic evidence. 
There are so many possible causes of skin eruptions, espe¬ 
cially in soldiers, that great care is needed in deciding their 
nature. The spleen also is enlarged in so many diseases 
that by itself an enlargement is of little value. Intestinal 
disturbances were so common in Gallipoli that a man without 
diarrhoea was an exception. But a history of a few days’ 
diarrhoea followed by constipation is a very suggestive point. 

Differential diagnosis between the two paratyphoids has 
not been possible except by bacteriological methods. At 
one time it seemed possible that jaundice might be a special 
feature of one and not of the other. But this idea had to 
be given up. Paratyphoid B was the more frequent cause of 
jaundice in patients coming from France and paratyphoid A 
in those coming from the Mediterranean area. 

Colitis again went through a similar vogue. I am not 
concerned now with the speculations as to the original cause 
of colitis in paratyphoid. It is enough to record that the 
worst and most numerous cases of paratyphoid colitis were 
paratyphoid A from Gallipoli; on the other hand, in France 
paratyphoid B is responsible for the bulk of the paratyphoid 
colitis. 

As regards severity there is nothing to choose between the 
two infections. It would seem that paratyphoid A is over 
and done with more satisfactorily than paratyphoid B. The 
latter tends to be more refractory. Also paratyphoid A 
adheres more olosely to the typhoid pattern than does 
paratyphoid B. But none of these points can be in any 
way considered diagnostic of one or the other. 

(R.) Laboratory Diagnosis. 

I approach this part of the subject with hesitation for 
bacteriological examinations are outside my province. The 
methods employed 4n the laboratory may Re briefly | 
enumerated. 

X. jET&mocultura. This is the beat single method of 
diagnosing a paratyphoid infection. A positive xesult may 
be obtained in the early days of the infection. Campbell 4 
says that between the «second and sixth days is the best 
period for finding the organism in the blood. The dis¬ 
advantage is that the patient may not come under observa-, 
tion until the organisms have retired from the blood. , 

2. Isolation of the organism from the urine is.a valuable j 
aid when a positive result is . obtained. When the result is 
negative, as it often is, nothing ia proved. 

,5. Isolation of the organism from the stool* is a more; 
Complicated process. The stools in .most cases will contain I 
the organism at some period of the disease. Negative 
results do not in themselves negative the diagnosis. 
Roaitiye results have to be. proved very carefully before they 
ann .be accepted. The disadvantages of the examinations 
of the stools are considerable. There may be organisms 
present, such as B. pyocyxuuut and B. fceoali* alh&Ugone*, I 
which make the isolation of the paratyphoid organisms a i 
difficult matter. The faeces may contain so many allied j 
strains of bacilli that an organism may be isolated that is i 
CuKu rally one of the enteric group, hut fails to comply 
with the serological tests. It is not enough to find a 
culturally positive paratyphoid organism in the stools. The 
organism should be agglutinable with its own specific anti¬ 
serum. If it does not agglutinate, it is difficult to know 
how to decide in the matter of diagnosis. If the patient 
lias clinically enteric fever, and a paratyphoid organism of 
this type is found in the stools, is it justifiable to say that 
the patient has paratyphoid fever ? It has been found that 
these inagglutinable bacilli do in some cases agglutinate in 
the course of time. The bacillus should also be tested with 

* Campbell: Journal of 191°., xxvi. 


the patient’s serum. Sometimes the bacillus agglutinates 
with the patient's serum, but not with the stock serum. In 
this case I think it is justifiable to say that the bacillus is the 
pathogenic organism of the disease from which the patient 
is suffering, but until it is found to agglutinate with a 
specific serum it cannot be named. 

All these investigations demand time and elaborate methods 
to differentiate the organisms. It is enongh for me if the 
patient has enteric fever and a culturally positive paia- 
typhoid bacillus is isolated from the stools, for in all prob¬ 
ability a definite bacteriological result will eventually be 
obtained. These organisms are apparently very highly 
specific, and thefe may be different strains that give the 
same cultural tests but differ as regards agglutination. 

4. The Agglutination Test*. 

It is outside the soope of a clinical study to deal with the 
disputed points with regard to the agglutination reactions of 
the patient’s serum. Looking at the question from without, 
it is obvious that there are two factors that create difficulties. 

First, there are two principal methods of testing the 
agglutinating power of a patient’s serum, the microscopic and 
the macroscopic. It is said that these two methods may 
give the same results or they give different results in an 
examination of the same patient. 

Secondly, the agglutinating power of a patient’s serum is, 
of course, greatly affected by protective inoculation. The 
agglutinins derived from the vaccination persist for a different 
length of time in different individuals. Som? of those who 
use the microscopic method state that febrile conditions due 
to other causes, such as sepsis, can alter the agglutinating 
property of a patient’s serum. 

Lastly, there are undoubtedly inagglutinable strains of 
paratyphoid organisms, and strains that do not agglutinate 
until many subcultures have been made. 

A person who has been adequately inoculated within a 
year should have agglutinins in his serum. An uninoculated 
person who has contracted an enteric fever should have 
agglutinins in his serum. To neither of these statements 
can be added the words “absolutely without exception.” 
What is the value, then, of the agglutination teat in 
adequately inoculated persons in whom an enteric fever, is 
suspected ? 

Dreyer and Ainley Walker 5 have answered this question 
Tery decidedly. They have described their technique of 
employing exact quantitative methods in performing aggluti¬ 
nation tests by means of standardised agglutinable cultures. 
They claim that their method overcomes the difficulties 
introduced by protective inoculation. 


“ All doubtful febrile cases, of however short duration, 
occurring in inoculated persons require a quantitative deter¬ 
mination of their agglutinin titre for typhoid and para¬ 
typhoid bacilli on three or more successive occasions at a few 
(lays' interval before the presence of typhoid or paratyphoid 
infection can be excluded.” 

“ The rise and subsequent fall in the agglutinin titre are ia 
many cases so definite that the diagnosis coaid never be in 
floabt.” 


•* The maximum agglutinin titre of active typhoid or para¬ 
typhoid infection occurs between the sixteenth and twenty- 
fourth day, moist frequently between the eighteenth and 


twentieth day. 


It is claimed for their method that« diagnosis can be 
made when no means will reveal the nature of the infec¬ 
tion. But the results also emphasise the importance of 
having special wards for the admission of such cases as 
P.U.O., influenza, and trench fever until their disease can be 
diagnosed as enteric or not enteric. 

But their methods and results have not been universally 
accepted, and the question is one on which more will have 
to be heard before it can be considered settled. 

C. J. Martin and W. G. D. Upjohn have called attention 
to a peculiarity that may be observed in the serum of those 
who have been inoculated against typhoid. In the early 
days of the disease infection with one of the paratyphoid 
organisms stimulated the production of typhoid agglutinins 
only, and it was not until as late as the third to the fifth 
week that the titre of the infeoting organism rose to 


1 in 100. 

It is probable that further observations by bacteriologists 
will throw light on this subject of agglutination and its 
interpretation, but at present the question is not settled and 


s Dreyer and Ataley Walker: The Laxcet, Sept. 2nd, 1916. 
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is not ready for dogmatic statements to be made ab >ut it. 
As. an aid to diagnosis at a time when the clinician requires 
help agglutination is not of much value. A phenomenon 
which is best seen on the twentieth day or later is not as 
nsefnl as the isolation of the organism from the blood or 
excreta. 

5. Blood Count *. 

It is possible that a very valuable aid to diagnosis may be 
obtained from an examination of the cells of the blood, 
particularly by soaking a differential count of the white 
cells. The red cells are usually diminished and the resulting 
anaemia may be severe. But this ausamia is most pronounced 
in the later stages of the disease and for many reasons does 
not give any help in making a diagnosis. 

It has been stated frequently, bat rather vaguely, that in 
paratyphoid infections there is a diminution in the total 
number of white cells with a relative increase in the lympho¬ 
cytes, and that there is a diminution of eosinophiles in the 
aeute stage followed by an increase daring convalescence. 
It would be of the greatest value if these statements could 
be made more definite with actual figures to support them. 
The blood counts should be done periodically all through 
the illness and convalescence in both inoculated and 
nninoculated persons. 

Walker Hall and Adam fi have published an account of 
their observations of differential leucocyte counts in enteric 
and dysenteric convalescents. Their results are full of 
promise for this means to became a valuable diagnostic 
measure. They did not observe the eosinophilia that has 
bean described* but they did not attach much importance to 
this absence, as it may have been due to the coexistence of 
an amoebic infection. They observed that there was a 
greater number of eosinophiles in the blood a few weeks 
after a triple vaccination (typhoid and paratyphoid) than 
after a pure typhoid inoculation. 

But they found that when agglutinin present in the blood 
was doe to inoculation a normal leucocyte count was 
obtained, while if the agglutinio was doe to infection the 
typical leucocytosis or polynuclear leucopenia associated 
with the causal organism would be found. 

If a differential leucocyte count will decide whether 
agglutinins are due to inoculation or infection, many of the 
bacteriologist’s difficulties of diagnosis will be removed. 
Further, such an examination can be done in a short time 
and the result known when diagnostic aid is required. 

Bat when all is said and done, it cannot be too strongly 
insisted upon that for practical purposes, in the acute 
illness, the diagnosis has to be made on clinical grounds. 
The bacteriologist may be able to give assistance. But if 
his results are negative, the clinical diagnosis stands. It is 
trae that it cannot be more close than a diagnosis of the 
enteric group. But that is enough for treatment and for the 
prevention of the spread of infection. Sven if the clinician 
has eventually to change his opinion, there will have been 
less harm done than if a positive paratyphoid patient had 
not been isolated until the diagnosis was oertain. 

In the stage of convalescence in the detection of camera, 
and in diagnosing “ suspects ” the matter is more clearly 
the province of the bacteriologist* 

Trbatmhnt. 

No nsefnl purpose would be served by giving a detailed 
account of treatment. In the pyrexia! stage of enteric fever 
of paratyphoid origin the usual lines of treatment of typhoid 
fever should be followed. The following are a few points of 
treatment based on ray cases. 

Hydrotherapy in various forms is strongly recommended 
for high fever, but of all measures of the sort I know of 
none so efficacious and so little disturbing to the patient as 
tepid sponging properly carried out. It is the most easily 
and generally used method of treatment not only for high 
fever but for restlessness and delirium, for the promotion 
of sleep, and for improving the general condition of the 
patient. 

As regards general hygiene it is essential that the mouth 
should have proper attention. Antiseptic alkaline mouth¬ 
washes are to be preferred to any other. Those containing 
glycerine should be avoided. The flow of saliva should be 
promoted. This can be best accomplished by giving chewing 
gum and by adding such things as rusks and biscuits to the 
diet, so that the patient can bite and chew. 

• Walker Hell end Adam ■ TaaLixCET, Sept, 16th, 1W6, 


Diet .—I do not consider that a strict milk diet is either 
essential or desirable. Many adults dislike milk ; it is 
difficult to keep the mouth in good order if nothing but milk 
is taken, and the curd of milk can make a very tough mass 
in the intestine in these cases. Variety of diet is greatly to 
be preferred, and it should be of such a nature that the 
residue will be neither bulky nor irritating. Solids that arc 
easily digested and leave little residue may be employed with 
safety—with greater safety in many cases than milk. Meat 
extracts are valuable in stimulating gastrio digestion, hot 
must be avoided when there is diarrhoea. By promoting the 
salivary and gastric secretions much may be done to nourish 
the patient safely and satisfactorily. It is most essential 
that the patient should drink plenty of water ; small drinks 
taken frequently are best. A liberal amount of sugar should 
be given. 

The Bowel*. 

In the severe cases a simple enema was given regularly 
whether the bowels were open or not. In milder cases liquid 
paraffin at night, followed, if necessary, by Epsom salts in 
the morning, was a satisfactory method of treating con¬ 
stipation. When diarrhoea was troublesome, a regularly 
given saline wash-out of the colon gave the greatest relief. 
It could be followed three hours later by a starch enema. 
At the same time the diet has to be revised, and all possible 
causes of intestinal irritation removed. Arrowroot flavoured 
with port satisfied any desire for food, and water in plenty 
would make up for fluid lost. Distension was treated with 
enemata, eaiomel, and pituitrin. It was assumed that peri¬ 
stalsis is less dangerous than stagnation. 

In the dysenteric cases, apart from any specific treatment 
by emetine, the treatment of diarrhoea was difficult. Few 
of these cases received benefit from the administration of 
saline purgatives ; these measures apparently have their best 
results at the onset of the illness. 

The milder cases were given a mixture of castor-oil and 
chlorodyne which was found to act satisfactorily. In the 
severe cases, after trying various methods, I found that opium 
and astringents acted best. Colon washes with saline or 
boracic were very beneficial; I found no improvement follow 
the nse of colloidal silver solutions. After the wash a starch 
enema could be given, especially when a few hours’ sleep 
were necessary. 

It was found that in all cases of dysentery after the initial 
stage, a heaped teaspoon of bismuth carbonate taken in the 
early morning assisted the recovery. It is very important,to 
prevent a convalescent dysenteric from becoming consti¬ 
pated. Liquid paraffin was invaluable in the later stages of 
the disease. 

Collapse from diarrhoea was treated by the administration 
of fluid by mouth, by rectum, under the skin, and into the 
j peritoneal cavity. The very slowly given saline injection 
! per rectum is, I think, the most satisfactory method when it 
oan be used. Alcohol is also valuable, and camphor injec¬ 
tions are of assistance in an emergency. Strychnine I con¬ 
sider harmful and digitalin useless. 

In jaundice the irritation of the sktn can be eased by local 
applications, but particularly by the administration of thyroid 
extract. 

In the stage of convalescence attention has to be paid to 
the diet and bowels. It ia very important that the patient 
should take active exercise as soon as he feels equal to it. 

Intestinal antiseptics were disappointing. Chlorine 
water, solution of potassium permanganate, (2 naphthol 
did not seem to have any effect. Better results were 
obtained from a proprietary preparation with a phenol 
basis. It had the effect of deodorising the stools and in 
some cases banished the infecting organism. But it is 
impossible to say if the organism was banished permanently 
The greatest need is for an antiseptic that will disinfect the 
gall-bladder. It has been said that urotropine has this 
power, but the statement lacks proof. But as urotropine is 
of great value in freeing the urinary tract from infection its 
use might with advantage become more general. 

Vaccine Treatment. 

I cannot speak from personal experience of any benefit 
obtained by vaccine treatment, bat in the experience of 
others satisfactory results have been obtained. 

Rathery and his colleagues speak very definitely of the 
results obtained in the treatment of paratyphoid B, which 
they claim constitute a dear proof of the favourable action 
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of vacoines. They have obtained positive results, doubtful 
results, and negative results. The positive results were 
reoognised clinically by an improvement in the patient’s 
general condition, by a lowering of the temperature, by a 
decrease in the size of the spleen, and by polyuria. The 
treatment was not used in the early period of the war, 
during which the cases were more severe ; nor was it used 
in cases of severe asthenia, great splenic enlargement, and 
coma. But it was used in all other severe cases. They had 
no accidents or disasters. They glvtf it as their opinion, 
which is supported by figures, that vaccinotherapy is a useful 
aid in treatment. 

Further observations are necessary before a definite and 
conclusive statement can be made. But I do not think that 
anyone would hesitate to say that vaccination has been 
proved to be more advantageous to the individual as a 
preventive than a curative measure. 

Preventive Inoculation. 

The question of the value of preventive inoculation can 
- only be decided when all the statistical material has been 
collected. At the present time it is only possible to give 
personal opinions and impressions. For jny own part, I can 
be definite about its value. If any evidence were necessary 
to establish the value of antityphoid inoculation against 
typhoid fever, the relative fewness and mildness of the cases 
of typhoid fever in this war would convince all honest- 
minded men. It ha3 been suggested by Labb6 that anti¬ 
typhoid inoculation gives a certain measure of protection 
against the paratyphoid infections. I cannot agree with 
this suggestion judging from the cases I have seen, and I 
find that Rathery and his colleagues are very definite in their 
statement that antityphoid inoculation, even when repeated 
four times, gives no protection against B. paratyphoids B. 

Since the triple (T.A.B.) vaccination came into force the 
• number of cases of paratyphoid fever admitted to Netley 
has decreased appreciably. This feature is of doubtful 
value, as the Gallipoli campaign has come to an end. But 
more important is the type of case. It will be admitted 
that the descriptions of cases and the temperature charts 
shown indicate that paratyphoid fever can be a very serious 
disease. In fact, in 1915 it was more often serious than 
slight. Nowadays it is rare to see a patient with para¬ 
typhoid fever who is seriously ill. For six months I have 
not seen a patient who caused any anxiety. The difference 
is so great that the enteric wards are now considered the 
dull part of the hospital, a very great contrast to their 
condition in the autumn of 1915. 

On the other hand, a fair number of men become infected, 
and though they are not seriously ill they remain in an 
unsatisfactory, debilitated condition for a long time ; but I 
think that the slowness of the convalescence is attributable 
a3 much to the strain of warfare as to the paratyphoid 
infection. It is noticeable that in all manner of diseases 
«nd wounds it takes longer to restore a man to the full 
vigour of good health than it did in the early days of the 
war. Bat this is a complex problem and outside the scope of 
my subject. 

There are two possible disadvantages with regard to para¬ 
typhoid inoculation apart from the temporary malaise of the 
reaction. The first is of great importance and has already 
been mentioned. The protection of inoculation has so altered 
the appearance of the disease that it may not be recognised. 
When one is accustomed to look for a severe condition 
dangerous to life it is possible that a bad cold in the head 
will not arrest attention, and yet in the latter other symptoms 
suggestive of a mild enteric fever may be seen if a proper 
examination is made. It is probable, then, that one of the 
results of inoculation will be an increase in the number of 
undiagnosed mild cases and a proportionate number of 
unde tec ted^carriers. 

The second disadvantage is one that will be gladly seized 
upon by the antivaccinationist. It is possible for a man to 
have had a very mild attack and remain infected or to be a 
carrier without any suspicion being raised that he has the 
infection upon him. If such a man is inoculated he may 
develop an attack of paratyphoid fever immediately after the 
inoculation. In the words of the antivaccinationist, the 
inoculation gave the man the disease, which is quite true as 
far as it goes ; for by lowering the man’s resistance for a time 
the inoculation caused the infection to get the upper hand 
Such cases have occurred, but they are very rare, and the ill¬ 
ness is trivial and runs a short and mild course. In one 


case, that of an orderly in an enteric ward, one injection of 
typhoid vaccine was followed by a mild febrile condition,, 
watch was found to be paratyphoid B (Chart 1, p. 748). 

The duration of the protection given by vaccination va r ies 
considerably. Agglutinins may be present in the blood of 
typhoid-inoculated individuals for many years after inocula¬ 
tion. But in many cases they are on the wane at the end of 
two years. Paratyphoid vaccination apparently does not 
give so long a period of protection. Agglutinins begin to 
disappear at the end of one year or a little later. If agglu¬ 
tinins are to be taken as the measure of immunity, it would 
appear proper to repeat the inoculations every twelve months. 

Modes op Conveyance op Infection. 

1. Personal contact seems to be a method by which the 
infection of paratyphoid is directly spread. Several 
instances have occurred in my experience that are incapable 
of explanation in any other way. I have heard also of 
small epidemics that are attributed to this manner of infec¬ 
tion. The infectivity of paratyphoid organisms is greater 
is this respect than is that of typhoid. Costa 7 has described 
two small epidemics that were due to direct infection. 

The Carrier.—Intermediate Transmitting Agencies. 

2. The main souroe of infection is the carrier. Carriers 
will be found in any army that takes the field. Carriers 
have been found in civilian life that have caused repeated 
local epidemics. More of these have been reported in 
continental countries than in England. 

Torrens and Whittington have remarked that paratyphoid 
A fever did not appear in France until British troops from 
India arrived on the Western front. I did not notice any 
paratyphoid A infections coming from France during the 
first year of the war. There had been plenty of cases of 
paratyphoid B fever from France, but the first case of para¬ 
typhoid A fever occurred in a wounded man admitted on 
Oct. 1st, 1915. 

Gallipoli produced a large amount of paratyphoid infec¬ 
tion. Paratyphoid B fever was at its height on the 
peninsula in September and October, but in November 
paratyphoid A was the more common infection. 8 The con¬ 
ditions at Gallipoli were such that intestinal diseases were 
rife, and there was every conceivable condition present to 
assist the dissemination of infected matter. The carriers 
played the most important part, assisted by intermediate 
agents, such as flies, dust, and contaminated water. The 
conditions of existence were favourable to the propagation 
of disease, for the men were war-worn, exhausted, cramped 
in a restricted space, and subjected to bad climatic condi¬ 
tions. Sarrailh6 and Glunet found that the conditions 
which favoured the spread of camp jaundice were fatigue, 
cramping in a confined space, and unfavourable climatic 
conditions. 

The number of intermediate transmitting agencies could 
be multiplied, but the following have been proved to be of 
the greatest importance. 

1. Flies can spread the disease, both by carrying infected 
material on their feet, and by ingesting the organisms and 
passing them out in their excreta. Graham-Smith, 9 in his 
book “ Flies and Disease,” writes :— 

The observations which have been quoted show that 
flies, if suitable opportunities of visiting infected material 
occur, may carry and distribute organisms of this type for 
several days. No instances of infection by flies have yet 
been recorded. 

Faichnie 10 in 1909 published the results of experiments 
which proved that bacteria ingested by the larvae of flies 
might be present in the alimentary canal of the adult. He 
proved this point with regard to B. typhosus and B. para- 
typhosus A. The possibility of the contamination of food by 
flies is so obvious that the part played by the fly in the 
dissemination of enteric bacilli need not be questioned. 
Further, good results have followed measures taken by 
sanitary officers to exterminate flies. 

2. Dust can obviously be a method by which infected 
particles can gain access to the human body. Of the many 
plagues of Gallipoli, dust-storms were by no means the least-. 

3. Contaminated water and food will* be the final vehicle 
of infected material to the human subject. Levine and 

7 Costa: Bull, et Mem. de Soc. MM. des H6pitaux de Paris, xxxvif., 
lii. 8. 9 Archibald and others : Loc. dt. 

9 Flies and Disease (Non-blood-sucking Flies). Cambridge Public 
Health Series. 1913. G. S. Graham-Smith. 

Journal of R.A.M.O., 1909, xiil., 672. 
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Eberson 11 have described a small epidemic that was due 
to the imperfect treatment of milk bottles which had been 
contaminated by a convalescent paratyphoid patient. 

The Problem of the Carrier. 

Bat however numerous are the possible intermediate agents 
in spreading paratyphoid infection, it has to be remembered 
that the real cause of infection is the infected human being. 
In the acute stage of paratyphoid feveT precautions are taken 
to limit the possibilities of dissemination. In the case of 
the carrier .the danger is greater, because it may not be 
suspected. A carrier may be an individual in perfect 
health who can mix freely with his fellows. In communities 
where there is good sanitation and water drainage the 
dangers of the carrier are lessened. But even in these 
circumstances epidemics have been traced to an unsuspected 
carrier. In barracks, camps, and billets the danger from a 
carrier is greatly increased, and measures have to be taken 
to prevent the possibility of the contamination of food and 
water and to protect the individual by raising his resistance 
to the infection. 

The carrier is usually an individual who has had a recog¬ 
nisable attack of enteric fever, but some of the cases are 
so mild that they are not suspected. These mild cases are 
the most dangerous from the point of view of the sanitary 
officer, and they are probably becoming more numerous. 
Carriers are of different sorts. The majority are those 
individuals who pass the organisms in their stools. The 
gall-bladder is commonly a nest for enteric organisms, and 
there may be periodical discharges of enteric-laden bile 
into the intestine. Some of these “ gall-bladder ” carriers 
have chronic cholecystitis, and they may have recurrent 
symptoms which may call attention to the nature of their 
condition. The most dangerous carrier of all is the male 
urinary carrier. The faecal carrier may be expected to pass 
his infective material into a proper latrine whenever it is 
possible ; the urinary carrier will have a much wider range 
of action. 

The carrier is not only dangerous to others, but he is 
living in danger to himself. At any time he may develop 
acute symptoms of paratyphoid fever. It only needs some 
lowering of resistance by fatigue, shock, wounds, gassing, 
and even inoculation against any infection for the auto¬ 
infection to become severe. Such considerations make it 
impossible to calculate the incubation period of the disease 
from observations made on troops in the field. 

There does not seem to be any time limit for the carrier. 
In the case of cholecystitis quoted above the patient had 
contracted his original infection 16 years before, and I have 
heard of a similar case with a 50 years’ interval. 

It is difficult to be certain that a patient who has recently 
had paratyphoid fever is free from infection. There may be 
many weeks, and even months, in which the examinations 
of the stools are negative. Thus one convalescent who 
remained in hospital for the treatment of other conditions 
had one positive stool on Oct. 7th and another on Feb. 7th ; 
there had been six negative examinations in the interval. 
On another occasion, during a spell of hot weather, nearly 
all the convalescents whose stools had been negative for 
some time had a positive result. 

It is obvious that the carrier is one of the most difficult 
problems of military hygiene. It is certain that when the 
organisms are found in the excreta a patient is dangerous 
and must be segregated. But when they are not found, even 
over a long period, it is not certain that the man is free from 
infection. Prolonged segregation and repeated examinations 
are the only measures that can be taken, and they do not give 
absolute security. 

Conclusion, 

I will conclude by saying that in our campaign against 
paratyphoid infection we must aim at personal hygiene, good 
sanitation, preventive inoculation, segregation of carriers, 
and, on the part of the clinician, early diagnosis. 

I wish to acknowledge my indebtedness to the British Red 
Cross Society for their kindness in permitting me to use the 
notes on the patients in their hospital. I also desire to 
thank Surgeon Lieutenant-Colonel Sir Warren Crooke- 
Lawless, Commandant of the British Red Cross Hospital, 
Netley, for giving me the opportunity of seeing these 
patients as well as for many valuable suggestions, and my 
colleagues, Major H. L. Tidy and Captain H. A. F. Wilson, 
for their cooperation and assistance. 
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AMPUTATIONS CONSIDERED FROM THE 
ARTIFICIAL LIMB POINT OF VIEW. 

By THOMAS OPENSHAW, C.B., C.M.G., M.S.Durh., 
F.R.C.S. Eng., 

LIEUTKNANT-COLON KL, R.A.M.G.; CONSULTING SURGEON, EASTERN 
COMMAND ; SURGEON TO THE LONDON HOSPITAL. 

I venture with all diffidence to state my opinions on the 
relative merits of the various amputations from the artificial 
limb point of view. 

The Upper Extremity. 

With regard to the upper extremity, it is possible to fit an 
artificial limb to any part. One finger or the thumb of the 
natural hand is more useful than any apparatus. If only the 
thumb or one finger is left, artificial fingers or an artificial 
thumb can be fitted, so that the patient has something to 
which he can oppose the remaining digit. 

Amputation uf the wrist-joint should not be done if it is at 
all possible to leave any portion of the hand, for it gives too 
long a stump for the proper application of an artificial hand. 
It is necessary to put the artificial wrist-joint at the end of 
the natural wrist-joint, and this brings the hand too far 
away from the elbow, and much power is lost. 

For officers or patients engaged in clerical pursuits, a 
new wrist-joint should be made by removal of one and a half 
inches of the radius and ulna, for to this joint an artificial 
hand can be fitted, so that the flexion and extension move¬ 
ments are converted into flexion of the interphalangeal 
joints of the index and middle fingers. This operation 
shortens the forearm and increases the power of the flexors 
of the elbow, and replaces the hand as efficiently as is at 
present possible. The best site for amputation of the forearm 
is one where the bones are divided at the lower end of the 
middle third of the forearm, for this gives a powerful useful 
stump, not too long, and capable of full pronation and 
supination. 

A forearm stump where the ulna measures three-and-a-half 
to four inches from the tip of the olecranon is often exceed¬ 
ingly difficult to fit with an artificial forearm backet. The 
stump repeatedly slips out of the forearm bucket. As the 
supinator longus, the extensor muscles, and the flexors are 
useless, these should be removed in order to produce a flat 
surface upon which the upper and anterior edge of the fore¬ 
arm bucket can rest. This is especially necessary if the 
forearm muscles are large. If not more than two inches of 
the ulna (measured from the tip of the olecranon) can be left, 
the amputation should be performed above the condyles of 
the humerus. 

Amputation at the elbow-joint should never be performed 
as an operation of election, for it is difficult, though not 
impossible, to fit an artificial arm to the stump. If it is 
imperative that the amputation should be through this joint, 
the condyles must be removed, for if left it is impossible to 
accurately fit an arm-socket unless it be laced up the whole 
length of the front, which considerably weakens it. 

The best site for amputation of the arm is one between a 
point one and a half inches above the elbow-joint on the one 
hand, and three inches below the fold of the axilla on the 
other, and an endeavour should always be made to divide the 
humerus between these two points. 

It is difficult to fit an artificial limb to a stump which 
projects only one inch below the fold of the axilla, but it 
is still more difficult to fit one where the stump does not 
project at all. 

With regard to the shoulder, it is easier to fit an artificial 
limb to an amputation where the head of the bone has been 
completely removed than it is to fit one to an amputation 
through the surgical neck of the humerus. But, in spite 
of these difficulties, one should always remember that it is 
possible to fit an artificial limb to any amputation of the 
upper extremity. 

At the shoulder-joint, by means of a moulded leather capv 
an artificial arm is adjusted to the body. Considerable space 
should be allowed between the arm and the chest wall by 
flattening the inner surface of the arm, so as to facilitate 
dressing. By adjustable straps and wires, the movements 
of the opposite shoulder can be utilised to bend the elbow 
of the artificial arm, and by a similar arrangement, passing 
round the chest and down the artificial arm to the thumb* 
the latter can be moved by abducting the opposite arm. 
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It is interesting to observe that, in spite of the endeavour 
of the patient to make the utmost use of an artificial arm, 
nature constantly asserts the usefulness of the remaining 
member. If the left arm is lost above the elbow there will 
be a constantly increasing tendency to use the right arm for 
everything. This is also noticeable to an increasing extent 
where the right arm has been lost, for the patient will 
become left-handed and use his left hand more and more 
wherewith to perform every function. 

The Lower Extremity. 

Before passing on to a consideration of the amputations 
for the lower extremity, let me remind you that in all cases, 
no matter where the site may be, it is essential that the 
nerve trunks should be cut as short as possible, and that 
the end of the stump should be covered with a loose movable 
non-adherent skin-flap. 

With regard to the lower extremity, if the amputation has 
been of the digits and the bone is well covered with the scar 
on the dorsum, an artificial boot can easily be fitted, and the 
patient walks well. 

A guillotine amputation through the centre of the tarsus 
should always be looked upon as a temporary measure, to be 
replaced by a Syme’s amputation as soon as the patient has 
recovered from the effects of the sepsis and can tolerate a 
further operation. 

No skin-grafting of a granulating Ohopart gives the least 
chance of a useful Btump. The scar ultimately becomes the 
lowest part of the foot in consequence of the contraction of 
the tendo Achillis, and will not bear the weight of the body 
without ulceration. Months of suppuration have often fol¬ 
lowed a guillotine amputation performed through the centre 
of the tarsus. A Syme is ultimutely necessary, and should 
be resorted to early. 

Neither a sub-astragaloid amputation, nor a Pirogoff, gives 
the most useful foot. In both these amputations the lowest 
end of the leg is pointed and irregular, the stump is too long, 
and the artificial foot so narrow as to prevent the ankle-joint 
being fixed in the artificial foot itself. 

A Syme’s amputation is the best about the ankle-joint. It 
should be performed exactly as described by its originator, 
the malleoli and a layer of the tibia a quarter of an inch 
thick being removed. This gives room for a joint in 
the artificial foot itself instead of in the lateral steel 
supports. 

Any amputation through the leg between the ankle-joint 
(Syme) and a point six inches below the top of the tibia 
must be looked on as likely to give an unsatisfactory stump, 
and one which is, therefore, a tentative amputation. 

It is permissible in France to perform such an amputation, 
because it is always doubtful whether the flaps will or will not 
slough ; but such a method gives an unsatisfactory stump 
which is thinly covered, badly nourished, liable to blueness, 
ansemia, ulceration, and sinus formation. It is only permis¬ 
sible as a temporary expedient. 

The best amputation of the leg is one where the bone is 
cut four to five inches from the upper edge of the tibia 
(“ seat of election ”), where the lower end of the tibia is 
square, and where it*is well covered with healthy movable 
skin. A patient with such an amputation can carry a con¬ 
siderable part of the weight of his body on the end of the 
tibia, the remainder being borne by the lateral surface of the 
tibia and fibula and partly along the surface of the thigh, 
i.e., the points of purchase of the sooket which carries the 
artificial limb. 

After this amputation, with a well-fitting artificial limb, 
a patient can walk, run, and dance in such a way as to 
render it absolutely impossible, even for an expert, to decide 
which leg is artificial. 

In this amputation the fibula ought to be cut half an inch 
shorter than the tibia, otherwise it seems to increase in 
length and to project. Should, however, the end of the 
tibia not be well covered with movable skin the weight of 
the body cannot be borne on the end of the stump, and has 
to be carried on the lateral surface of the tibia and fibula, 
the sides of the thigh, and the tuber ischii. 

It is imperative that in any amputation at the upper third 
of the leg the knee-joint should be kept straight, as flexion 
may render a further amputation necessary, either through 
the knee-joint, or just above it. If the knee-joint is allowed 
to become flexed the hamstrings and the posterior ligament 
contract and shorten, and all these structures, even the 


posterior ligament, may require division ; and even then it 
may be impossible to straighten the leg, and amputation at 
or above the knee-joint may be necessary. 

Even one inch of the tibia, if well covered on the under¬ 
surface, gives a more useful stump than an amputation 
through or above the knee-joint. Endeavours should always 
be made to divide the tibia in such a way, and at such a 
point, as to get a good covering for its cut under-surface. 
If this is not possible, or if the flaps slough, or if for any 
reason it is inevitable that there will be a scar gver the end 
of the tibia, it is better to remove the tibia and the patella 
by some sort of incision similar to that for a Stephen Smith 
amputation. 

In every Stephen Smith amputation the patella ought to 
be removed, for if left it retracts and forms a wobbling 
excrescence, which prevents the accurate fitting of a thigh 
bucket. It is quite easy by means of an accurately fitting 
: leather bucket, fitted with lateral steels jointed opposite the 
tubercles on the condyles of the femur, to fit an artificial 
leg to an amputation through the knee-joint. An artificial 
leg so made and jointed does not cause the projection of the 
artificial knee beyond that of the normal knee when sitting 
down, and the gait of a patient wearing such an artificial 
leg is excellent. 

A transcondylar amputation of the femur, if well covered, 
gives a very good stump, but the edges of the bones should 
be rounded off, and the periosteum should be pushed up and 
replaced over the edges of the divided bone. In any amputa¬ 
tion above the condyles, up to a point higher than the 
middle of the femur, the artificial leg should be made with a 
lacing bucket of leather, not wood. This lacing leather 
bucket should be made of strong sole leather and should fit 
accurately to the thigh. The tuber ischii Bhould rest upon 
its upper edge, so that the patient’s weight is transferred to 
the ground through the tubnr ischii and partly through the 
friction of the skin against the inside of the bucket. As the 
thigh shrinks the bucket can be tightened in the lacing, 
doing away with the necessity of having a new bucket 
fitted or of wearing sometimes as many as a dozen thigh 
socks. 

At or above the middle of the femur every amputation case 
should be fitted with a pelvic band, which should be accu¬ 
rately moulded to the body before the steel is hardened. It 
should extend from just below the anterior superior spine on 
the affected side round the body below the iliac crests to the 
opposite anterior superior iliac spine. The hip-joint in this 
pelvic band should be at a point opposite the centre of the 
great trochanter and half an inch above it. Such a pelvic 
band prevents the wobbling of the thigh and considerably 
improves the patient’s gait. 

Amputations in the upper third of the thigh, where the 
bone is divided at any point between the small trochanter 
and two inches below it, give a stump well-nigh impossible 
to fit with an artificial limb. If more than two inches of 
bone below the small trochanter cannot be left, then the 
femur should be divided at the small trochanter or through 
the great trochanter. 

It is easier to fit an artificial limb where the bone has 
been exarticulated at the hip-joint than it is where the bone 
has been divided through the great trochanter or at the 
small trochanter, so that if a long thigh stump cannot be 
made there need be no hesitation in removing the upper end 
of the femur, provided, of course, that the condition of the 
wound as to sepsis and of the patient will allow of this rather 
more severe proceeding. 


Sidmouth Hospital for Disabled Officers.— 
On May 31st the Countess Fortescue opened, at the Sidmouth 
Baths, a hospital for officers suffering from stiff joints 
caused by wounds. The treatment will consist of radiant 
heat, massage, whirlpool and aeration baths, and the use of 
mechanical appliances. Dr. William Gordon, of Exeter, 
delivered an address congratulating Sidmouth on taking up 
a work of real national importance. The use of combined 
physical methods as an organised system was, he said, due 
to French initiative, while the efforts of the Balneological 
Section of the Royal Society of Medicine had resulted in the 
establishment of centres in this country on the lines of the 
clinic at the Grand Palais in Paris. Dr. Gordon laid stress 
on the necessity for early treatment in cases of crippling, the 
fact having been proved beyond question that great advan¬ 
tage was gained in the massage ana manipulation of disabled 
limbs by the preparatory use of heat. 
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NEURASTHENIA IN SOLDIERS OF THE 
HOME FORCES. 

By F. W. BURTON-FANNING, M.D. Cantab., 
F.R.C.P. Lond., 

LIEUTENANT-COLONEL, R.A.M.C. (l\). 

(Report to the Medical llesearoh Committee.) 


This communication is entirely based on experience 
gained at the 1st Eastern General Hospital, Cambridge, 
where I was serving prior to going overseas with my present 
unit. Its object is to draw attention to the predominance of 
neurasthenia as a cause of going sick amongst our newly 
recruited soldiers. I use the term in its widest sense to 
include disorders of the nervous system which are believed 
to have no organic basis. No experience that I had gained 
in civil practice was, to my mind, of more importance than 
the recognition of the fact that neurasthenia in some shape 
or form is by far the most common of the ailments for which 
the doctor is consulted by patients who are up and about and 
generally following their occupations. Sydenham 1 states 
that “ hysteric disorders constitute one moiety of chronic 
distempers.” Hospital training hardly prepares one for the 
numerical importance of neurasthenia, nor for the disguises 
it may assume. I do remember that one of my teachers, 
Dr. F. T. Roberts, in enumerating the diseases which should 
be thought of in making a diagnosis of the case before him, 
was fond of beginning, “Firstly, gentlemen, it may be 
nothing at all.” Equally astonishing as the frequency 
with which neurasthenia underlies patients' maladies is 
the fact that in such a large proportion neither they nor their 
doctors are aware of the true explanation of the symptoms. 
But the majority of neurasthenics in civil life are keeping at 
work. I was not prepared, therefore, for the astounding 
prevalence of neurasthenia in the occupants of beds in a 
military hospital. The country is suffering an enormous 
loss of man-power on this account; there is also the great 
expense of these men’s treatment in hospitals, their occupa¬ 
tion of precious beds and attention, and there is the moral 
and physical deterioration of the patient to be thought of. 
Numbers of my patients have spent far more time in 
hospitals and convalescent homes than with their units. 
They are passed from one institution to another, they 
presently return to their battalions, where they immediately 
report sick again and are readmitted to hospital. Such a 
patient was asked : “ How long have you been in the 
Army?” He replied : “Three weeks, sir. ” “ How often have 
you been in parade?” “Everyday, sir—sick parade,” he 
explained. These are not exceptional instances, but they 
could be multiplied indefinitely and are of daily recurrence 
at aDy hospital which admits soldiers from the Home Forces. 
To a large extent 1 believe these losses could be prevented. 

General Description. 

During the last ten months I have had charge of a number 
of medical beds in the 1st Eastern General Hospital which 
had carried from time to time between 120 and 180. Into 
these beds 2240 patients have been admitted in the ten 
months, of whom 640 came in convoys from overseas and the 
remaining 1600 were from Home Forces. Out of this last 
number 609 were thought by me to be suffering from 
neurasthenia and to be free from any organic disease. It 
would appear, therefore, that, speaking from an experience 
of ten months in a Territorial Force Base Hospital, nearly 
one-third of the admissions into medical wards from Home 
Forces are for neurasthenia. A large proportion of them 
realised that they were of a nervous temperament and that 
this constituted their disability. A larger number were 
more or less ready to admit that they were nervous, but 
had not connected their supposed malady with this 
nervousness. 

The remainder of the patients were unwilling to believe 
that their symptoms were not caused by disease of an organ, 
and they would not allow that their nerves had troubled 
them, although I was satisfied of the existence of evidence 
that they were of neurotic temperament and ailed nothing 
besides. 

With a few exceptions, to whom reference will be made 
later, they were sure of their unfitness for military service 

1 Allbutt: System of Medicine. 


and did not conceal their resentment at being called up. 
Many produced a treasured note, which certified that they 
suffered from some physical malady. All of them had the 
name of some disease ready on their tongues, which had 
presumably been endorsed by their doctors, civil or military. 
The doctor has apparently not borne in mind the extreme 
frequency of the neurotic factor in the production of sym¬ 
ptoms and has not taken pains to discover the real source of 
the ailments. While allowance is made for the responsi¬ 
bility a doctor incurs when he brands a set of symptoms as 
neurotic, yet it is obvious that the neurasthenic will not 
begin to get well until he has been persuaded that he is free 
from any actual disease. This is the first point in treat¬ 
ment. While he is allowed to think that his sensations 
denote some particular bodily disease his thoughts are centred 
there and feelings are exaggerated. He is uneasy about his 
state of health and is persuaded of his unfitness for 
soldiering. 

Though a number of these sufferers from neurasthenia are 
of average physical development and constitutional vigour, 
I have met with few whose physique or robustness was 
beyond the average. If the weight is occasionally excessive 
it is associated with flabbiness or want of tone. A large 
proportion are of notably poor physique. Stunted, weedy 
growth with small chest is common, and some are to be 
accounted degenerates. A natural lack of constitutional 
vigour affords excuse for drooping spirits and a sense of 
comparative unfitness. Supposing that sufficient force of 
character to disregard this infirmity is not exercised, a vicious 
circle is established and the physical condition is further 
lowered by mental disquietude. 

This communication only deals with soldiers of the Home 
Forces, but I should like to allude to the fact that neur¬ 
asthenia formg a part or the whole of the disability of an 
astonishing number of men invalided from overseas. A large 
proportion of those labelled shell shock, D.A.H., rheumatism, 
and other conditions plainly owe their ailment chiefly to a 
pre-existing neurotic temperament. Other minor maladies 
only assume sufficient importance to get the men sent to 
England, because they are mixed with the neurotic taint. 
But I have also seen a number of cases of wrecked nerves 
in men who had previously been above suspicion, and one 
can well believe that many conditions that have to be borne 
in the line are calculated to break the stoutest nerves. 

Before passing to the enumeration of the symptoms com¬ 
plained of by my patients I would emphasise the point that 
the neurasthenic individual never confines .his account to 
what might be explained by any one organic disease or by 
the affection of any one organ. The widespread distribution 
of his symptoms is the first point in diagnosis. If he makes 
rheumatic-like pains his chief complaint, he will go on to 
describe sensations in the head, in the heart, and the general 
manifestations of the neurotic state. 

Bearing in mind the fact that of the patients by whom we 
are confronted a large proportion will be neurotic, the doctor 
should not commit himself to the diagnosis of organic 
disease, supposing there are no objective signs of this, and 
unless all symptoms present are thus satisfactorily explained. 
There is something to be said for the method supposed to 
have been used by an old R. A.M.C. officer. On a sick parade 
the odd numbers were allowed treatment and the even 
numbers were returned to duty. 

The Story of the Neurasthenic Soldier. 

My picture of the neurasthenic is very briefly as follows. 
In boyhood, perhaps, he began to evince the characteristics 
of the nervous temperament, and he did not readily accom¬ 
modate himself to the rough and tumble of school life. 
Here I would say that although neurasthenia is met with in 
every social class, very few of my patients had enjoyed the 
traditional advantage of our old public schools. I am sure 
that faulty upbringing is to blame in a large proportion. 
Introspective habits have not been corrected, and they have 
not been told that their only rule is to play the man. The 
neurasthenic did not join in games, but he became serious 
and inclined to be contemplative. He is very often an only 
son, and parental upbringing has been injudicious. Later 
the trials of life are not met with philosophic buoyancy, and 
the mind is constantly occupied by disquieting thoughts. 
The nervous system becomes over-wrought and over-sensitive, 
and thus the working of the whole economy is deranged. 
While the controlling nervous centres are preoccupied and 
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perturbed, it cannot be expected that subservient organs 
will do their work smoothly. Symptoms can mostly be 
explained by over-sensitiveness of the nervous system, 
exaggerated reaction to stimulus and the absence of well- 
ordered control over the internal organs. 

To go on with the story of my neurasthenic soldiers, I 
have been told again and again that they “have always 
been obliged to study their healths. ” In their past lives they 
had been incapable of any but light or sedentary work. 
Many of them had felt themselves obliged to abandon one 
active occupation after another on account of their weak¬ 
ness, A very small proportion of my patients had enlisted 
voluntarily. Before the date of compulsory service we saw 
in this hospital nothing to compare with the recent outbreak 
of neurasthenia. They disagreed with the examining doctor’s 
verdict of “ Fit for service,” and adduced previous rejections 
and their private doctor’s opinion as to their delicacy. 

They start soldiering, then, with the conviction that their 
strength will not enable them to stand it. They are suddenly 
thrust into an uncongenial atmosphere, they dislike the work, 
and find their comrades unsympathetic. It is not sur¬ 
prising that they should be upset at being torn away from 
their homes and their businesses. 

Anything but heart and soul in their military vocation, 
they are not in the frame of mind to acquiesce in the rough¬ 
ness of the life and in the unwonted physical exercise. Few 
of them had previously taken hard exercise, so the first 
inarch with rifle and pack naturally caused some aching of 
limbs and other discomforts. Many of them blame their 
rations for having to go sick, some that they were always 
unable to endure cold and wet. 

A fright put the finishing touch to a number of my 
patients. After perhaps some amount of questioning, 
several men confessed that they were afraid of horses. One 
promising recruit altogether collapsed on hearing his rifle 
.go off. With a few there was at the bottom of their com¬ 
plaints a grievance, such as being ordered to perform menial 
tasks, or, in the case of officers, failing to get on with their 
superiors. 

But I should like to mention here the fact that my neuras¬ 
thenics from the ranks have hardly ever complained of 
inconsiderate treatment from their officers, commissioned or 
non-commissioned. Whatever finally determined their 
nervous breakdown, I almost invariably ascertained that they 
had suffered in a similar manner for years previously. 

Symptoms a/nd Signs. 

As I have already said, the neurasthenic’s symptoms are 
never limited to one region or to one organ, and there are 
certain almost universal general symptoms. Weakness, 
prostration, a feeling of exhaustion, or sudden collapse are 
invariable, and many of my patients have been sent in on 
this account alone as suffering from anaemia or some grave 
constitutional disease. 

Want of energy and inability to interest or concentrate 
themselves are frequent causes of “going sick” amongst 
those engaged in office work. In contrast to the overseas 
sufferers from nervous breakdown, none of ray patients 
made insomnia their chief complaint, though sleep was 
commonly stated to be broken and unrefreshing. As is so 
typical of the neurasthenic, the morning is always the worst 
time. These symptoms are all explained by the using up of 
nerve-force by mental preoccupation. Our minds must be 
at peace if we are to possess energy and j/>ie de vivre. 
Other symptoms which are common to all neurasthenics, 
whatever may be their chief complaint, include tremors. 
These may be shown by the slightest quivering or over-action 
of the upper lip in speaking, by the rapid vibratory movement 
of the upper lids when the eyes are closed, or by fine tremors 
of the extended fingers. These phenomena are of importance 
because they put the examiner in the nervous track at sight. 
Violent tremblings and rhythmical contractions of the limbs 
or whole body are not infrequently seen and in many of my 
cases have been labelled malarial rigors. These are, of 
course, only the familiar manifestations of the nervous state 
of agitation, but patients have told me that when faced with 
a sudden emergency or call to action their quaking legs have 
refused to carry them. 

Apart from symptoms referable to the heart there are a 
fairly constant group of vaso-motor phenomena—cold extremi¬ 
ties, hot and cold flushes, which are usually described as the 
feeling of something creeping beneath the skin from the legs 


to the head, when they reach which giddiness or faintness 
may ensue. Sweating is a remarkably active function with 
neurasthenics. Moist palms or soles or steaming body often 
suggest the diagnosis, and it may amount to literal drench¬ 
ing of the whole body under circumstances of extra mental 
stress. I have never before seen such large beads of per¬ 
spiration so covering the whole body as was constantly pre¬ 
sented by a case of shell shock. I would here mention that 
in a neurasthenic patient whose symptoms had only become 
marked after being buried in the trenches the sweating was 
always limited to the left side of his face. 

A large proportion of my neurasthenics manifested a 
marked sternal flush and less commonly a heated, suffused 
appearance of the face. 

All my patients either complain of or admit loss of weight. 
This is of importance, because it seems to lend colour to the 
ides that they have some physical disease, but it really 
means nothing more than a wearing of the flesh off the bones 
from overwrought nerves. 

This will be a convenient time to refer to a few signs that 
I commonly find present on examination. Exaggerated 
knee-jerks are generally recognised as characteristic of the 
neurasthenic and can be used to demonstrate to the patient 
the meaning of nervous over-sensitiveness. 

Less generally recognised is a state of the tongue which 
I find of frequent occurrence. It has exactly the appearance 
of having been dried as by a cloth, and is thinly sanded or 
actually coated. Many patients have been treated, because 
of their tongues, for derangement of the liver or bowels or 
stomach, when in reality the condition is a nervous one. 
The old rice ordeal, in which the suspected person’s guilt 
was established by his inability to swallow a mouthful of 
rice, depends on inhibition of salivary secretion in certain 
nervous states. These neurasthenics have many complaints 
to make about their mouths and their tastes. Sometimes the 
parched state of the tongue causes a characteristic habit in 
which moistening of the lips or attempts at swallowing are 
constantly taking place. 

I examined most of my patients for the so-called stigmata 
of functional nervous disease—the concentric contraction of 
the fields of vision and anaesthesia of particular distribution. 
In more than half of my tested patients the fields of vision 
were normal and in those whose fields were contracted the 
other manifestations of the neurotic state were usually so 
marked that the test was only of use as confirmation. 

Very few of my men were anaesthetic and the areas 
affected in them were variable—by no means always 
assuming the glove-and-stocking distribution. The occurrence 
of any anaesthesia, again, seemed to be confined to the more 
marked cases and did not help me in the detection of masked 
neurasthenia. Their pre-occupation of mind makes these 
people unreliable witnesses for delicate changes of sensation. 
Moreover, they are very susceptible to suggestion. 

Patients' Chief Complaints . 

In their order of frequency my patients’ chief complaints 
or the diagnosis with which they arrived in hospital can be 
! considered under the following headings. 

Rheumatism .—This is the most common averred cause of 
disability Pains in the legs, in the back, and less markedly 
in the arms are stated to be constant, but to be aggravated 
by marching. The joints are not necessarily the seat of the 
pain, and they are free from all swelling and deformity. There 
is no real limitation of mobility, but the joints are held stiff 
by obviously voluntary and exaggerated muscular resistance, 
the patient overdoing contortions of pain when they are 
passively bent. I should like to speak strongly about the 
number of these people who have been allowed their rheu¬ 
matism, who have been ordered expensive treatment and 
have been sent for long courses of waters and massage and 
electricity to distant special hospitals. So soon, however, as 
the patient has been shown that the joints are perfectly free, 
and when he has been assured that there is nothing but a 
nervous condition present, it is easy to get these men straight 
out of bed and walking about the ward. A large number o? 
these men have suffered in the same way before being called 
up, but in civil life they blamed cold or bad weather for 
what as soldiers they attribute to marching. A surprising 
number of these patients claim to have had rheumatic fever 
in the past. My attention was at once arrested by the 
frequency, as it would appear, of acute rheumatism in 
this class. A little scrutiny, however, satisfies me that their 
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statement cannot be accepted without question. It is 
•elicited that the illness did not particularly affect the joints 
and that these were probably not swollen, but that the pains 
were universal, the chest, head, and body being painful. 
Most neurasthenics have some symptom referable to the 
heart, and in these people the supposed affection of the 
heart is connected with the alleged rheumatic fever. In a 
large number of cases labelled “Disorderly action of the 
heart" rheumatic fever is stated to have occurred in the 
past. In my opinion, however, closer scrutiny substantiates 
the neurotic rather than the rheumatic element. 

As I have said, although such patients may claim to be 
completely incapacitated and are brought into the ward on a 
stretcher, it is usually particularly easy to get them on to 
their feet at once and finally dispel the pains. 

The same kind of pains may have been called neuritis , but 
there is a complete absence of other symptoms or of signs of 
nerve in flamm ation. If such pain happens, for example, to 
be referred to the region of the sciatic nerve, this can be 
stretched without characteristically increasing the pain, and 
no wasting will be discovered. In my own experience 
•careful measurements have helped ’me more than anything 
to discriminate between pain of organic and of functional 
•origin. I have often been inclined to make light of a pain 
complained of in a limb, until my position was saved by the 
•discovery of definite wasting. 

Disquietude of mind is by far the most common cause of 
headache and of backache, A more critical survey of the local 
and general symptoms, the absence of signs of organic 
•disease, and the manifestation of neurotic indications will 
usually make it easy to come to a correct conclusion in regard 
to these people. My point is that the doctor should have 
prominent in his mind the possibility of his patients’ aches 
and pains being entirely neurotic. A conclusion will be 
arrived at by finding objective signs of organic disease con¬ 
spicuously absent, by recognising that all the symptoms 
cannot be explained by any one organic disease, and that the 
individual presents manifestations of the nervous tempera¬ 
ment. These patients are never easy in their minds, and 
their overwrought nerves become exaltedly sensitive. In 
ancient days it was recognised that another nervous state was 
capable of producing severe pains. Speaking of religious 
ecstasy, Father Poulain 3 says “the limbs may feel a great 
fatigue from it," and other ecstatics have “experienced 
severe pains ” in the limbs, the heart, and the throat to such 
an extent that they were not expected to live. The same 
sensations are complained of by the neurasthenic soldier, 
and are equally due to psychic disturbance. A man was 
admitted to hospital bent down with backache and with 
painful legs. It was manifest that he was ill at ease, and he 
confided his grievance. Having originally been a sergeant, 
•on rejoining he found himself a private, and this reduction 
was allowed to rankle in his mind. On hearing that he had 
been reinstated in bis former position the pains at once 
vanished apd his back became erect. 

As a rule it transpires that the subjects of these painful 
limbs have long been of neurotic temperament, and the trial 
of a long march concentrates their attention on their limbs 
and increases their so-called rheumatism. 

Gastritis is the term particularly affected by these patients 
and apparently by their doctors when the stomach is the Beat 
of chief complaint. The name ‘ * gastritis " now suggests to me 
the inference of neurasthenia. I wonder what exact condition 
the doctor has in his mind when he diagnoses gastritis. Anyhow, 
the symptoms usually presented by these patients are pains 
about the stomach or perhaps elsewhere in the abdomen. 
These are brought on by food—especially by Army rations— 
and also by marching or by any upset. Tenderness is often 
exaggerated and mere pinching of the skin may give pain. 
The patient complains with muoh insistence of vomiting, 
which recurs in small quantities which are jealously pre¬ 
served for the doctor’s inspection. Dyspepsia does not 
present such a picture and the examination of the contents 
•of the neurotic stomach gives no evidence of disease. 
Flatulence and pyrosis may be complained of and the tongue 
is furred. Constipation is the rule, but there may be nervous 
diarrhoea. A little investigation suggests that nervous 
disturbance is probably at the bottom of everything. 

The Heart. 

The heart, I should say, was the seat of some sensations 
in all neurasthenics, whatever may be the main complaint. 

9 Religion and Modern Psychology. J. Arthur Hill. 


Pain is complained of and is usually well below the heart, 
quite away from the common seat of anginal pain. It is 
generally a more or less continuous sense of discomfort, 
which is increased by exercise or by excitement. Palpita¬ 
tion, dyspnoea, giddiness, or actual faintings, together with 
the neurasthenic’s general symptoms already described—are, 
in my opinion, also almost constantly present in all neuras¬ 
thenics. These are the symptoms comprised by the condition 
termed “ D.A.H.” or “ Soldier’s Heart,’’ which have been 
studied and described by the observers at the Hampstead 
Military Hospital. 

The majority of my neurasthenics placed dyspnoea in a 
prominent place among their volunteered symptoms, and 
all but a very few answered a question about it in the 
affirmative. I am aware of the very important work* that 
has been done 8 at the Hampstead Hospital on dyspnoea in 
some of their patients, and of the discovery of chemical 
changes in the blood. I can only state emphatically that 
most of my 500 neurasthenic soldiers presented this symptom. 
I think I can say the same of neurasthenics whom I have 
seen in civil practice. Certainly, also, my neurasthenic 
soldiers admit to having experienced all these symptoms of 
D.A.H. in different degrees before they enlisted. Time has 
not allowed me to keep more than rough notes and I cannot 
give detailed percentages. In my cases this would anyhow 
be difficult, because the same symptoms recurred almost 
constantly, it only being a matter of their differing in degree. 
I have observed the same general tendency to increased pulse- 
frequency in my neurasthenics as studied at the Hampstead 
Hospital and the same over-ready reaction to exercise 
and to excitement. Many of my patients appeared to main¬ 
tain a rate of 100 or even more during all their waking 
hours, whatever means I took to secure their composure. 
During sleep, however, this frequency disappeared. I found 
the subjects of habitually rapid heart action particularly 
unamenable to treatment. Respirations were also generally 
quickened and preserved the usual ratio to pulse-frequency. 
I looked upon these conditions as being due to over¬ 
excitability of the cardiao and respiratory nervous centres. 

The exclusion of any evidence of enlargement of the 
heart and the other negative conclusions arrived at by the 
workers at the Hampstead Hospital, after submitting their 
patients to examination by experts using every method of 
precise diagnosis, is most important. My own exclusion of 
organic affection of the heart was only based on ordinary 
clinical methods. 

Amongst my civilian patients a common oomplaint has 
been a sense of inability to draw enough breath into the 
chest or to get it deep enough. This purely subjective 
difficulty has not been mentioned by many of my soldiers. 

Nothing is more characteristic of the neurasthenic patient, 
especially where the heart is the seat of the prominent 
symptoms, than proneness to giddiness or actual fainting. I 
should say that the exciting cause is much more often 
emotion than exercise. From the description commonly 
given by the patient I imagine that the heart’s action gets 
more and more tumultuous and rapid, until a kind of panic 
seizes him and he loses self-control and even consciousness. 
The brain cannot work with such a disturbed state of circula¬ 
tion ; it is, so to speak, put out of its stride. I am absolutely 
in accord with Dr. Lewis in thinking that the word “ heart ’’ 
should not be used in the designation of these cases. The 
whole point is to reassure the patient as to the absolute 
soundness of this organ. I imagine there is some objection 
even to keeping them in a special hospital for diseases of the 
heart, though this objection is outweighed by the oppor¬ 
tunity that has been given for the carrying out of the most 
valuable researches by the Hampstead Hospital staff. 
Personally, I soon abandoned the term “ D.A.H.,’’ and used 
instead the name “neurasthenia" for the whole class, 
without specifying from which organ the most prominent 
sensations arose. 

I do not, however, agree with the proposed provisional 
term of “effort syndrome," because in my experience 
emotion is a more powerful cause than effort. Many of my 
soldiers could get no further with their drill than assembling 
on parade. A striking instance came before me recently in 
Norwich. A man who had been a gardener was called up 


3 Papers and reports bv Dr. T. Lewis, Captain Cotton, J. Barcroft, 
T R. Milroy, D. Dufton, T. R. Parsons, Major J. C. Meakins, Captains 
J Parkinson and B. B. Gunson, Lieutenants J. G. Slade and A. B 
Drury, in British Medical Journal and Medical Research Committee 
Reports. 
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for service. He had been of highly nervous temperament 
since boyhood and dreaded being taken away from his village 
home. He fainted on his first parade and was in hospital in 
Edinburgh for some weeks. He rejoined his unit, fainted 
again, and was readmitted to hospital, this time for some 
months. At the end of this time he was invalided out of the 
Army with a good pension as permanently unfit from disease 
of the heart. During my examination his pulse-rate varied 
between 160 and 112 and his respirations between 40 and 28. 
The case was a distressingly marked one of general nervous 
perturbation, but it had this exceptional sequel. A few 
weeks later he wrote to me saying that he felt much better 
on being persuaded that his heart was sound, and, realising 
that an error had been made, he had renounced his pension 
and returned to work. I have now under my care a soldier 
whose cardiac and other neurotic sensations were tolerable 
until gas-helmet drill took place. Though there was no 
chemical in the helmet he felt overcome and fainted. On 
admission he was tremulous and overstrung, but the pro¬ 
minent symptoms were rapid heart action and respirations, 
which were increased by walking, but resumed their old 
ratio within two minutes after exercise. Nor do my obser¬ 
vations bear out the theory of infection or toxaemia as the 
causes of these cardiac symptoms. I have already referred 
to my impressions as to the importance to be attached to 
the patient’s statement that he has had rheumatic fever. 

I grant that many patients are inclined to date their 
symptoms from some illness, and that of course many 
diseases do depress all functions, but in most cases evidence 
can be found of pre-existing nervousness. Further, an equal 
number of my patients have attributed their symptoms to an 
operation, which was required for some purely local trouble, 
such as hernia. An illness or an operation provides a more 
interesting reason for a breakdown than a fright or an injury 
to the feelings. And may not the illness which has been 
accounted the cause of the toxaemia have been in reality 
another manifestation of the neurasthenia? Undoubtedly 
the thermotaxic centre is as readily disturbed from nervous 
agitation as other parts of their mechanism. As regards 
other poisons, my notes bear out the conclusions of Dr. Lewis 
and his collaborators in regard to the much-blamed habit of 
cigarette smoking. Many of my patients who presented the 
described symptoms to a marked degree belonged to that 
serious-minded class of persons who eschew all forms of 
indulgence, except, perhaps, that of being doctored. 

Alcohol is certainly productive of a particular type of 
nerve disturbance, in which remorse perhaps plays a part, 
but in these cases there is always the probability of some 
organic damage having occurred. 

I have been on the look-out for any indications of 
thyroidism in these men, but in only two of the whole 
number was there any enlargement of the thyroid gland. 
In these two cases, apart from the common symptoms of 
excited action of the heart, tremors, and nervousness, there 
was more interference with nutrition and general health 
than in the typical neurasthenic. Their pulse-rate did not 
diminish during sleep in the same manner as did that of the 
neurasthenic. Moreover, though increased pulse-frequency 
is the rule in neurasthenia, I have notes of several cases 
with marked cardiac symptoms whose pulse-rates were slow 
under ordinary circumstances. Like my other cases, 
exercise produced an enhanced effect on pulse- and 
respiration-rate, which was recovered from in about three 
minutes. 

Other Complaints. 

Lung disease .—A considerable number of my men came 
labelled “ Tuberculosis.” Apparently the complaint of pain 
in the chest, of some difficulty of breathing, or of a streak 
or two of blood in the phlegm are thought sufficient gr >unds 
for mentioning this disease. Then such loss of a little 
weight and of strength, with a tendency to sweat, as are 
characteristic of neurasthenia become fastened on as 
corroborative evidence. Here we can take advantage of an 
outside verdict from the bacteriologist, instead of being 
obliged to ask the suspicious patient to take our word for 
his soundness. 

The bladder is frequently the organ thought to be affected. 
Micturition is said to be frequent, or difficult, or unrestrain- 
able. Backache is often associated with these symptoms. 
Nocturnal incontinence does not occur, and it is notorious 
that the complex act of micturition can be easily deranged 
by nervous states. 


2 he throat is very commonly the seat of a variety of 
distressing symptoms in neurasthenia, but amongst my 
soldiers functional aphonia has been the only phenomenon 
met with as the prominent complaint associated with the 
throat. 

The sexual organs have also been much less frequently 
involved with the soldiers’ neurasthenia than with that of 
the civilian. With the soldier the organ which happens to 
be brought into use by his new work is the one that 
obtrudes itself on his sensations and begins to be surrounded 
by symptoms of suspected disease. In several of my 
patients the exacerbation of their neurasthenia could be 
traced to their consciences pricking them because they had 
contracted venereal disease. 

Prevention. 

I will touch very briefly on prevention and treatment, but 
I do want to call attention to my conviction that a great 
deal of neurasthenia must be laid to the door of the doctor 
who fails to make a strictly correct diagnosis and who does 
not disabuse the patient’s mind of his apprehensions about 
the presence of organic disease. 4 4 The next best thing to a 
good physician is none at all ” applies forcibly here. An 
officer was recently admitted under my care, whose chief 
complaint was of general weakness and sense of fatigue. 
He was also liable to giddiness and threatenings of faintness. 
All these symptoms were confidently stated to be due to 
weakness of the heart. I found no suggestion of disease 
about this organ, but a slight overaction of the upper lip in 
talking and a certain constraint of manner and of expression 
demonstrated nervous perturbation. Amongst other sources 
of worry he admitted being concerned about his heart. To 
my attempts at complete reassurance on this score he 
objected that nine doctors, including colonels, majors, and 
civilians, had told him that his heart was affected. As I 
was unable to convince him we agreed that he should 
consult a specialist, but, unfortunately, he did not help 
matters. He satisfied the patient that his heart was free 
from any suspicion of disease, but he gave him a certificate 
which stated that there was a particular tendency for the 
big vessels to become over-filled and drain blood from the 
brain. So the patient was left his physical infirmity to 
nurse. Whereas it is my opinion that if he had been 
assured that nothing ailed him except the effects of worry, 
he would soon have been relieved of all his symptoms. 

In general the prevention of neurasthenia comes within 
the sphere of education. All social classes are affected, and 
I think my officers’ ward has as large a proportion of 
neurasthenics as my other wards. But I do think that the 
class who furnish the greatest number are they whose 
education has been carried a little farther than that of 
their general station, but not yet far enough. 

“ We knew too much, but not quite enough, 

And so we went to the wall.” 

The atmosphere of our public schools, in which character 
and manliness are developed side by side with -learning, 
seems to prevent neurasthenia. A large number of my 
patients had followed sedentary occupations up to the time 
of joining, and even those who conscientiously wish to serve 
their country are over-taxed by being called upon to da 
strenuous exercise without any training. I am sure there 
would be fewer breakdowns amongst recruits if they could be 
better classified and gradually got on to full drill. It is 
everything with these men to establish self-confidence. 

Treatment. — Prognosis. 

Treatment seems to me to resolve itself into an attempt 
to remove from the mind whatever is the disturbinginfluence. 
The doctor’s first task, therefore, is to gain the patient’s 
confidence and discover the nature of his troubles. A careful 
physical examination should always be made, and in the 
large class where fear of some dreadful disease has been 
preying upon the mind reassurance on this point may be 
all that is required to give them a good start on the road 
to recovery. It is well worth the doctor’s while to explain 
how mere loss of peace of mind can bring about each of 
their symptoms. 

In many cases much patienoe is called for, and, of course, 
experience helps in the search for the cause. These people 
seem to go out of their way to delude themselves, and in 
good faith deny any worry when the existence of such is 
patent. I am reminded of a soldier who over and over again 
assured me that he was perfectly happy and easy in his 
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mind, and I coaid get no confirmation of my conviction that 
he was worrying. When it came, however, to his being 
discharged from the hospital he earnestly pleaded for some 
furlough. If he went home he could, he said, arrange a 
favourable sale of some land, which would otherwise mean a 
heavy loss to him. 

Not only can the doctor, in all probability, show the patient 
that he has been taking the trouble unnecessarily much to 
heart and inculcate fortitude and equanimity, but he can do 
more. As Dr. W. H. R. Rivers pointed out to me, the mere 
unburdening of his soul confers relief on the patient. There 
may be more than we think in the act of confession. 

On exhorting my neurasthenic soldiers to disregard their 
sensations and stick to their duties, I have often been 
answered by “I cannot do more than my strength 
allows.” Broadly speaking, occupation is better for these 
people than rest. So with Colonel J. Griffiths’s kind per¬ 
mission, these men were taken for daily and gradually 
increasing marches by a sergeant. Those who fell out were 
examined by me at once and it was easy to demonstrate 
to them their increasing abilities. 

I will not attempt to answer the question, "What pro¬ 
portion of these men can be made into Boldiers ? ” Not a few 
of my confirmed cases were made to see the error of their 
ways and returned to their units determined to do their bit. 
But in the case of the majority I cannot believe that real 
fighters will ever be made of them. The lifelong neuras¬ 
thenic is not likely to endure cheerfully the privations and 
hardships of campaigning and will prove more of a nuisance 
than a help to his regiment. Nor can the neurasthenic be 
fired with the spirit required in attack and the willingness to 
make the supreme sacrifice. But there should be plenty of 
work at home or behind tha line of which they are quite 
capable and which, after a little treatment perhaps, they 
should perform efficiently. 

In conclusion, I must express my indebtedness to the 
sisters and nurses of my wards at the 1st Eastern General 
Hospital. Many observations and records were made entirely 
by them, and the burden of maintaining the right spirit 
amongst my neurasthenics and finding occupation for them 
fell entirely on their shoulders. 

I have also to thank Dr. L. E. Shore, who had charge of 
the department for the diagnosis and treatment of nervous 
diseases and whose ready and skilful help was of the greatest 
assistance to me. He relieved me of what would otherwise 
have often been an uncomfortable responsibility when I 
ventured to exclude an organic disease supposed to be in 
existence. 


NOTE ON 

THE TREATMENT OF NEURITIS, 

WITH SPECIAL REFERENCE TO SCIATICA. 

BY HARRINGTON SAINSBURY, M.D.Lond., 
F.R.O.P. Lond., 

PHYSIOIAS 1H CHARGE OF WARDS AT TUI BERMOED8EY MILITARY 
HOSPITAL, LADYWKLL. 


[Thb treatment about to be recorded was recommended 
to me by Dr. Hugh Wingfihld, of Welbeck-street. I 
have endeavoured to induce him to record his experience 
of its application, but since he has been unwilling to comply, 
and has suggested that I should undertake this, I have 
consented; it is, however, his treatment from beginning 
to end.] 

At all times sciatica is apt to be an obstinate affection, 
so much so that, as one authority has put it, its treatment, 
or rather its resistance to treatment, has come to be regarded 
almost as an opprobrium, medicines. It is for this reason 
that I am anxious to draw attention to Dr. Wingfield’s treat¬ 
ment, which in its simplicity of procedure leaves nothing to 
be desired, and in its effectiveness has been so encouraging 
thus far that it is to be hoped others will be induced to give 
it a trial and thus test its efficacy. An additional reason for 
giving prominence to the method at the present moment 
will be found in the considerable prevalence of neuralgias 
and myalgias among our invalided soldiers. 

The treatment consists in the direct application of the 
strong hydrochloric acid of the B.P., in common parlance 
fuming hydrochloric acid, to the skin, along the line of the 
inflamed and painful nerve. The acid in question contains 


31*79 per cent, of gaseous hydrochloric acid and has a 
specific gravity of 1*160 ; in our text-books it is written down 
as an esoharotic. That this acid should be capable of safe 
application to the bare skin will probably come as a great 
surprise to a good many who, like the writer, had been accus¬ 
tomed to treat it with great respect as a corrosive acid. 
The modus operandi is first to mark out the line of the nerve 
pain and tenderness as it happens to present itself in the 
individual. Sir William Gowers describes the areas of pain 
in sciatica as “ usually most intense in certain spots—(1) 
above the hip-joint, near the posterior iliac spine, (2) at the 
sciatic notch, (3) about the middle of the thigh, (4) behind 
the knee, (5) below the head of the fibula, (6) behind the 
external malleolus, (7) on the back of the foot.” These 
areas are to be selected when present. In general the 
practice of the writer has been to carry a broad line of 
application, some 1£ inches across, straight down the back 
of the thigh from the gluteal fold to the popliteal space ; 
another application of like breadth for about 3 inches behind 
the head of the fibula along the oblique course of the external 
popliteal nerve at this spot; lastly, for some 5-6 inches 
behind the external malleolus directly downwards ; and below 
the malleolus obliquely on to the dorsum of the foot. The 
extent of the tenderness will guide more or less as to the extent 
of the application. A wad of cotton-wool, firmly compressed 
into a knob of the size of the knuckle of the middle finger, 
is used to suck up the acid, of which about half a drachm 
to a drachm will be required. The charged wad, grasped by 
the finger and thumb (previously vaselined 1 ), is then carried 
gently along the line of application above described. The 
degree of firmness may be increased subsequently if neces¬ 
sary, and the part may be painted two or three times at one 
sitting if the skin bears the acid well; the first application 
should be light and single in order to gauge the sensitiveness 
of the part, and if the integument happens to be thin and 
delicate it should receive correspondingly light treatment: Dr. 
Wingfield prefers to apply the aoid with a camel-hair brush. 
A considerable smarting is sometimes complained of ; in other 
cases little more than a tingling or sense of mild heat is felt. 
After the application a light covering may be thrown over 
the part till the skin is dry. The smarting soon passes off 
and the slight redness induced disappears also ; no dressing 
is required. Rarely, in delicate skins, is a papular rash 
excited ; it should be allowed to subside before re-application 
of the acid. Blistering has not been observed either by Dr. 
Wingfield or the writer. The treatment may be repeated 
twice a week if need be, perhaps oftener; it should be con¬ 
tinued so long as the pain and tenderness continue. Massage 
may with advantage supplement the treatment, and particu¬ 
larly if there have been obvious wasting. 

In three cases of sciatica recently admitted into the 
Bermondsey Military Hospital, Lady well, the results have 
been striking and greatly appreciated by the patients them- 
gselves. Two of these were bad cases of long duration, and in 
one there was marked wasting of the muscles of the leg and 
thigh. Dr. Wingfield has had equally good results in 
sciatica and in the neuritis of other nerves also, and only 
once, in a case of neuritis of the upper arm, does he reoall 
the occurrence of a troublesome rash, lasting about 14 days ; 
this he attributed to a too free use of the acid. Amongst 
his cases he records a case of a neuritis of the arm accompanied 
by an acute eczema which prohibited the use of the acid ; in 
this case he got rid of the eczema by the application of oleum 
Deelinsa, and having done this was able to apply the acid and 
cure the neuritis. These cases occurred for the most part 
in his past practice when physician at Winchester. 

How does the acid act? It cannot be by virtue of its 
aoidity—i.e., its power to neutralise alkalinity—for there 
is no alkali to neutralise on the surface of the skin, and the 
power of penetration of the integuments by this highly 
volatile acid, free to evaporate without let or hindrance, must 
be minimal indeed. Neither can it be due to its power to 
act as a counter-irritant, thereby deriving blood to the 
surface ( ubi stimulus ibi affluxus ), and at the same time 
sending centripetally, for all they are worth, its sensory 
stimuli, the objections being that the afflux of blood observed 
is very slight and very transient (the development of a 
persistent congestion or mild inflammatory state is quite 
exceptional), and that the actual nerve irritation produced is 

i This precaution is advisable if one should be applying the aoid 
frequently, otherwise the skin of the finger and thumb tends to resent 
the repeated irritation 
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far below that which iodine and other established oounter- 
irritants set up, with such disappointing results in respect of 
the cure of neuritis. 

The explanation we must leave for the present, the point 
to arrive at now being the establishment, on a large 
experience, of the clinical value of the acid in the treat¬ 
ment of sciatica in particular and of neuritis in general, and, 
perhaps, of that nondescript class of complaint, now so 
prevalent and so troublesome, labelled “myalgia.'’ Some 
cases of the last-named class—e.g., lumbago and allied 
painful conditions—have responded encouragingly ; but at 
this stage it would be unwise to make too wide the terms of 
reference of this remedy : let the fiat experimentum , therefore, 
limit itself to sciatica and other forms of well-defined neuritis. 
The value of hydrochloric acid in these affections being con¬ 
firmed, the investigation of the relative value of other 
members of the group of acids should follow naturally. The 
group is a large one, so large that perhaps it would be best to 
proceed next to the congeners of hydrochloric acid—viz., the 
other halogen compounds, hydrobromic and hydriodic acids. 
Though, according to the opinion of some, pharmacology be 
but an alluring madness, let there be “ method in’t.” 

Wimpole-street, 

FREUD’S PSYCHOLOGY OF THE 
UNCONSCIOUS . 1 

By W. H. R. RIVERS, M.D.Lond., F.R.C.P.Lond., F.R.S., 

TEMPORARY CAPTAIN, R.A.M.C. 


The usual course of scientific progress has been well 
exemplified, though perhaps in an exaggerated form, by the 
history of the theory of the unconscious put forward by 
Sigmund Freud, of Vienna. Few scientific theories escape 
the fate of being pushed by their advocates beyond the 
positions which they are fitted to hold, with the result that, 
failing to fulfil the expectations thus aroused, their merits 
are underestimated or they are even thrust into the limbo 
reserved for dead hypotheses, only to be rescued therefrom 
by some later generation. If we are to trust the contem¬ 
porary medical literature of this country, this fate is now in 
store for Freud’s theory of the unconscious. His views, or 
perhaps rather their applications, have stirred up such a 
hotbed of prejudice aud misunderstanding that their 
undoubted merits are in serious danger of being obscured, or 
even wholly lost to view, in the conflict produced by the 
extravagance of Freud’s adherents and the rancour of their 
opponents. This paper is an attempt to deal with the subject 
dispassionately from the point of view of one who has only 
temporarily been drawn by current events into the neighbour¬ 
hood of the maelstrom of medical controversy. 

Scope of Application of Freud's Theory. 

The first point which may be noted is that Freud’s theory! 
of the unconscious is of far wider application than the 
perusal of recent medical literature would suggest. It is 
true that Freud is a physician and that he was led to his 
theory of the unconscious by the study of disease, but 
his theory is one which concerns a universal problem of 
psychology. If it is true it must be taken into account, not 
only by the physician, but by the teacher, the politician, 
the moralist, the sociologist, 2 and every other worker who is 
concerned with the study of human conduct. Not only does 
the medical controversialist fail to recognise that he is 
dealing only with one corner of the subject, but too often 
he looks on the whole matter entirely from the so-called 
practical standpoint and judges a theory of universal interest 
by the consequences which follow the application of the 
theory in the hands of the more extravagant of its adherents. 
It is possible, even probable, that the practical application 
of Freud’s theory of the unconscious in the domain of 
medicine may come to be held as one of its least important 
aspects, and that it is in other branches of human activiby 
that its importance will in future be greatest. I may 
perhaps mention here that my own belief in the value of 
Freud’s theory of the unconscious as a guide to the better 
understanding of human conduct is not so much based on 
my olinical experience as on general observation of human 
behaviour, on evidenoe provided by the experience of my 

y j»per rtnd at a meeting of the Edinburgh Pathological Club, 
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friends, and most of all on the observation of my own mental 
activity, waking and sleeping. 

Unconscious Experience: Individual a/nd Ancestral. 

In the mixture of invective and witticism which may pass 
for a serious contribution to the subject in the medical 
literature of this country, an objection frequently put 
forward is that in postulating unconscious mental states 
Freud is putting together incompatible and contradictory 
ideas. One possible course is, that those who make this 
objection should see whether it is not possible to enlarge 
their conception of the mind, but to those who find this 
quite impossible a way out of the difficulty may be sug¬ 
gested. It would be an advantage if, instead of speaking 
of unconscious mental states, we were to speak of uncon¬ 
scious experience. Everyone would acknowledge that adult 
human beings have been the subjects of a vast body of 
experience of which they have no manifest memory, which 
does not enter into their manifest consciousness. Everyone 
would, I think, also be prepared to acknowledge that this 
body of unconscious experience influences our thoughts and 
actions, our feelings and sentiments. When we speak of 
such unconscious experience, we are keeping within the 
realm of obvious fact, although we are ignoring the 
problem concerned with the form in which the expe¬ 
rience exists. Whether this unconscious experience is, or 
is not, to be included within the connotation of mind is 
largely verbal and depends on the definition of mind which 
we adopt. Since the science of psychology has until lately 
been almost exclusively concerned with problems of defini¬ 
tion and description, it is natural that such a concept as 
that of Freud should meet with opposition, because it does 
not fit immediately into current systems of definition. The 
matter will perhaps become clearer if we consider the 
closely related body of experience which we term heredity. 
This term is only the name we have adopted for ancestral 
experience. When we discuss whether a given phenomenon, 
such as a morbid mental state, is due to heredity, what we 
really mean to discuss is how far the morbid state is the- 
consequence of the experience of the ancestors of the 
patient. There have been those, such as Hering and 
Samuel Butler, who have extended the connotation of a. 
psychological term so as to include this ancestral experience, 
and have regarded heredity as a species of memory. Accord¬ 
ing to the more generally accepted usage this vast body 
of unconscious experience is not thought of as a whole in 
psychological terms. There are, however, certain elements 
in this ancestral experience which psychologists have singled 
out from the rest and have termed instincts, and they are- 
agreed in holding that instincts form part of the subject- 
matter of psychology. If such unconscious elements derived 
from ancestral experience are by universal assent included 
within the scope of the mind, it is rather difficult to under¬ 
stand how it is possible to exclude unconscious experience- 
acquired in the lifetime of the individual. It would be 
humorous if it were not pathetic, that many of those who- 
object most strongly to Freud’s views concerning the rdle 
of unconscious individual experience in the production of 
abnormal bodily and mental states should be loudest in the 
appreciation of the part taken by that ancestral experience 
for which they use the term, too often the shibboleth* 
heredity. 

Mental Conflict. — Dissociation.—Sexual Experience. 

Far more important than the largely verbal question 
whether the unconscious influences which mould our conduct 
are or are not to be regarded as constituents of the mind, is 
the question concerning what distinguishes Freud’s theory 
of the unconscious from other theories which deal with this 
subject. A favourite statement concerning Freud’s theory 
is that its fundamental idea is mental conflict. Standing 
out prominently in the system of Freud is the idea of 
conflict between the mental tendencies of the individual and 
the traditional code of conduct prescribed by the society to 
which the individual belongs. This conflict, however, was 
fully recognised by psychologists long before Freud. If 
this idea were the chief characteristic of his theory, no great 
claim for novelty or originality could be advanced. If a 
writer were to point to conflict as characteristic of human 
society, few would regard the proposition as either profound 
or especially illuminating, and the idea of mental conflict ia 
in much the same case. The feature which makes Freud's 
theory noteworthy is his scheme of the nature of the 
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opponents in the conflict, and of the mechanism by which 
the conflict is conducted. 

Another concept characteristic of Freud's psychology is 
that of dissociation, bat here again the idea is older than 
Freud, and forms part of systems of psychology very different 
from his. The special merit of Freud’s theory in this 
respect is that it provides a psychological theory of dissocia¬ 
tion, of the factors upon which it depends, and of the 
processes by which its effects can be overcome. There is 
much to be said for a view which would regard as the 
distinctive feature of Freud’s system his theory of for¬ 
getting. According to the views long current in psycho¬ 
logy, forgetting is a passive process which stands in 
no special need of explanation. According to these older 
views, experience is remembered in so far as it is frequently 
repeated and according as It is interesting and arouses 
emotion, pleasant or unpleasant. It has been frequently 
recognised, however, that it is forgetting rather than remem¬ 
bering which needs explanation. It is, perhaps, the greatest 
merit of Freud’s theory that it provides us with such an 
explanation. According to Freud, forgetting—and especially 
the forgetting of unpleasant experience—is not a passive but 
an active process, one in which such experience is thrust out 
of consciousness and kept under control by a mechanism, 
which by a metaphorical simile Freud has termed the censor. 
This censorship is supposed to act as a constant guard, only 
allowing the repressed experience to reach consciousness in 
sleep, hypnotism, and automatic or other states in which the 
normal control of the censor is removed or weakened. Even 
when the censor thus permits the repressed experience to 
become manifest, the experience is often only allowed to 
show itself in an indirect and often symbolic manner. 
It is this belief in a process of active repression of 
unpleasant experience which is the special characteristic 
of Freud’s theory of the unconscious, and it is his doctrine 
of the part taken by such repressed experience in the 
production of bodily and mental disorder which is the leading 
feature of his theory in its relation to medicine. According 
to Freud many morbid mental states and many bodily states 
dependent on mental disturbance are due to a conflict 
between bodies of repressed experience, now usually called 
“complexes,” and the general personality of the sufferer. 

Still more important than nomenclature or theoretical 
basis as a cause of prejudice and misunderstanding has been 
the stress which Freud and his followers have laid upon 
sexual experience as the material of morbid complexes. . In 
his theory Freud uses the term “sexual” with a far wider 
connotation than is customary, using it to comprise anything 
which is either directly or indirectly connected with the 
process of reproduction. His followers, however, and to a 
large extent Freud himself, have become so engrossed with 
the cruder side of sexual life that their works might often 
be taken for contributions to pornography rather than to 
medicine. In some of Freud’s followers this absorption in 
the sexual has gone to such lengths that perverse tendencies 
and prurient ideas are scented in every thought, waking or 
sleeping, of the patients who oome under their care. To a 
certain extent this excess is a reaction from the timidity and 
prudery of the great mass of the medical profession in rela¬ 
tion to sexual matters, and is a kind of protest against the 
ignorance of this side of life which so often exists. The 
mistake which is now being made by many is to regard this 
excess as a necessary part of the Freudian scheme instead 
of an unfortunate excrescence, probably due in large 
measure to the social environment in which the theory had 
its origin. There are even those who are so obsessed by 
the sexual aspect of Freud’s psychology that they regard 
sexuality as its basic principle and have fallen into a state 
of mind which wholly blinds them to its merits. 

Evidence afforded by the War. 

It is a wonderful turn of fate that just as Freud’s theory 
of the unconscious and the method of psycho-analysis 
founded upon it should be so hotly discussed, there should 
have occurred events which have produced on an enormous 
scale just those conditions of paralysis and contracture, 
phobia and obsession, which the theory was especially 
designed to explain. Fate would seem to have presented 
us at the present time with an unexampled opportunity to 
test the truth of Freud’s theory of the unconscious, in so far 
as it is concerned with the production of mental and 
functional nervous disorder. At least one redeeming feature 
of the ills which have resulted from the shocks and strains 


of the war would have been the opportunity they present of 
settling many problems concerning the nature and treatment 
of functional nervous disorders, and thus we might be 
helped in our endeavours to cope in the future with the 
similar states which follow the more ordinary strains of our 
modern civilisation. In my opinion this hope, so far as 
Freud’s theory and the clinical methods founded upon it are 
concerned, is largely doomed to disappointment and I 
propose to consider briefly why this should be so. In my 
own experience, cases arising out of the war which illustrate 
the Freudian theory directly and obviously have been few 
and far between. Since the army at the present time would 
seem to be fairly representative of the whole male popula¬ 
tion of the country, this failure to discover to any great 
extent the cases with which the literature of the Freudian 
school abounds might well be regarded as significant. If 
my experience is a trustworthy sample, it would seem as 
if the problem was already well on the way towards settle¬ 
ment. Freud’s psychology of the unconscious and the 
clinical methods founded upon it would seem to be proving 
themselves inadequate as a means of explaining and 
treating those disorders for which the theory was originally 
designed. 

There are, however, certain features of the situation 
which must be taken into account before we should accept 
any such concision. First, it must be noted that, while 
the proportion of the population from which cases of war- 
strain are now being drawn is very large, it is not wholly 
representative, but has been selected, though in a very 
rough manner, by the medical examination preliminary to 
enlistment. There is some reason to think that many 
persons who would be likely to support the Freudian point 
of view, have for one reason or another escaped inclusion in 
the Army, or if they have joined are given work which does 
not expose them to the more severe shocks and strains of 
warfare. Another and more important reservation depends 
on the fact that warfare tends to produce states of anxiety 
and apprehension so deep-seated and far-reaching that they 
obscure causes of a different kind. Cases arising out 
of the war do not for this reason furnish satisfactory 
material whereby to test the truth of the Freudian position. 
Persons who break down under the strains of ordinary life 
in whom other states are not hidden by the overpowering 
emotional conditions arising out of modern warfare provide 
material which shows far more readily the influence of 
unconscious factors of the kind which are held to be so 
important by Freud and his school. Even when these 
reservations are taken into account, however, there remains 
singularly little to support the Freudian position in the form 
in which it is usually presented to us by its advocates. In 
my experience this is particularly true in regard to the part 
played by sexual experience in the production of the func¬ 
tional disorders arising out of the war. We now have 
abundant evidence that those forms of paralysis and con¬ 
tracture, phobia and obsession, which are regarded by Freud 
and his disciples as pre-eminently the result of repressed 
sexual tendencies occur freely in persons whose sexual 
life seems to be wholly normal and commonplace, who seem 
to have been singularly free from those sexual repressions 
which are so frequent in modern civilisation, especially 
among the more leisured classes of the community. 
It is, of course, obvious that the evidence in this direc¬ 
tion, being negative, cannot be conclusive. The point is 
that while we have over and over again abundant evidence 
that pathological nervous and mental states are due, it would 
seem directly, to the shocks and strains of warfare, there is, 
in my experience, singularly little evidence to show that, 
even indirectly and as a subsidiary factor, any part has been 
been taken in the process of causation by conflicts arising 
out of the activity of repressed sexual complexes. Certainly, 
if results are any guide, the morbid states disappear without 
any such complexes having been brought to the surface, 
while in other cases the morbid states persist in spite of the 
discovery of definite complexes, sexual or otherwise, going 
back to times long before the war. 

The denial of the validity of Freud’s theory of the uncon¬ 
scious in the form currently held by its adherents, as the 
means of explaining nervous and mental disorders, is, how¬ 
ever, something very different from the denial of the validity 
of this theory altogether. While in my experience instances 
of the kind which abound in the Freudian literature are 
rarelyenet with among the oases arising out of the war, there 
is hardly a case which this theory doee not help us the 




914 Thh Lanoit,] 


MR. J. E. R. McDONAGH: SALVAR8AN AND INTRAMINE. 


[Junb 16,1 


better to understand—not a day of clinioal experience in 
which Freud’s theory may not be of direct practical use in 
diagnosis and treatment. The terrifying dreams, the sadden 
gasts of depression or restlessness, the cases of altered 
personality amounting often to definite fugues, which 
are among the most characteristic results of the present 
war, receive by far their most natural explanation as 
the result of war experience, which by some pathological 
process, often assisted later by conscious activity on the 
part of the patient, ha9 been either dissociated or is in 
process of undergoing changes which will lead sooner or later 
to this result. While the results of warfare provide little 
evidence in favour of the production of functional nervous 
disorders by the activity of repressed Bexual complexes, I 
believe that they will be found to provide abundant evidence 
in favour of the validity of Freud's theory of forgetting, which 
in the earlier part of this paper [ have regarded as the most 
striking and characteristic feature of his psychology. 

• Line of Treatment to be Adopted. 

I do not attempt to deal generally with the practical con¬ 
sequences which must follow, if we accept the view that 
many of the symptoms which follow the shocks and strains 
of warfare depend on the repression of painful experience. 
I am content now to point out one consequence if we accept 
the position that certain symptoms of war-strain depend on 
the activity of repressed experiences arising directly out of 
the war. I believe that 1 am stating the orthodox view of 
the medical profession, I am certainly expressing that of the 
man in the street, if I say that the forgetting of unpleasant 
experience is held to be the obvious and natural line of pro¬ 
cedure. The advice given takes such forms as : “ Put it out 
of your mind," “Try not to think of it." Moreover, if the 
advice is not successful and the solitude of the night 
allows the painful thoughts to force themselves on the 
attention of the patient, hypnotic drugs, hypnoidal suggestion, 
or perhaps even definite hypnotism are employed to assist the 
process of driving the painful thoaghts below the threshold 
of consciousness. When hypnotism or hypnoidal suggestion 
is employed, there is definite danger of producing directly 
just those states of dissociation which it should be our most 
vital duty to avoid, while it is a moot question whether the 
employment of hypnotic drugs does not tend to produce 
the same effect though in a different and more gradual way. 

If the view I have put forward has any validity the proper 
line of conduct should be the direct opposite of that which 
is usually taken. Instead of advising repression and assist¬ 
ing it by drugs, suggestion, or hypnotism, we should lead the 
patient resolutely to face the situation provided by his painful 
experience. We should point out to him that such expe¬ 
rience as that of which he has been the subject can never 
be thrust wholly out of his life, though it may be possible 
to put it out of sight and cover it up so that it may Reem 
to have been forgotten. His experience shohld be talked 
over in all its bearings. Its good side should be emphasised, 
for it is characteristic of the painful experience of warfare 
that it usually has a good or even a noble side, which in his 
condition of misery the patient doe® not see at all. or greatly 
underestimates. By such conversation an emotional expe¬ 
rience. which is perhaps tending to become dissociated, may 
be intellectualised and brought into harmony with the rest 
of the mental life, or in more technical language, integrated 
with the normal personality of the sufferer. As a matter 
of practical experience the relief afforded to a patient by 
the process of talking over his painful experience, and by the 
discussion how he can readjust his life to the new conditions, 
usually gives immediate relief and may be followed by great 
improvement or even rapid disappearance of his chief 
symptoms. It is in grave cases in which the painful 
experience of warfare has come to persons of somewhat 
neuropathic tendency, liable to the occurrence of dissocia¬ 
tion. that this line of treatment is especially useful, but in 
slighter cases and more normal subjects there is much to be 
said for encouraging the patient to become familiar with his 
painful experience instead of treating it by the process of 
taboo, surrounding it, and assisting the tendency of the 
patient to surround it, with a halo of mystery. What is 
rather needed is the encouragement of that kind of 
familiarity which breeds indifference, if not contempt. 

Value of Freud'* Theory to Medicine . 

I have only dealt superficially with some of the misunder¬ 
standing in which Freud's theory of the unconscious has 


been enveloped, especially in this country, while ) 
considering the place which this theory seems de 
to take in relation to the vast mass of clinical expe. 
which modern warfare is providing. I must conclu< 
considering in the most general manner what I hold to b 
value of Freud’s theory to medicine. Freud’s theory of 
unconscious should appeal to the physician in that it provide* 
him with a definite working scheme of influences, which he 
has long known to be active in the causation of mental dis¬ 
orders and of the bodily disorders which are traceable to 
mental factors. The modem conception of such disorders is 
that they are not merely the result of some shock or strain, 
but are the outcome of the whole life-history of those who 
suffer, that they are the result of the totality of the individual 
experience of the patient as well as of that ancestral expe¬ 
rience which we call heredity. * Of this ancestral experience 
and to a large extent of the individual experience, everyone 
will acknowledge that it is not accessible to the manifest 
consciousness of the patient and cannot be learnt from him 
by the ordinary methods of obtaining the history of the patient 
and his illness. The great merit of Freud is that he has pro¬ 
vided us with a theory of the mechanism by which this expe¬ 
rience, not readily and directly accessible to consciousness, 
produces its effects, while he and his followers have devised 
clinical methods by which these hidden factors in the causation 
of disease may be brought to light. For the physician who is 
not content to walk in the old ruts when in the presenoe of 
the greatest afflictions which can befall mankind, Freud has 
provided a working scheme of diagnosis and therapeutics to 
aid him in his attempts to discover the causes of mental dis¬ 
order and to find means by which it may be remedied. My 
own standpoint is that Freud’s psychology of the unconscious 
provides a consistent working hypothesis to aid us in our 
attempts to discover the r61e of unconscious experience in 
the production of disease. To me it is only such an hypo¬ 
thesis, designed like all hypotheses, to stimulate inquiry and 
help us in our practice while we are groping our way towards 
the truth concerning the nature of mental disorder. We can 
be confident that the scheme as it stands before us now is 
only the partial truth and will suffer many modifications with 
further research, but that it takes us some way in the 
direction of the truth seems to me certain. If this value of 
Freud’s theory were only a probability, or even only a 
possibility, are we justified in ignoring it as an instrument 
for the better understanding of disorders of which at present 
we know so little? Are we to reject a helping hand with 
contumely because it sometimes leads us to discover 
unpleasant aspects of human nature and because it comes 
from Vienna? 


SALVARSAN AND INTRAMINE, WITH 
REFLECTIONS UPON CHEMO-THERAPY. 

By J. E. R. McDONAGH, F.R.O.S. Eng., 

SURGEON, LONDON LOOK HOSPITAL, HTO. 


In my Hunterian lectures last year 1 I advanced the theory 
that the arsenic in salvarsan did not attaok the parasites 
directly, but only indirectly by increasing the oxidising action 
of the protein particles in the serum and in the plasma cells. I 
also suggested that metals in general acted as oxidising agents, 
and that nun-metals acted as reducing agents. As we had 
no powerful reducing drug analogous to salvarsan, I intro¬ 
duced a sulphur compound, and intramine, the name by 
which this sulphur compound goes, completed the chemo¬ 
therapeutic programme. I also showed to the best of 
my ability that the reason why chemo-therapeutic agents 
were more potent in protozoal diseases, and especially 
in syphilis, was due to the increased size and number 
of the protein particles, which circulate in the serum, 
forming the resisting substance of the host, or, as it is 
commonly called, the antibody. If it was proved that 
arsenic was not essential, it would be right to supplant it 
by another and less toxic metal. 

In certain quarters what may be called the intensive arsenical 
treatment is now in vogue. Several injections up to 11 or 
more of the arsenical substitutes for salvarsan are prescribed 
and followed by an equal number of injections of mercury. 
The efficiency of such a treatment is judged by the negative 


1 The Lancet, Hay 13th (p. 981) and 20th (p. 1026), 1916. 
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Wassermann reaction which is obtained at the end of it. As 
the Wassermann reaction is a purely physical reaction (surface- 
tension), depending upon the number and size of the protein 
particles in the serum ; and as the administration of colloids, 
if continued long enough, sends many of these particles into 
solution, thereby making the reaction negative ; and as the 
action of colloids is not a direct one on the parasites, 
it can readily be seen that a negative Wassermann reaction 
can * give no indication as to whether any parasites are 
left behind or not. What light does clinical knowledge 
throw on the subject ? Cases treated in this way may 
develop cerebro-spinal syphilis within two months of the 
cessation of treatment, and they are, to my own knowledge, 
gained in hospital and private practice, not few. Other cases 
may develop severe systemic syphilitic recurrences within 
the year. In both these classes of cases symptoms of the 
recurrence are present for some weeks before the Wasser¬ 
mann reaction becomes positive. In many of the oases 
which present no clinical manifestations the Wassermann 
reaction beoomes positive within a year. Therefore the 
intensive arsenical treatment does not cure syphilis, and it 
may leave the patient in a worse condition than he was in 
at first. 

I will now cite three cases out of the large number which 
have come under my eye, to illustrate what has just been 
said. 

Case 1.— In August, 1914. a patient had a single primary sore on the 
prepuce. He was treated with five intravenous injections of galyl, and 
with intramuscular injections of mercury for six mouths. In April. 

1916, a pseudo-chancre appeared on the prepuce, close to wh**re the 
original sore had oeen. The patient then had 11 intravenous injections 
of kharsivin, and 12 intramuscular injections of mercury. The sore just 
healed as the eleventh injection of kharslvan was given. In January, 

1917, two pseudo chancres appeared on the skin of the penis. I 
injected collosol iodine Intravenously, and 5'0 c.c. of Intramine 
intramuscularly, with the result that in a week’s time the sores had 
completely healed and the induration accompanying them had 
disappeared. 

Case 2.—A patient came for treatment when the rash had only just 
entered the macular stage. He received nine intravenous injections of 
galyl, and three courses of mercurial injections. Before finishing the 
third course a large gumma appeared on the back and another on the 
abdomen. The WassermHnn reaction was negative, as It usually is in 
such cases. Five more injections of galyl were prescribed, without any 
effect whatever; within ten days, after one injection of intramine, 
both gummata had completely healed, and the patient felt better than 
he had done for months. 

Case 3.—The patient, a man, aged 32, had a primary sore on the 
prepuce and had just entered the generalisation stage when treatment 
was commenced in June, 1916. The treatment consisted of 11 intra¬ 
venous injections of kharslvan and seven intramuscular injections of 
mercury, which ended in August, 1916. Two months later the patient 
developed bad headaches and unsteadiness of gait. He soon became 
deaf in the left ear and had double vision. The pupils were unequal, 
'the bilateral discs were choked, and there was paresis of the left 
auditory and oculo-motor nerves—due to basilar meningitis. The 
reflexes of the upper extremities were exaggerated; in the lower 
extremities they were unequal and diminished. Romberg’s sign was 
present, the patient had pains down one leg, and had lost all sexual 
desire—due to a meningo-myelltis. An examination of the cerebro¬ 
spinal fluid revealed the following: Pressure raised ; positive lympho- 
-cytosls, 650 cells per c.mm.; albumin and globulin increased; 
Wassermann reaction positive. From October. 1916, until the above 
examination was made, in January, 1917, the Wassermann reaction of 
the blood was negative (tested three times). Under colloidal iodine, 
-colloidal mercury, and intramine injected intravenously and intra- 
splnally (prepared serum) the patient recovered. 

From the foregoing three cases, which are illustrative of 
many others, the following statements may be made. If the 
patient is in the primary stage and treated with oxidising 
agents only, should a recurrence appear it is most likely to 
simulate a chancre. If the patient has entered the generalisa¬ 
tion stage then the recurrence, if systemic, will be a 
gumma and if nervous it will be one of cerebro-spinal 
meningitis. These three cases show that the parasites 
are not attacked by the drugs directly; that the con¬ 
tinued use of oxidising agents is injurious to the patient, as 
-evidenced by the rapidity with which symptoms disappear 
when a reducing agent like intramine is prescribed; and 
that arsenic should be eliminated as far as possible from the 
treatment, as evidenced by the damage it exerts upon nerve 
and vascular tissue. 

The processes of oxidation and reduction in oorpore are 
Tegulated by iron and sulphur respectively, and as salphur 
in the form of intramine has proved so successful, not only 
in hastening the disappearance of the syphilitic lesions, but 
also in reducing the number of the arsenical injections by 
half, I have attempted to prepare an iron compound 
analogous to it, which would supplant arsenic altogether, 
but up to now not with complete success. 

Bearing in mind that the activity of a metal is largely 
dependent upon its atomic weight, and that mercury has 


been used for so many years in the treatment of syphilis, 
without producing worse toxic symptoms than stomatitis, 
gingivitis, and diarrhoea, it occurred to me that used in a 
oolloidal state better therapeutic results would be obtained 
than were possible with arsenical compounds. It was a 
question as to whether the advantage given by the higher 
atomic weight of the mercury would more or less balance 
the advantage given by the amino groups in the arsenical 
compounds. Complex amino compounds of mercury are too 
toxic. Practical experience soon showed that the syphilitic 
symptoms disappear very much quicker under colloidal 
mercury than under salvarsan ; roughly speaking, I should 
say that a full dose of colloidal mercury is more powerful 
than three full doses of salvarsan. The colloidal mercury, 
as it is now prepared at the Crookes 1 laboratories, is supplied 
as a 1 per cent, emulsion, ready for injecting. The dose is 
from 5*0 to 15*0 c.c., and the drug can be injected intra¬ 
venously to out-patients without causing more than a little 
abdominal pain, diarrhoea, and tender gums, which usually 
disappear within 24 hours, or immediately after an intra¬ 
venous injection of intramine. The tenderness of the gums 
begins to vanish while the patient is on the table. 

When I first used colloidal mercury I employed too big 
doses and nearly had some fatal results, but fortunately the 
incidents proved instructive. 

Case 4.— The patient had a primary sore on the skin of the penis, 
general adenitis, aud was more or less covered with a follicular 
syphilitic eruption. I injected intravenously 10 0 c.c. of a 5 per cent, 
emulaion of colloidal mercury. In the quantity Injected there was 
0 5 gramme of collo d*l mercury, the action of which would be very 
muoh greater than 0*5 gramme of ordinary mercury. On the following 
day the patient bad severe abdominal pain an t diarrhoea. The diarrhoea 
Increased, and blood was passed per rectum. This continued for a week, 
during which time not a drop of urine was pas»ed. On the Becond day 
severe stomatitis set in, which became gangrenous a few days later. 
The patient also had haemorrhagic conjunctivitis, herpes oris, looked 
and was desperately ill. and I had fears thAt he might die. This was a 
typical case of acute mercurial poisoning, and the mercury waa acting 
as a poison in virtue of its oxidising power. This being the case, it 
struck me that the administration of an equally powerful reducing 
agent might, cure the condition. I injected 100*0 c.c. of colloidal iodine 
intravenously, and 5*0 c.c. of intramine intramuscularly. Within 
48 hours the diarrhoea ceased, and the patient passed nearly his full 
amount of urine. The condition improved so much from day to day 
that, with no other treatment whatever, he was perlectly well 18 days 
later, when there was no albumin in the uriue and every syphilitic 
symptom had vanished. 

Another patient received 10*0 c.c. of the same preparation 
intravenously the same day, having already had 10 0 c.c. 
injected intramuscularly three days previously. Therefore 
the patient had 1*0 gramme of colloidal mercury in his 
system. This patient had exactly the same symptoms as 
above described, and recovered in the same rapid way after 
an intravenous injection of colloidal iodine, and an intra¬ 
muscular injection of intramine. I have had three other 
cases in which the symptoms were not so marked, smaller 
doses having been prescribed, which improved at once with 
one injection of intramine, In all these five cases the 
syphilitic manifestations disappeared in a few days, and 
some of the lesions were such as would not have vanished 
with six or more injections of salvarsan. The urine in these 
cases has been tested several times since, and has always 
been free from albumin. 

Having obtained such accidental success with intramine 
in cases of mercurialism, I wondered whether the symptoms 
of arsenical intoxication would disappear as rapidly after its 
use. The following interesting case will show that intramine 
is also a specific for arsenical poisoning. 

Case 5.—A woman suffering from cerebro-spinal syphilis had six 
injections of galyl. three lntraspinal injections, and then she took 
mercury internally for nine months. The last galyl injection produced 
an arsenical dermatitis which, in spite of treatment, persisted for nine 
months, when the cerebro-spinal symptoms reappeared. Within three 
days after an intravenous injection of colloidal iodine and an Intra¬ 
muscular injection of intramine the dermatitis had practically 
vanished. 

These cases of metallic poisoning being remedied by a 
non-metallic drug like intramine, not only supports my 
theory of oxidation and reduction, but also explains why 
iodine should be useful in cases of plumbism. Doubtless 
intramine in cases of lead poisoning would be more 
valuable still. The reader will probably have noticed that 
whenever an injection of intramine has been prescribed it 
has been preceded by an injection of colloidal iodine. This 
is done because iodine is readily taken up by the mercaptan 
group, which is formed on the breaking down of the intra¬ 
mine molecule, thereby preventing the mercaptan group 
from exhibiting its affinity for oxygen, which, if allowed to 
do so, would diminish the effect of the intramine. 
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Realising the olose similarity between arsenical dermatitis 
and other chronic eczematous skin eruptions, it struck me 
that the inflammation in some of the latter cases might be 
due to poisons having too powerful an oxidising or too 
powerful a reducing action. The following case will show 
the truth of such a contention. 

Case 6.—A woman consulted me for a chronic dermatitis of the arms 
and legs, which hai persisted for five years and had yielded neither to 
ointments nor to X rays. Ac. As the eruption was patchy and had 
persisted for so long, I thought the diagnosis of mycosis fungoides was 
possible. The patient also suffered from asthma, which I have noticed 
not infrequently accompanies chronic dermatitis, and as I believe this 
kind of asthma is due to an upset of the normal hydrogen ion concen¬ 
tration of the serum, hence affecting the oxidase-reducase system as 
well, I thought it possible that treatment along the lines indicated 
would prove successful. I gave large doses of strychnine, iron, and 
arsenic internally for three weeks, then an intravenous injection of 
colloidal iodine and an Intramuscular injection of intramine, continuing 
the iodine treatment internally for three weeks more. The result was 
that the dermatitis vanished and the asthma disappeared also. 

Being strongly of the opinion that intramine, colloidal 
mercury, and salvarsan, do not kill the parasites directly, 
but only increase the action of the oxidase-reducase system 
of the protein particles in the serum, it struck me that 
their combined use in any chronic infection would be useful. 
Naturally so good a result would not be expected in a 
chronic bacterial infection as could be obtained in syphilis, 
since in the former there are not so many protein colloidal 
particles in the serum, and it stands to reason that a direct 
ratio must exist between the beneficial therapeutic result 
obtainable and the number of particles present to be acted 
upon. 

The following oase of ulcus molle serpiginosum shows 
what a wonderful effect can be produced by the administration 
of powerful reducing agents. 

Case 7.—The patient had a soft sore in 1900. Five weeks after the 
sore had healed a bubo appeared in the right groin, burst, then healed 
up, to break down again a few weeks later and form ulcers, which 
spread up over the abdomen and down the right leg to below the knee- 
joint. The ulceration was still spreading in spite of various methods of 
treatment which had been employed, when the patient consulted me. 
Within 14 days after an Intramuscular injection of Intramine, 10'0 c.c., 
preceded by an Intravenous injection of colloidal iodine 100 0 c.c., the 
uloeration, which had progressed without ceasing for 17 years, had com¬ 
pletely healed. 

I treated another case of ulcus molle serpiginosum, but 
with much smaller doses, as the patient was a nervous indi¬ 
vidual, and not nearly such a good result was obtained. I 
have since learned that, especially in chronic bacterial 
infections, such as gonorrhoeal arthritis, <fcc., and in syphilis, 
the best results are to be obtained by using maximum doses 
of a few injections, and to allow as short a time as 
possible to intervene between the administration of any 
two of them. Satisfactory results cannot be obtained 
by oommencing with small and continuing with gradually 
increasing doses. Before I found the correct dose of 
colloidal mercury I sometimes injected intramine intra¬ 
muscularly on the same occasion as the mercury was injected 
intravenously, as the toxic symptoms caused by the latter 
were considerably diminished thereby. Theoretically, it 
was impossible to foretell whether the simultaneous adminis¬ 
tration of an oxidising and a reducing agent would be more effi¬ 
cacious or less so than allowing an interval to elapse between 
them. The following case will show that equally satis¬ 
factory results may be obtained by prescribing intramine and 
colloidal mercury together. This case had to be treated in 
the way prescribed as the patient would not have an intra¬ 
venous injection, and it was imperative to rid him of his 
symptoms as quickly as possible. 

Case 8.—The patient had a hard sore on the right side of the gl&na penis 
and corona, an lafiltrated papular rash, raucous papules in the mouth 
and between the toes, and very bad headaches. In this condition he 
had 10 0 c.c. of colloidal mercury (5 per cent.) injected into one buttock 
and 5*0 c.c. of lntramine into the other buttock. The headaches passed 
away within 24 hours, the rash within eight days, and the sore with its 
induration had completelv disappeared ten dayB later. The stomatitis, 
diarrhcea, &c., set up by the mercury was much less than the same 
dose bad produced In other patients who had not had a simultaneous 
Injection of lntramine. 

Owing to the pain caused by the intramusoular adminis¬ 
tration of colloids I have been attempting for some time 
past to prepare intramine suitable for intravenous use 
and have at last succeeded. The success has been largely 
due to the help given by my friend Mr. J. Ward, to 
whom I wish to express my thanks. Intravenous intra- 
mine is put up as a 0-1 per cent, emulsion, and the dose 
ranges from 20*0-100*0 c.c. lntramine injected intra¬ 
venously causes no unpleasant sequel®, with the exception 


of an attack of coughing just as the injection is finished.** 
Out-patients may be treated with it, and it does not 
oause venous thrombosis. The effect on the well-being of 
the patient by injecting intramine intravenously the day 
after colloidal mercury has been injected is astounding. 
While finding the correct dose for human beings; on. 
two occasions I gave an overdose. Both patients re¬ 
ceived 20 0 c.c. of a 1 per cent, emulsion, with the 
result that they became very ill. They ran a high tem¬ 
perature, sweated profusely, complained of violent head¬ 
aches, and had vomiting and diarrhoea. One of the patients- 
had excruciating neuritis over the deltoid region of the right 
arm. Guided by the experience I had had with intramine¬ 
curing mercuriali8m, on the third day, as the symptoms had 
not abated, I injected colloidal mercury intravenously, with 
the result that on the same day as the oxidising agent was 
injected the patients’ condition became normal. 

From this short article I think it is clear that the inclusion 
of arsenic in our chemo-therapeutic armamentarium is not 
necessary; that the combined use of oxidising and reducing 
agents is better than the employment of only oxidising or of 
only reducing agents; that the treatment of syphilis, so far 
as it affects the soldier’s stay in hospital, can be very con¬ 
siderably diminished in duration; and that the severe after¬ 
effects, such as the increase in nervous syphilis, which will 
become more and more apparent, can be to a large extent 
avoided. Nine intravenous injections may be given in a 
fortnight, in which period practically any syphilitic 
symptom may be made to disappear. 

This work also shows that, broadly speaking, our treat¬ 
ment of all diseases is the same, and that the therapeutic 
results are only more striking in protozoal diseases, especially 
in syphilis, owing to the peculiar physical properties of the 
colloidal protein particles in the serum of these diseases, 
which allow for a greater play of the processes of oxidation, 
and reduction. 

The treatment of diseases by drugs can never be perfect, 
since although the host attacks the poison or parasite by 
means of oxidation and reduction—a surface action—this- 
oxidation and reduction is nevertheless regulated by the 
substratum to which the ions, which do the work on the 
surface, are attached. For treatment to be perfect we shall 
have to find out the chemico-physical nature of the various- 
substrata, since specificity seems to depend upon the differ¬ 
ence between them, and then to manufacture or synthesise 
them in the laboratory. At present drugs regulate the surface 
action, and vaccines, &o., the action of the substratum, but* 
unfortunately, the latter are not yet powerful enough to be 
curative. 

Wlmpole-atreet, W. _ 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF MEDICINE. 

Iropioal Diseases in the Balkanic Zo-ne. 

A meeting of this section was held on June 12th, Sir 
Rickman Godlee being in the chair. 

Major Aldo Castellani delivered a lecture on Tropical 
Diseases Found in the Balkanic Zone. That most frequently 
met with was malaria, the protean nature of which, though 
formerly well known, had been again brought into pro¬ 
minence. Pernicious cases were common in th$ late spring,, 
summer, and autumn. The symptoms might simulate many 
other diseases and a wrong diagnosis might easily be made, 
with very serious results. Oases with symptoms pointing to- 
lesions of the central nervous system were far from being 
rare, and he had met with the following types: (1) comatose, 
(2) delirious, (3) cerebro* spinal meningitic, (4) hemiplegic 
or monoplegic, (5) bulbar, (6) cerebellar, (7) tetanic, 
(8) eclamptic, (9) aphasic, (10) amaurotic, (11) spinal. The 
classical varieties of malaria, as described in the books, 
were not frequent. A purpuric and haemorrhagic form 
had occurred resembling scurvy. It was marked by 
petechias and hssmatomata, spongy and bleeding gums, 

* The fit of ooughing may be avoided by neutralising the emulsioa. 
with sodium hydrate just before it is injected. 
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and sometimes bleeding from mucous membranes. The 
spleen, however, was enlarged, and although parasites were 
found in only about 10 per cent, of the cases, the cases 
reacted to treatment by quinine. Another blood condition 
which might be closely imitated was pernicious anaemia. The 
patient was generally a young man or woman with the 
typical pallor and lemon-yellow tint of pernicious anaemia; 
in some cases the liver was enlarged, or, more rarely, the 
spleen ; there was either no fever or very little. The blood 
might be negative for malaria on repeated examination and 
show most of the common features of pernicious anssmia, 
including a high colour index. In elderly people the pro¬ 
found anaemia might give rise to the suspicion of internal 
cancer. The lecturer had come across cases of malaria 
simulating other specific infectious diseases. The typhoid 
type was far from rare ; the patient looked like a case of 
typhoid and the temperature was typhoid-like, whilst 
the spleen was large but not hard. Bacteriological 
examinations for typhoid and paratyphoid infections, 
however, were negative, whilst the blood was full of 
malaria parasites which in this type of case were very little 
influenced by quinine. He had seen cases of pseudo¬ 
cholera and pseudo-dysentery of malarial origin and also of 
pseudo-tetanus due to the same cause. Several diseases of 
the digestive system might be simulated by malaria—e.g,, 
appendicitis and cholecystitis. Malaria might affect the 
respiratory and circulatory systems. He had seen several 
oases of dry bronchitis of malarial origin and one case of 
pneumonia-like consolidation with bloody expectoration, and 
also 3 cases of typical angina pectoris all cured by the 
administration of quinine. Heart-block, of which he had 
seen one case, and tachycardia and cardiac arrhythmia 
might be malarial. He had met with cases of peripheral 
arteritis due to the same cause and also neuritic cases 
resembling beri-beri and others of local oedema. 

As regards the diagnosis of the malady in the Balkans, he 
suggested the following rules : 1. Whatever the symptoms of 
the case, one should always keep in mind the possibility of 
malaria. 2. A negative blood examination is of no import¬ 
ance whatever unless the examination is repeated many 
times and at various intervals. 3. If quinine does not 
influence the fever, this does not always exclude malaria. 
4. While giving very great importance to laboratory methods 
—for it is only by this means that a positive diagnosis can 
be made with certainty—do not neglect the clinical exami¬ 
nation of patients. Train your senses as much as possible. 
The importance of simple inspection and of simple palpa¬ 
tion can hardly be exaggerated. A slight abnormality of 
the colour and pigmentation of the skin, easily overlooked 
by the inexperienced, may suggest a diagnosis of probability 
in an obscure case, and acting on it may perhaps save the 
patient’s life. 

For treatment of the disease in the Balkans, quinine was 
by far the most important drug ; it should always be given in 
very large doses, at least gr. 30 to 60 daily, by the mouth in 
ordinary cases, by intramuscular injection in severe cases, 
intravenously in the pernicious forms. It must be admitted, 
however, that there were cases which responded very slowly 
to a simple quinine treatment. In them other drugs had 
been tried, such as arsenical preparations, antimony, and 
picric acid. When given alone none of these had much 
effect, but when used as adjuvants to quinine, some of 
them (arsenic, for instance) seemed to increase its 
beneficial action. A treatment which had given him good 
results in certain cases was a combination of quinine, 
phosphorus, and tartar emetic. The prognosis was good 
in the enormous majority of cases if efficiently treated; 
but it must be remembered that in pernicious cases 
a high mortality might occur despite energetic treat¬ 
ment, and that in a large number of cases, even of the 
benign form, the cure was merely clinical, complete sterilisa¬ 
tion not having been achieved. The affection lay dormant 
for months and years, and any cause lowering resistance, 
•nch as chill or traumatism, might cause the acute symptoms 
to reappear. 

Next to malaria, the diarrhoeas and dysenteries were the 
most common affections. The majority of cases of dysentery 
were of bacterial origin, but numerous cases of the amoebic 
type also occurred. Cases of enteritis due to flagellates and, 
much more rarely, to ciliates occurred. Coccidiosis had been 
observed. Cholera and paracholera had been rare. Atten¬ 
tion should be called to the choleraic type of bacteria] 


dysentery; also to a peculiar type of diarrhoea seen in 
Serbian soldiers who had suffered terribly from starvation 
during the Albanian retreat, which closely resembled the 
famine diarrhoea observed in India. # 

Camp jaundice was common. Two varieties might be 
distinguished : (1) a very severe type with high fever, lasting 
10 to 12 days, and showing occasional relapses—true Weil’s 
disease—which was rare ; (2) a mild type, often afebrile and 
very common. Weil’s disease was, of course, of spiro- 
chsetic origin, but in his opinion it was probable that many 
cases of the mild type were also spirochaatic. In addition to 
true camp jaundice there were also cases of jaundice due to 
malaria, due to paratyphoid, and due to streptococci ; nor 
should the icteric type of relapsing fever be forgotten. Enteric 
fevers were fairly frequent in the Balkans, but recently 
had not taken any epidemic form. In certain districts para¬ 
typhoid A and B were more frequently met with than true 
typhoid. Similar fever due to various intra-intestinal 
germs were not rare. Cases had been found due 
to B. colombensis. Attention should be paid to the not 
rare association of mixed infections of the typhoid 
and paratyphoid organisms. He had seen two cases in 
which there was infection by all three. Malta fever was not 
common. He had only seen two cases in Macedonia, and 
the kala-azar of adults he had never seen in the Balkans, 
though he had met with many cases of the infantile type in 
certain islands of the Adriatic and .Fgean seas. Relapsing 
fever was quite common. In its treatment he had obtained 
the best results by a combination of salvarsan, neosalvarsan, 
or galyl, with tartar emetic. Typhus exanthematicus was, 
at the present moment, very rare, although a terrible 
epidemic raged in 1914 and 1915. Trench fever was occa¬ 
sionally met with. Both of the types described in France 
had been recognised in the Balkans. Pappataci’s fever was* 
extremely common in certain parts of the Balkans, espe* 
cially in the late summer and early part of the autumn. 
It was often erroneously diagnosed as dengue, though a few 
cases of the latter had probably occurred. A distinguishing 
feature of Pappataci’s fever was the flushing of the face,, 
which had often the appearance of being slightly bloated. 
This flushing sometimes amounted to an erythematous- 
rash, which also involved the neck. It was very persistent 
and lasted long after the fever was over. The mucosa of 
the soft palate presented a peculiar appearance, numerous 
small hyperaemic roundish spots, sharply limited by a line of 
demarcation between the hard and soft palate, being visible,, 
which also persisted after the temperature had dropped. 
Leucopenia served to distinguish it from incipient typhus. 
Broncho-mycosis and broncho-spirochsetosis were observed^ 
Pellagra was quite common in several districts of Macedonia, 
but he did not think there was any danger for our troops. 
Of the tropical diseases which were of rarer occurrence he 
mentioned filariasis, sprue, intestinal myiasis, mycotic v 
spirochsetic, and flagellitic urethritis. 

Certain tropical skin diseases were frequently met with. 
The following were a cause of great discomfort in summer, 
and were often wrongly diagnosed : Dermatitis interdigitalis, 
epidermophytis or “mango toe,” tinea cruris or “dhobie 
itch,” prickly heat, various types of tropical pyosis, such 
as pyosis Mansoni, pyosis discoides, &c. He had seen in 
1915 in Macedonian peasants cases of ulcus tropicum, 
oriental sore, ulcus infantum, blastomycosis, sporotrichosis, 
accladiosis, &c., and also numerous cases of trichomycosis 
axillaris flava, nigra and rubra, of intertrigo saccharo- 
mycetica, and various other hyphomycetic affections. He 
had also observed two cases of Madura foot, two of keratoma, 
plantare sulcatum, and one of ainhum. 


Ulster Medical Society. —At a meeting of 
this society held on May 31st the following office¬ 
bearers were elected for session 1917-18President, Dr.. 
W. D. Donnan; Vice-Presidents, Dr. R. Leathern and Dr. 
W. S. Smyth (Antrim); Council, Dr. A. G. Robb, Mr. P. T. 
Crymble, Mr. R. J. Johnstone, Dr. F. Symth, Dr. G. A. 
Hicks, and Mr. H. A. J. 8. Murphy; secretary, Mr. 8. T. 
Irwin; treasurer, Dr. V. Fielden; librarian, Dr. W. L- 
Storey; editorial secretary, Dr. C. G. Lowry. 


Dr. L. A. Tarassevitch’s “ Medical Bacteriology, ,r 
which we reviewed in The Lancet of June 2nd, is issued by 
the Publishing House Collaborator (Russ. Sotroudnik), of 
Petrograd and Kieff, who are being asked to send some 
copies of the book to England. 
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Le Traxtement det Plaies Infectees. By A. Carrel and 
G. Dkhblly. Precis de MSdecine et de Ohirurgie de 
Gaerre. With 76 figares and 4 plates. Paris: Masson 
et Cie. 1917. Pp. 180. Price 4 frs. 

The Treatment of Infected Wounds. By A. Carrel and 
G. Dehelly, Translation by Herbert Child, Captain, 
R. A.M.C. (T.V.). With Introduction by Sir Anthony A. 
Bowlby. London: Baill&re, Tindall, and Cox. 1917. 
Pp. 238. Price 5s. net. 

At the present time the Carrel-Dakin method is in 
frequent use in our army for the treatment of wounds. 
Simplicity is its great merit, and the method has proved of 
extreme value in many cases, although the difficulty of 
keeping the patient dry is a nob inconsiderable drawback. 
Exigencies of circumstances in a particular case or difficulty 
of travelling, moreover, may cause imperfections in the 
technique with corresponding delay in the healing, while it 
is obvious that a vertical cup-shaped wound, with a fair-sized 
mouth and no leaking places at the bottom or sides, is likely 
to respond most quickly to the treatment. A large part of 
the book is taken up with information as to laboratory 
procedure, while at the same time it does not oontain the 
amount of clinical information which might have been 
expected considering the important claims made on behalf 
of the treatment. The technique is, however, very fully 
described, and the pictures themselves give a good idea of 
the results that mav be expeoted from this medical sterilisa¬ 
tion of wounds. We recommend the book to all our readers. 

Oaptaiu Child’s translation, the early appearance of which 
shows commendable enterprise on the part of the publishers, 
is well done and makes Carrel’s work accessible to the 
English reader. Sir Anthony Bowlby expresses in his intro¬ 
ductory note the appreciation of British surgeons at the 
front of the value of Carrel’s method. Whenever it has been 
thoroughly carried out it has, he states, accomplished all 
that has been claimed by its author and has benefited 
thousands of patients. He strikes a note of warning in 
regard to attempts to improve on Carrel’s method, holding 
that modifications should not be introduced until the original 
method has had a proper trial. The translation will ensure 
the method a proper trial in this country. 


Treatment of Joint and Muscle Injuries. By W. Rowley 
Bristow. F.R.G.S. London : Henry Frowde and 
Hodder and Stoughton. 1917. Pp. 148. Price 6s. net. 

With the object of advocating his own method of treat¬ 
ment for muscular disability by means ot graduated contrac¬ 
tion of muscles, using for the purpose a faradic coil specially 
designed to give painless stimulation, the author gives a 
general account of the treatment of fractures, as well a& of 
joint and muscle injuries. He oontends that the essential 
factor in these conditions is the treatment of the muscles 
themselves, whether affected by direct injury or by reflex 
atrophy; that restoration of function is more speedily 
obtained by his method of electrical stimulation than 
by the more usual treatment with massage, which he 
describes as very tedious and very slow in producing a good 
result; and active exercises against graduated resistance, 
which are of little service when atrophy is well marked. War 
surgery has given an impetus to the electrical treatment of 
peripheral injuries, and the author’s method appears to be an 
attempt to use rationally means hitherto employed casually 
and without conviction as to any resulting good. An im¬ 
portant chapter is devoted to the treatment of peripheral 
nerve injuries. 


JOURNALS. 

The American Review of Tuberculosis. Vol. I., No. 1. 
March, 1917. Published monthly at 2419-21, Greenmount- 
avenue, Biltimore, Md., by the National Association for the 
Study and Prevention of Taberculosis. Price $2 per volume 
to members, $3 to non-members. Single copies 35 cents.— 
The aims of this new journal are explained in a brief preface 
by the managing editor, Dr. Allen K. Krause (Baltimore), 
to ba : to offer all who are interested in tuberculosis a 
medium in which to present their work and through which 
to develop their views ; to stimulate productiveness and to 


interest those not directly concerned with tuberculosis but 
working in related fields. The editor-in-chief is Dr. Edward 
R. Baldwin, of Saranac Lake, who is assisted by an 
editorial staff of six—Lawrason Brown (Saranac Lake, 
N.Y.), H. R. M. Landis and Paul A. Lewis (Phil¬ 
adelphia, Pa.), M. J. Rosenau (Boston, Mass.), Henry 
Servall (Denver, Ool.), and Borden S. Veeder (St. Louis, 
Mo.), while many well-known names occur in the list of 
associate editors. Of the first number, 50 pages are devoted 
to three original papers dealing respectively with classifica¬ 
tion, chronic non-tuberculous lung infection, and serological 
studies; 15 pages follow of abstracts from current medical 
literature. The last decade has seen a great revival of 
interest in America for research work in tuberculosis, 
witness the Phipps foundation at Philadelphia, the Trudeau 
foundation at Saranac Lake, and the Dows foundation at 
Johns Hopkins Hospital. The new journal is the result of 
this revival, and should be an important aid in focussing 
attention on research, whether clinical, pathological, or 
social, in the field of tuberculous disease. It is attractively 
bound and printed. We wish the venture every success. 

Veterinary Review. Edited by 0. Oharnook Bradley, 
M.D., D.Sc. B.lin., M.R.C.V.S., Principal of the Royal (Dick) 
Veterinary College, Edinburgh. Published quarterly. London 
and Edinburgh : W. Green and Son, Limited. 10*. 6d. per 
annum.—This quarterly periodical is intended as a summary 
of current work of interest and value to the veterinarian, 
whether his sphere of life lies in the laboratory or the domain 
of the clinician, and in this issue the editor takes his readers 
over the best publications in medicine (human and veterinary) 
and agriculture in Great Britain, and also culls discriminat¬ 
ingly from those of America. Commencing with abstracts from 
anatomical and clinical sources, Dr. Bradley summarises 
the latest researches in surgery, pathology, toxicology, and 
therapeutics. Thirty pages are devoted to notes on books 
and general bibliography, and the ground covered is very 
large, showing how many spheres of work, other than those 
which are purely veterinary, can be turned to good account 
for the benefit of the suffering animal. Those who make a 
study of the comparative side of nature should see this 
quarterly periodical regularly. 

Abstracts of Bacteriology. Under the editorial direction of 
the Society of American Bacteriologists. Editor : A. PARKER 
Hitchens. Vol. I., No. 1. Cambridge University Press and 
Williams and Wilkins, Baltimore. February, 1917.—The 
Society of American Bacteriologists has already earned the 
gratitude of workers in bacteriology, especially as an applied 
science, by standardising various methods and materials. A 
year ago the society began to publish an official journal, and 
it has now decided to produce a bi-monthly number of 
Abstracts of Bacteriology, the first of which has just been 
issued. The two journals bear to one another a somewhat 
similar relation to that which exists between the Annate* de 
VInstitut Pasteur and the Bulletin. The vast increase in the 
volume of original publications on bacteriological subjects, in 
which America has taken an almost preponderating share, 
has rendered works of this character not only useful but 
necessary. The abstracts in the present number are con¬ 
fined to American bacteriological literature, but even so 
they fill some 70 pages, and the list of journals, admittedly 
incomplete, with which it is proposed to deal in the future 
number over a thousand. Bacteriology has so many rela¬ 
tions with medicine, agriculture, and industry that its 
literature appeals to a wide circle of readers who are not 
necessarily interested in it as a pure science. To such 
readers works like the present are especially useful; they 
furnish a guide to multitudinous publications, though all 
'abstracts, however good, must be used with caution, and 
cannot be regarded with safety as doing more than 
indicate the kind of information which may be found 
in the original papers. Except that the present publica¬ 
tion contains the Proceedings of the Society, it differs 
I little in method and arrangement from other periodicals 
I of like character published in various countries, though 
the arrangement of the papers concerned with human 
pathology is a little unusual, since they are grouped 
not according to the micro-organism concerned but accord¬ 
ing to the system—gastric, respiratory, or circulatory—in 
which the organism may happen to cause disease. The 
journal is produced with the luxury of paper, type, and 
margin which we associate with American scientific pub¬ 
lications, and is assured of a hearty welcome. 
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The Readjustment of Civilian and 
Military Medical Needs. 

The position o£ medical officers forming the 
d la suite staffs of the Territorial general hospitals, 
a large proportion of whom have high professional 
position as consultants in various branches of 
medicine and surgery, appears to us to require 
consideration in the circumstances that have been 
brought about by the long duration of the war and 
by the enormous size of our present armies. It 
was very generally assumed under the original 
scheme by which the Territorial general hospitals 
were staffed that the medical officers would, 
at any rate in large proportion, remain in touch 
with civilian practice; but, as a matter of fact, many 
of these officers have now taken service abroad 
either under the Imperial obligation of their com¬ 
missions or in obedience to the patriotic call for 
active assistance which they considered could best 
be answered by proceeding to one of the scenes of 
action. The loss of these d la suite medical officers 
to civil practice in their areas was not at first con¬ 
sidered sufficiently closely as a matter that might 
become nationally serious, but we can now all see 
that it has become a very serious affair, and that as 
the needs of the War Office make ever-recurring 
drafts upon the medical personnel of the country, 
a point will soon be reached at which common 
prudence will demand a close consideration and, 
if necessary, a revision of the position. 

The Central Medical War Committee, whose 
personnel has been strengthened by the addition 
of the names of Dr. H. J. Campbell (Bradford), 
Dr. H. J. Card ale (Cubitt Town), Lieut.-Col. 
J. Michell Clarke (Bristol), Dr. T. W. H. 
Gabstang (Altrincham), Dr. Arnold Lyndon (Hind- 
head), and Dr. H. J. Starling (Norwich), has had 
under consideration the difficulties that the liability 
to sudden removal of medical men engaged in civilian 
practice may cause in localities where the existing 
civilian doctors are already hard pressed to meet 
their engagements, and as a result they feel that 
the situation is one that should be taken in hand. 
It must be remembered that at the present moment 
we are at the easiest period of the year for 
medical practice both of a private and of a State 
nature. The incidence of all ordinary diseases save 
certain epidemics is now distinctly lower than can 
be expected as winter approaches with the numerous 
and deadly conditions directly attributable to its 
more rigorous conditions. This is giving cause 
for thought among all who know how depleted 
already are the ranks of civil practices, and in 
many localities a feeling of apprehension has 
been created among those who are competent to 
look ahead and wise enough to know what to 
expect unless measures of security are taken 


beforehand. One very obvious point seems to have 
entirely escaped attention. It must be remembered 
that medical men also are liable to sickness 
and to the results of overwork, and if the demands 
on the civilian medical profession in this the 
healthiest season of the year are so large that 
efficient service can barely be maintained in any 
locality—and we are approaching perilously nigh to 
the danger-line—in harsher times the community 
^must run the double risk, on the one hand of 
having a larger percentage of sick among them, 
and on the other of having a smaller medical 
service, a certain percentage of the doctors being 
themselves incapacitated. 

To this double risk the population should not 
be submitted if it can be avoided, while it 
is enhanced still further by the sudden detach¬ 
ment from different areas of the recognised 
specialists for the district. The sooner those 
competent to deal with the situation are able 
to take it in hand the better it will be for all. 
It seems to us that the matter is one for con¬ 
ference and cooperation between the authorities at 
the War Office and the Qentral Medical War Com¬ 
mittee, which represents alike the recruiting agency 
for the Royal Army Medical Corps and the machinery 
for the maintenance of the good health of the civilian 
population. The whole country, with regard to 
the medical service, as with regard to the other 
interests and amenities of life, is prepared to 
subordinate civilian to military interests, but 
where a certain amount of adjustment between 
military authorities and lay organisations can make 
the burden on the civilian population less hard to 
bear, while in no way imperilling the efficiency of 
the Army, such cooperation is greatly to be desired. 


Arrested Tuberculosis and After¬ 
care Factories. 

The need is generally recognised for the con¬ 
tinued care of all forms of tuberculosis which have 
been the subject of institutional treatment, but 
little has yet been put into practical effect. It 
would be a public misfortune if the scheme which 
was inaugurated by the late Dr. J. E. Squire for the 
after-care treatment of sanatorium patients should 
be allowed to lapse for lack of his driving-power; 
but we cannot think that this will oc6ur, so obvious 
is it that effort along the lines indicated would 
be amply repaid. Superintendents of sanatoriums 
have long recognised that the results of their work 
were seriously imperilled for want of proper 
supervision of their patients after leaving the sana¬ 
torium. Sanatorium treatment can do no more 
than build up health to the point of arrest of 
disease ; it is not intended to maintain this 
condition—indeed, the amount of accommodation 
provided, in this country at any rate, forbids such 
prolonged attention. But patients who have bene¬ 
fited by their stay in the sanatorium return to their 
former occupation without any idea of the risks of 
relapse that are incurred; they work ordinary hours, 
many of them in the whirlpool of factory life. During 
their absence in the sanatorium domestic finances 
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have frequently become straitened, and the induce¬ 
ment to work strenuously in order to earn full wages 
is therefore very urgent. Small wonder, then, that 
many arrested cases quickly relapse, with the 
inevitable result, for recovery from tuberculosis 
seldom proffers itself twice to any man. 

The superintendents of sanatoriums, fully aware 
that this industrial ordeal will sooner or later have 
to be faced by many of their patients, have attempted 
to prepare them for it by organising physical labour 
of various kinds; but valuable though such exercise 
may be, it inevitably lacks the stimulus of being 
remunerative, at least to the extent to which 
the skilled craftsman feels that he is entitled. 
In most cases, too, this improvised labour bears 
no relation to former occupations, and may, 
indeed, be detrimental to the resumption of such 
occupations, as, for instance, when the delicate 
touch of the typist or stenographer is dulled by 
handling pick and shovel for agricultural purposes. 
In a report published two years ago by the Medical 
Research Committee on the prevalence of pulmonary 
tuberculosis in the boot and shoe industry, the 
situation was carefully considered and an interest¬ 
ing recommendation made, the principle of which 
may well be applicable to other industries. We 
summarised 1 at the time the essential points of 
the suggested scheme, of which the following 
extract gives the gist:— 

Briefly, the scheme is to establish, in connexion with the 
ordinary form of sanatorium, a workplace for the manu¬ 
facture of boots and shoes. Here consumptive operatives in 
an early stage of the disease and convalescing patients could 
carry on their trade under medical supervision for such 
hours as they are able, and earn wages in proportion. 
As health is re-established the working hours and earn¬ 
ing capacity would be increased, until finally normal 
hours could be safely undertaken in many cases, and 
factory employment resumed. The conditions under which 
work would be done should preclude any possibility 
of the materials handled becoming sources of infection. 
It would be among the more important advantages offered 
by the plan for a factory sanatorium if as a result of his 
stay an operative could be taught how to carry on his handi¬ 
craft under hygienic conditions. The influence upon his 
fellow men of his acquired habits after his return to the 
factory might be considerable. Many circumstances seem 
to point to the boot and shoe industry not only as one in 
which the evils of phthisis are conspicuous, but also as that 
for which the establishment of a sanatorium in which 
employment is provided is most easily practicable. The 
industry is not a scattered one, but is segregated in par¬ 
ticular towns, and the nature of its technical processes 
raises no insuperable difficulties to their performance under 
sanatorium conditions. 

The plan here advocated seems reasonable and 
practicable, and is one which should forthwith be 
carried out. But various administrative details come 
up for consideration. Would after-care factories be 
counted as sanatoriums with a right to claim 
grants? Would Approved Societies pay sickness 
benefit to inmates of a sanatorium earning wages 
for part-time work ? The whole subject is one that 
points to the need of the general supervision of 
medical relations towards the State that would be 
supplied by a Ministry of Health; for a centralising 
body would be able to unite the authority of the 
Local Government Board over sanatoriums and 


that of the Home Office over factories, on the 
common ground of the after-care factory. 

The present time is opportune for preparing a 
general scheme, inasmuch as at the end of the war 
there will exist a number of buildings well suited 
for conversion into after-care factories—namely r 
the extensive national factories now used for 
munitions of war. These factories consist of 
a large number of more or less isolated single 
storey workshops, connected together by con¬ 
venient platform runways ; while heating, lighting* 
and power are all laid on to each workshop. 
Canteens, ambulance-rooms, doctors' quarters are 
also in existence. The installation of the requisite 
machinery for the manufacture of boots and shoes,, 
for printing purposes, or for the tailoring trade, 
when these workshops are no longer wanted for 
their present purpose, should not be an expensive 
matter. The Chairman of the Investigation Com¬ 
mittee of the Medical Research Committee, to 
whose report we referred above, is at the moment 
the Minister of Munitions, and we trust that 
Dr. Addison will not hesitate to use the estab¬ 
lishments which he has brought into existence to 
meet the necessity of war for the purpose of 
re-establishing the health of workers when they are 
no longer required for their original purpose. 


Hospital Sunday, 1917. 

On Sunday, June 24th, the Metropolitan Hospital 
Sunday Fund will appeal to the generosity of the 
public in London and throughout the United 
Kingdom, and again, as in many previous years, we 
press that appeal upon all, hoping that what we 
urge may find a hearing beyond the circle 
of our usual professional readers. The shadow 
of war which hangs over us does not lighten, 
but we face the struggle with a steady hope 
for a brighter future to come, prepared to 
meet with fresh economies the drain of war 
upon our resources. With the hospitals the case is 
different. Not on the future do they rest their 
hopes in consolation for present conditions of 
stress and uncertainty. Theirs is the present. 
The hospitals are doing their share, and more than 
their share, in meeting the present needs of the 
nation, of its soldiers and of its citizens, relying 
upon the nation’s gratitude and the generosity of 
the benevolent to help them to meet the bill. The 
ground of appeal is a familiar one; we made it 
last year, and we make it again now. In no year 
since hospitals have existed in London has their 
claim been stronger upon the public gratitude, and 
in no year has their need been greater or more 
obvious to all. 

In reminding the public of its debt to the hos¬ 
pitals, the sense of justice should stimulate its 
generosity and result in freely giving. Probably 
a large section of the population still forgets to 
name the hospitals of London among its creditors. 
Now and again some innovation—or supposed 
innovation—in medicine or surgery attracts popular 
attention in the newspapers, as in the case of 
certain antiseptics. To the man in the street it 


1 The Lancet, 1915,11., 1359, 1422. 
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appears, no doubt, that someone working in a 
hospital laboratory has been inspired by a brilliant 
or a happy idea, and that something of real 
utility in saying the lives or limbs of our 
soldiers at the front has been the fortunate 
result. What we want him to realise is that 
years, or it may be scores of years, of patient 
and laborious work in those hospitals, have led 
step by step, through good report and evil report, 
in all the discouraging circumstances of restricted 
opportunity and lack of funds, not to isolated 
44 discoveries ” and fitful progress here and there, 
but to results already rendered memorable in every 
civil and military hospital. Medicine has strained 
every nerve to meet the huge demands of war 
without neglecting the needs of a civilian population 
which runs the multitudinous risks of industrial 
life. The hospitals of the United Kingdom have 
trained the physicians and surgeons for their work 
and have placed their services at their country’s 
disposal. In the laboratories and operating wards 
of the hospitals the whole scientific equipment 
of medicine and surgery has been developed 
and organised, and on them all future progress 
rests. 

We claim for the hospitals of London no more 
than their just share of this great work; but the 
appeal of Hospital Sunday is primarily for them. 
The Metropolitan Hospital Sunday Fund is an 
opportunity for rich and poor alike. Its contributors 
include those who can afford to give large sums, and 
those other thousands who can give small sums. 
Their mites count for much, and the personal 
interest which those mites represent counts for 
incalculably more. Sunday is a visiting day at 
most hospitals, military and civil. Thousands of 
relatives in London will be fitting on Hospital 
Sunday at the bedside of men shattered by deadly 
engines of warfare, racked by war’s diseases, 
overwhelmed by its shock and strain. We 
ask all of these to remember the hospitals 
for which the Metropolitan Hospital Sunday 
Fund makes its collection on that day. But 
besides these we ask all our fellow citizens to 
remember that in war, no less than in time of 
peace, the daily work of the hospital must be 
carried on in spite of high prices and financial 
strain for which time affords no parallel. The 
dangers and ills dl civil life are still with us, and 
their contribution to the list of sick and wounded, 
always a large one, is liable to sudden variations. 
The street accident daily brings its quota of 
maimed and injured to the hospital wards, a 
constant stream liable to sudden increase by the 
destruction which the present week has brought. 
London remains the centre of a nation struggling 
for its existence against the foes without and the 
subtler foes within, against which its hospitals are 
the chief line of defence, and we call upon its 
citizens to realise their indebtedness and to make a 
generous response. 


An American Red Cross Scheme.—A plan by 
which large industrial corporations will declare special 
dividends for the Red Cross has been devised in America. 
It is calculated to yield a minimum of £5 000,000. 


Jniurtatwns. 


“He quid nlmli.” 


THE CROONIAN LECTURES. 

In his first Croonian lecture, on Adaptation and 
Disease, last Thursday, Lieut. Colonel J. G. Adami, 
F.R.S., justified his choice of subject on the grounds 
that administrative duties had debarred him from 
sustained laboratory research and that the time was 
more than ripe for bringing the investigations of the 
bacteriologist and of the stftdent of immunity to bear 
upon the important problems of general biology. 
The supreme biological problem of our times had 
been that of the ways and means of evolution; 
but while the fight centred essentially upon the 
cause or causes of variation: whether variability 
was, in fact, primarily inherent, proceeding from 
within, or primarily acquired, proceeding from 
without—this basal problem had been largely 
neglected for the secondary problem, whether 
properties acquired by the parent could be trans¬ 
mitted to, and reproduced in, the offspring. After 
briefly recalling the views of Lamarck, Darwin, 
Herbert Spencer, and Weismann, Colonel Adami 
dealt in more detail with Sir William Bateson’s 
latest hypothesis that when a new property mani¬ 
fests itself in an individual of any species, it is not 
new, not due to addition, but to subtraction and 
loss of properties already possessed. According 
to this view, what appears to be a new 
property is primeval, the manifestation of a 
property possessed by the forerunners of the 
species, which all along has lain latent, present 
but unable to manifest itself hitherto in con¬ 
sequence of the co-existence of inhibitory 
factors. The sudden appearancb of new deter¬ 
minants in the germ cell and the consequent 
accretion of new properties form no part of the 
Batesonian doctrine which, pushed to its logical 
conclusion, means that the primal unit, or units, of 
protoplasm from which all living animal and plant 
forms have descended, possessed within it in a 
latent form the originals of every organ and of 
every distinctive portion of an organ or part, even 
down to the conformation and colouration of in¬ 
dividual hairs and scales. According to this view, 
what we regard as the higher forms of life were really 
the lower, owing their development not to progressive 
accretions of properties but to the reverse, so that 
reversion, instead of being a degenerative manifes¬ 
tation, a loss of- properties acquired by the species, 
became a recovery of higher and completer powers. 
Colonel Adami queried whether any exercise of 
mediaeval scholasticism ever led to a more perverse 
conclusion than this. Valuable and fascinating as 
were the recent observations for the amplification of 
Mendel’s law, that law only established the extent of 
variation possible within the boundary of the species . 
Employing Mendelian methods, we produce at most 
different strains of a species which by a cross 
fertilisation with other strains produced in turn 
individuals reverting to the usual type. Such 
interplay was not, however, capable of throwing 
light upon the progressive development of new 
species. Sir Ray Lankester saw in 44 direct adapta¬ 
tion,” as adopted by Herbert Spencer, the fallacy of 
all Lamarckian doctrine. But the fact constantly 
impressed upon the student of immunity and the 
worker in pathogenic bacteriology was that “ direct 
adaptation”—i.e., a specific modification in response 




922 Tub Lancet,] WAR AND INSANITY: LUNACY AND MENTAL DEFICIENCY IN 1915. [June 16,1917 


to specific alteration in environment—was one of the 
basal phenomena of living matter. Colonel Adami 
proposed, therefore, to consider in his later lectures 
(June 19th, 21st, and 26th, at 5 p.m.) the evidence of 
adaptation as it affected the pathogenic bacteria, 
passing on to adaptation affecting man and the 
higher animals, and concluding with the application 
of these data to our conceptions of disease and 
of evolutionary processes. 


WAR AND INSANITY: LUNACY AND MENTAL 
DEFICIENCY IN 1915. 

Two annual reports «on lunatics and mental 
defectives have recently appeared. One of these, 
the Third Annual Report (for 1916) of the General 
Board of Control for Scotland, is largely of a 
statistical character, although sufficient is said to 
show the malign effect of the war in the curtailing 
of expenditure and the shortage of trained attend- 
ants in the asylums. The other is the Second 
Annual Report (for 1915) of the Board of Control 
for England and Wales, of which the first part, just 
issued, is general in character and deals with certain 
points of contact between the war and asylum 
practice. It emerges, for instance, from the English 
report that under present conditions it is impossible 
to form any judgment as to the influence of the war 
on the numbers of the certified insane. Of the whole 
population a certain proportion become insane 
in ordinary conditions, and of the 5,000,000 soldiers 
a proportion will similarly suffer. As the military 
age includes the most healthy and strong, a smaller 
proportion would be expected to become insane 
than in the general population, and it is noteworthy 
that there has been a decrease in the admissions to 
asylums. The number of notified insane persons 
in January, 1916, was over 3000 fewer than in 
January, 1915, contrasting with the average increase 
for ten years past of over 2000. The reduction does 
not appreciably affect any particular class, but the 
war has had several incidental effects on asylum 
practice. For instance, a number of large asylums 
have been converted into military hospitals, the 
superintendents becoming temporary officers of 
the Royal Army Medical Corps, while a large 
number of male attendants have joined the army, 
their places being taken in some asylums by 
female nurses. On the whole this has been found 
to answer well, but some asylums have declined 
to receive maniacal men on this account. 

In English borough and county asylums the 
decrease in male admissions was nearly twice as 
great as in females. This has been due to two causes: 
first, to the absence of men at the war, and, secondly, 
to the very serious and important reduction of the 
staff of male attendants called up to service, with the 
result, already indicated, that certain male patients 
are not sent to asylums at all. Many soldiers who 
have become insane are treated in military hos¬ 
pitals at home or abroad and are not certified, 
thus escaping what would sometimes be an unjusti¬ 
fiable stigma, while non-certification makes possible 
their return to the Army. Although the reduction 
in the number of admissions is, therefore, on several 
grounds and to some extent fictitious, the increase 
of employment and the improved condition of the 
working classes may be reasonably inferred to have 
had their influence. The death-rate among the 
insane population remained unaltered for the year, 
the excess of male deaths being due chiefly to 
general paralysis. But asylum dysentery increased 
during the year and this should give rise to serious 


thought, as a similar increase has been previously i 

noted. In 1914 there occurred in 97 English asylums i 

1324 oases of dysentery, in 1915 the number was 
increased by nearly 100 per cent. There is room 
here for strict investigation, and it is worth noting 
that the disease had shown its growing prevalence i 

before war conditions could play any part in i 

causation. j 

Turning to work of a constructive nature». : 

attention is called in the English Report to the J 

growing feeling which exists among all classes i 

that a time has come when the feeble-minded i 

should be protected and the welfare of society b 

promoted by the establishment of reception houses i 

and colonies where defectives can be detained and j 

trained. The war, unfortunately, has hindered the a 

full development of the scheme, but enough has 3 

been done to prove the utility of the measure. 
Returns are given in the English Report showing 
the frequency with which the feeble-minded 
girl becomes the mother of several illegitimate 
children who may inherit mental and moral weak¬ 
ness, and who at any rate are sure to be brought up- 
in the worst of environment and social conditions. J 
There is no need in these columns to give further 
examples of the terrible danger that is constituted 
by that class of persons who have improper 
appreciation of the rules on which social life must 
be conducted, nor to insist on the need for a clear* 
recognition of the responsibility of the State 
for the troubles which these unfortunates unwit¬ 
tingly bring upon themselves and on the whole of 
society. The partial and spasmodic treatment of j 
these cases by the Poor-law is characterised as a. 
grave administrative extravagance, and all must 
regret the small progress that has been made, 
owing to the war, in applying the provisions of the 
Mental Deficiency Act. Some compensation ia 
fortunately afforded by the real impulse which has 
lately been given to scientific research into mental 
disease and mental defect. 


THE BATTALION MEDICAL OFFICER. 

The Army is fortunate in possessing hygienists 
of high standing, text-books in sanitary science of 
great lucidity, and sanitary orders which have been 
worked out in the light of practical experience for 
a period now of nearly three years. Army sanita¬ 
tion has, in fact, attained a high level, far higher 
than can be hoped for in many departments of our 
home sanitation where the enforcing power of 
military discipline is absent, and the whole nation 
must take carefully to heart in the peace times 
which are coming the lessons afforded by the war* 
And it must be remembered that even in the 
presence of military discipline it is the individual 
soldier who carries out the sanitary regime, and on 
him, in the end, the efficiency as a whole of any 
sanitary administration depends. It is here that 
the battalion medical officer can play his part, 
for he is brought into intimate personal contact 
with the men, and on him rests the onus of im¬ 
pressing the elements of sanitation on them in a 
form which they can understand. In another 
column Captain Hugh W. Bayly lays stress on this 
position enjoyed by the battalion medical officer,, 
and suggests that as a matter of routine such 
officers should issue standing orders for the 
guidance of those under their sanitary charge. The 
battalion is the smallest unit in military life, and, like 
the family in civilian life, tends to have individual 
habits of thought and its own way of expressing 
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them; and it is probable, as Captain Bayly 
suggests, that the most efficient sanitation may be 
got out of the battalion by a medical officer who 
studies its particular conditions. For the battalion 
to which he was attached as medical officer Captain 
Bayly drew up a code of sanitary standing orders 
which he found successful in that case, and we 
commend his suggestions to the consideration of 
other battalion medical officers. In an appointment 
which is frequently of a temporary nature it is not 
very easy to take the keen personal interest in the 
work which alone ensures its efficiency, but the 
battalion medical officer may well remember that 
the saving of lives depends as much, if not more, on 
his insistence on the sanitary instruction of the 
private soldier as on the more dramatic work of 
rescue and first-aid to the wounded. 


ROYAL MEDICAL BENEVOLENT FUND : AN 
EMERGENCY APPEAL. 

It is now nearly a year since an appeal was made 
by the office-bearers of the Royal Medical Bene¬ 
volent Fund for liberal support to a special 
emergency fund to assist medical men in tem¬ 
porary difficulty in consequence of having joined 
the Army Medical Service. A ready response was 
given to this appeal, enabling the Fund to deal with 
a number of urgent cases where help was needed, 
and to render in some of them more substantial 
assistance by cooperating with other benevolent 
societies, such as the Officers’ Families Fund 
and the Professional Classes War Relief Council, 
any possible overlapping of effort being thus 
avoided. As time goes on the need has, unfor¬ 
tunately, steadily become greater, and in a letter 
this week in our correspondence columns an 
appeal is made for a much larger sum than was 
obtained last year. This sum should be forth¬ 
coming, whether from within or without the 
profession. The demands made on the medical 
man at the present time -are searching and im¬ 
perious; he is recognised as being more essential 
than ever to the community, and it is only fair 
that his work should not be hampered by mental 
anxiety for his own financial position, or that of 
his family if he is killed or disabled. The medical 
profession may well be grateful to the officers of 
the Benevolent Fund for their discerning labours 
on its behalf. _ 


AN ESKIMO DEFICIENCY DISEASE. 

The recently-recognised group of diseases attri¬ 
buted to deficiency in the diet of certain ingredients 
present only in small amount (vitamines) is very 
limited. Beri-beri and scurvy are the best-known 
examples. In the Boston Medical and Surgical 
Journal of May 3rd Dr. John M. Little has described 
a disease known to the Eskimos of Labrador and 
Baffin Land as “ kallak,” which he regards as of this 
nature. The diet of this primitive people is mainly 
animal, and consists of seals, caribou, birds, and 
fish. Where civilised food is not available they 
depend for carbohydrates mainly on berries and on 
the partly-digested stomach contents of animals 
killed. Their great feast after killing caribou is a 
thick soup made of its stomach contents and blood. 
The mosses, grasses, young shoots, and leaves eaten 
by these animals are possibly transformed by their 
hardier digestion into forms assimilable by man. 
It is to be expected that when stress of circum¬ 
stances reduces this limited dietary deficiency 
disease would arise, and this is so. The frequency 
of scurvy among the Eskimos is well known, but 


they appear to be also liable to another deficiency 
disease. Ten years ago, before the term vitamine was 
coined, Dr. Little described “ kallak ” in the Boston 
Medical and Surgical Journal as an endemic 
disease commencing with an eruption of pustule¬ 
like lesions in crops on the hands, elbows, buttocks, 
and other parts, no organisms being found until 
secondary infection takes place. There is intense 
itching, the course is protracted, and recovery 
ultimately takes place. Discussing the etiology 
he said: “While it may occur at any time 
of year, if they have plenty of seal flesh 
to eat they don’t have kallak. Most of the 
cases, as well as the worst cases and the 
epidemics, occur in the autumn, after they have 
been living almost exclusively on a fish diet, and 
especially after failure of the berry crops.” The 
best treatment is the addition of seal meat and 
berries to the diet. Dr. Little now suggests that 
the disease is due to some fat-soluble vitamine 
present in the fat of seals and caribou. That the 
disease is not racial but is due to the mode of life 
of the Eskimos is shown by the case of a young 
Scotchman who was wrecked on a whaler in Baffin 
Land and lived the Eskimo life for a year. He gave 
Dr. Little a good description of kallak, and said 
that he had almost died from it. 


TECHNICAL OPTICS. 

We understand that arrangements have recently 
been completed for an important development in 
national industry on the scientific side by the estab¬ 
lishment of a new department of technical optics in 
connexion with the Imperial College of Science and 
Technology at South Kensington. The department 
in question forms part of a larger scheme adopted 
by the London County Council in August last for 
the provision of instruction in this most important 
subject (in which the Council promised to find 
certain moneys for the scheme, if the Government 
also contributed), including post-graduate and 
research work at the Imperial College, a trade 
school, and senior day and technical courses at 
the Northampton Institute, and junior technical 
courses at two junior technical institutions, 
one in North London and one in South London. 
Since August last the Government, including the 
new Department of Scientific and Industrial 
Research and the Imperial College, have decided 
financially to support the Council’s scheme and all 
the necessary assents have been obtained. The 
amount of money immediately available is £4000 a 
year for working expenses and £5000 for equipment 
and more immediate necessities of the department. 
The new department is under the management of a 
Technical Optics Committee of which the Right Hon. 
Arthur H. D. Acland is chairman, and at present it 
consists of 13 members representing the Admiralty, 
the Army Council, the Ministry of Munitions, the 
Royal Society, the National Physical Laboratory, 
employers in the optical trades, glass manu¬ 
facturers, and the Imperial College; while two 
further members have yet to be elected repre¬ 
sentative of glass-workers and metal* workers. The 
same committee appointed by the London County 
Council is also an advisory committee to the Council. 
Mr. Frederic J. Cheshire has been appointed head 
of the new department at the Imperial College for 
a period of five years, with the title Director of 
Technical Optics and Professor of Technical Optics 
at the Imperial College. Mr. Cheshire’s long expe¬ 
rience and great ability in optical matters are well 
known, and practically ensure a successful begin- 
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ning. He has been associated with optical instru¬ 
ments for many years at the Patent Office, and since 
the formation of the Ministry of Munitions has 
been Deputy Director-General of the Ministry and 
Technical Director of the Optical Department of 
the Ministry. He is the present President of the 
Optical Society. It is expected that, subject to 
the conclusion of certain arrangements with the 
Treasury, Mr. Cheshire will accept the directorship, 
and it is anticipated that the organisation of the 
Department will be rapidly completed, and that 
training will begin at an early date. 

CHESTNUTS AND ACORNS IN WAR SERVICE. 

The manufacture of modern munitions has so far 
implied a certain demand on cereals which other¬ 
wise could be used for food. This is an unfortunate 
diversion, and it is gratifying to learn that, instead 
of using cereals, other materials not so far made fib 
for human food, as, for example, the common horse- 
chestnut, are to be employed. We may point out 
similar possibilities in regard to the acorn, vast 
quantities of which are wasted every year. The 
composition of these nuts has something in 
common, as will be seen from the following 
figures:—Horse-chestnut: water, 38’9 per cent.; 
protein, 4*8 per cent.; fat, 4‘6 per cent.; carbo¬ 
hydrate, 50 per cent. Acorn: water, 6*3 per cent.; 
protein, 5'2 per cent.; fat, 43 per cent.; carbohydrate, 
45 per cent. The most important constituent of 
both is the carbohydrate, in* the form of starch, 
while the acorn should have further value on 
account of the substantial proportion of fat which 
it contains. Neither nut has as yet been used to 
any extent for human consumption, and it is possible 
that their utilisation in some way or other, whether 
for food purposes or not, may be one of the results 
of the relative food shortage. The first step has now 
been taken in the substitution of these nuts for 
cereals in the production of munition agents. Other 
abundant vegetable products may also be pressed 
into service. It is, of course, possible to convert 
wood, linen, cotton, and the like into sugar, but 
the process of conversion does not yet appear to 
have attained practical dimensions or to have 
reached an economic stage. 

THE “INDEX-CATALOGUE.” 

By a happy coincidence, along with the group 
of American surgeons who have come to Europe’s 
aid has arrived the last volume completing the 
second series of the great index-catalogue of 
medical publications, issued by the Surgeon- 
General of the United States Army from the 
Medical Museum and Library. The value of this 
catalogue to medical science it would be hard 
to exaggerate. It is one of the principal agents in 
the standardisation of medical records, ensuring 
that published work shall not be overlooked by 
later authors. The orderly arrangement of the 
index is in itself a work of genius, and has formed 
a model for other medical libraries ail over the 
world. The Surgeon-General’s library contained 
on August 1st, 1916, when the preface to this volume 
was written, more than 224,000 volumes and 337,000 
pamphlets. In the index-catalogue as far as pub¬ 
lished appear 346,000 author-titles and 305,000 
book-titles, as well as over a million journal 
articles and 5000 portraits. Within the last five 
years have died both the men mainly responsible 
for the production of the catalogue—viz., the chief 
assistant librarian, Dr. Robert Fletcher, in his 90th 


year; and Dr. John S. Billings, the principal up- 
builder of the Surgeon-General’s library, and the 
creator of its index-catalogue, at the age of 75. 
The general plan of a combined index of authors 
and subjects, arranged in dictionary order in a 
single alphabet, and the system of subject rubrics 
with cross references, were devised by these two 
men and blocked out prior to the publication in 
1880 of the first volume of the first series; and 
these principles have been adhered to ever since. Dr. 
Fletcher devised all the abbreviations of periodicals 
employed in the catalogue up to the time of his 
death, and a list of these abbreviations and of the 
medical periodicals of the world—forming, in fact, 
almost a reference library in itself—is contained in 
this volume of the index-catalogue. Here the con¬ 
venience of the reader has countfed more than rigid 
adherence to uniformity, and this principle is 
conspicuous throughout the work as a whole. A 
third series of the catalogue is now in preparation. 
The medical profession is under a deep debt of 
gratitude to the Surgeon-General of the United 
States Army for a treasure-house of information. 

THE PHYSIOLOGY OF THE PRE- AND POST- 
CENTRAL AND PARIETAL CONVOLUTIONS. 

The exact function of the central and parietal 
gyri has long been a subject of dispute among 
physiologists and clinicians. According to one 
view the cortical zones for motion and for sensa¬ 
tion, situated in the central convolutions, are one 
and the same, physiologically speaking: in the 
same cortical area where end the afferent neurons 
from a limb the movements of that limb are 
initiated. Opposed to this conception, which has 
been upheld by a number of distinguished in¬ 
vestigators, is a theory of the sensomotorium 
which regards the motor and sensory centres as 
anatomically and physiologically separable, the 
former being localised in the precentral and the 
latter in the postcentral gyrus. Various facts 
appear to lend support to this second theory. The 
cytoarchitectonic arrangement of the cortical layers 
of the precentral gyrus is quite distinct from 
that of the postcentral, and though differences in 
structure may not correspond to differences in 
function the fact is undoubtedly suggestive. With 
lesions of the precentral there is marked degenera¬ 
tion of the cortico-spinal (pyramidal) tract; with 
lesions of the postcentral practically none. In a 
number of carefully observed clinical cases pure 
lesions of the precentral have been unaccompanied 
by sensory symptoms, or these, if present, have 
been transient, while lesions confined to the post- 
central or parietal areas produce symptoms that 
are almost entirely of a sensory nature. Recent 
experimentation in anthropoid apes and in man 
also has definitely shown that with weak 
electrical stimuli individual movements can be 
elicited only from the precentral gyrus, whereas 
in the case of a conscious patient whose post- 
central convolution was thus stimulated sensa¬ 
tions were produced and referred to the opposite 
hand, but they could not be obtained from 
the precentral. Finally, experimental extirpation 
even of small areas of the precentral cortex is 
always followed by crossed paresis or paralysis, 
while with removal of large sections of the post- 
central no paralysis, or only a transient one, results. 
Mention ought, perhaps, also to be made of a third 
view, associated with the name of the late Dr. 
I Charlton Bastian, according to which the oentral 
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gyri are purely sensory, the motor centres being 
entirely subcortical or spinal. Dr. M. Minkowski, 
of the University of Zurich, has published in 
the Correspondent-blatt /Ur Schweizer Aerzte , of 
March 24th, a detailed record of experimental re¬ 
search which he has conducted with a view to eluci¬ 
dating the subject. He used apes for the purpose, 
examining them at intervals for a year or longer 
after the operation. His conclusions may be sum¬ 
marised as follows. Removal of the precentral gyrus 
results in an immediate complete crossed hemiplegia, 
gradually clearing up and leaving a permanent 
hemiparesis; contralateral hemihypsesthesia is 
only an initial symptom which soon disappears, 
with a slight defect of deep sensibility as the only 
persisting impairment. Extirpation of the post- 
central gyrus causes no paresis even at the begin¬ 
ning, but only a loss of sensation on the whole 
of the opposite side of the body. This involves 
particularly tactile sensibility and localisation, in 
which improvement gradually takes place, though 
there remains a permanent defect in the hand; 
pain appreciation is but slightly affected and soon 
recovers; deep sensibility is much impaired and 
improves slowly and imperfectly. After removal of 
the postcentral and the parietal convolutions, 
including the supramarginal, no paresis follows; 
there is, however, a severe hemiangesthesia for all 
forms of sensation, more marked than with removal 
of the postcentral alone; restitution is very incom¬ 
plete; after two years (in one animal) touch and 
localisation of touch were still quite lost, while the 
sense of pain was distinctly less imperfect and the 
localisation of painful stimuli was often correct. 
Deep sensibility remains badly defective. The 
author agrees with the view that the motor and 
sensory representation of the opposite side of the 
body extends over the precentral, postcentral, and 
parietal cortex, but this* region constitutes no 
uniform sensomotorium ; on the contrary, it is sub¬ 
divided functionally in a fashion that follows, to 
some extent, architectonic differences. Deep sensi¬ 
bility appears to be represented over the whole of 
the area (ataxia occurs as a temporary symptom 
only with involvement of both the parietal and the 
postcentral cortex); cutaneous sensibility with the 
appreciation of local signs is mainly but not entirely 
post-central; touch is widely represented over the 
whole, perhaps even more widely in a diffuse way; 
pain is less impaired than any of the other forms 
of sensation, and therefore has probably, according 
to Dr. Minkowski, a specially wide and diffuse 
representation in the cortex. 


THE METROPOLITAN WATER-SUPPLY. 

We deal with the three monthly reports on the 
metropolitan water-supply issued during the first 
quarter of the present year. It is interesting to 
consider the amount of rainfall in relation to 
the quality of both the raw and filtered waters. 
The opening months of the year were charac¬ 
terised by a drop in the mean rainfall. Thus 
in January the mean rainfall was 1'55 inches, 
being 0*68 of an inch below the average mean rain¬ 
fall for that month during the previous 34 years. 
In February and March the figures were 1T2 (—0 95) 
and 2T5 (—0*03) respectively. With regard to the 
quality of the water in January chemical exa¬ 
mination showed that the raw Thames and Lee 
waters deteriorated as judged by the perman¬ 
ganate, turbidity, and colour tests, and im¬ 
proved as regards the albuminoid nitrogen test. 
The raw New River water deteriorated in quality 


on all tests. The filtered waters improved in 
quality as judged by the albuminoid nitrogen test 
(excepting New River, Grand Junction, and 
Lambeth), permanganate, and colour tests (New 
River, Chelsea, and Lambeth excepted). There was 
no change in the Southwark and Vauxhall supply 
as regards colour test. Comparing these monthly 
results with the 1916 averages, the raw Thames and 
New River waters yielded results worse than the 
average as judged by the usual tests excepting that 
for albuminoid nitrogen. Lee river water was 
better except as regards turbidity. The filtered 
waters yielded worse than average results by 
chemical and colour tests, East London, Kempton 
Park, Grand Junction excepted. All three raw waters 
contained in January more bacteria than the aver¬ 
age for 1916, while the filtered waters were 
satisfactory. Coming now to February , the results of 
chemical examination showed that all three raw 
waters improved in quality, as judged by the 
albuminoid nitrogen, permanganate, turbidity, and 
colour tests. The filtered waters also improved in 
the light of these tests, and compared with the 1916 
averages the raw Thames and Lee waters yielded 
better results. New River water (raw) was also 
better than the average as judged by the albuminoid 
nitrogen and permanganate tests, but worse as 
regards turbidity test, while there was no change 
in regard to the quality of colour. The filtered 
waters yielded results worse than their respective 
averages, as judged by the albuminoid nitrogen 
test (New River, Lee, and Chelsea excepted), but 
better than the average (Lambeth and Southwark 
and Vauxhall excepted) as judged by the per¬ 
manganate and colour tests. The raw Thames and 
New River waters contained more bacteria and the 
raw Lee water fewer than their respective averages 
for the year 1916, while the filtered waters showed 
high standard of bacteriological purity. In 
March , with a practically normal rainfall, chemical 
examination showed that the raw Thames and Lee 
waters deteriorated in quality as judged by the 
albuminoid nitrogen, permanganate, turbidity, and 
colour tests, while the raw New River water 
improved, as judged by the albuminoid nitrogen 
and colour tests, but deteriorated as regards 
permanganate and turbidity tests. The filtered 
waters showed deterioration in quality in some in¬ 
stances, while compared with the 1916 averages the 
raw Lee and New River waters yielded more favour¬ 
able chemical results, but they were worse as regards 
the turbidity test. The raw Thames water gave 
better results by the chemical tests, but was not 
so good on turbidity and colour tests. The filtered 
waters yielded results worse than their respective 
averages in many instances, but as regards colour 
all the treated waters showed an improvement. 
The raw river waters contained fewer bacteria than 
their respective averages for the year 1916, while 
the filtered waters gave not unsatisfactory results. 


The Cavendish lecture of the West London 
Medico-Chirurgical Society will be delivered at 
the West London Hospital on Friday, June 22nd, at 
8.15 p.m., by Captain Andrew Macphail, C.A.M.C., 
professor of history of medicine at McGill Uni¬ 
versity, Montreal, who has chosen as his subject, 
“ A Day’s Work.” Representatives of the medical 
services of all the Overseas Forces will be present 
and past Cavendish lecturers and the presidents of 
London medical societies are specially invited. 
Invitation cards may be had on application to Dr. 
Reginald Morton, 66, Harley-street, W. 1. 
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CANADA. 

(From our own Correspondent. ) 

2he War Cripple: Accommodation and Vocational draining. 

A tear ago the total number of soldiers returned wounded 
to Canada and still under treatment was 1530 ; on Dec. 2nd, 

1916, the number stood at 2634 ; and since the beginning of 
the present year the numbers have rapidly increased, reach¬ 
ing high-water mark—namely, 5677 on April 15th, in spite 
of hundreds discharged in the meantime. Nearly all the 
recent arrivals have been convalescents, no large number of 
bed cases having been returned so far. According to the 
recent report of the Military Hospitals Commission, 
Canadian invalids in England have been reduced in numbers 
from 20,256 on Oct. 20th, 1916, to 14,545 on March 30th, 

1917, the distribution being as follows: In Canadian hos¬ 
pitals, 8926; in sanatoriums for consumptives, 92; in 
British hospitals, 5527. The duties of the Canadian Military 
Hospitals Commission are, in the main, two-fold, to provide 
hospital and other accommodation for the returned invalid 
soldier, and to supervise his vocational training. The actual 
treatment and provision of medical personnel in the hospitals 
remain in the hands of the Army Medical Corps. 

In regard to severer injuries the Military Hospitals Com¬ 
mission arranged some time ago with several general hos¬ 
pitals in Canada for accommodation for 1600 “bed cases.” 
Accommodation is being provided for 1200 others in build¬ 
ings taken over or erected by the Commission itself. At 
St. John, N.B., the armouries have been converted and are 
now ready for 350 of these cases ; at Kingston, Ontario, the 
Convocation Hall of Queen’s University has been turned into 
a hospital and is now ready for use with 550 beds; at 
Winnipeg, Man., a new hospital has been erected in the 
old Agricultural College with 320 beds, to be divided between 
convalescent and active hospital oases; at Quebec and 
Montreal the Savard Park and Grey Nuns* Convalescent 
Hospitals may be used for convalescent bed oases later on. 
Both are ready without any alteration. 

For consumptives 1250 beds are now available, and the 
accommodation is being largely increased. At Kentville, 
N.S., the Commission has added two pavilions for 64 
soldiers, with the addition of a vocational building; at 
Kingston, Ont., the new buildings at the Sir Oliver Mowat 
Sanatorium have been completed for 175 patients; at 
Hamilton, Ont., three smaller pavilions and a vocational 
building are finished, and two large pavilions are nearly 
completed ; at London, Ont., three new pavilions are already 
in use and an infirmary building is being added; in 
Manitoba two soldier pavilions are being added to the pro¬ 
vincial sanatorium at Ninette; in Saskatchewan the Earl 
Grey School in Regina is being transformed into a sana¬ 
torium ; an infirmary building is being added. 

More room is being provided for convalescents. A con¬ 
valescent hospital is being erected at Halifax, N.S., with 
three residential buildings for 300 men, to be finished by 
July 1st; two Presbyterian College buildings to accommodate 
125 men have also been taken over. At Sydney, Cape 
Breton Island, a private house in fine grounds is in com¬ 
mission with accommodation for 100 men. At Montreal the 
former Loyola College has been taken over and 100 are 
there, with room for 250; St. George’s Home, holding 
50 men, is also occupied. At Whitby, Ont., the magnificent 
hospital for the insane of the Ontario Government has been 
leased providing accommodation for 1500 before the end of 
the present summer and a vocational building is under con¬ 
struction ; at Guelph, Ont., another fine provincial building 
will shortly be ready with accommodation for 800 men and will 
be the great re-education centre of Ontario for the men 
who need training for new trades ; the new Salvation Army 
building in North Toronto will be an orthopedic hospital 
for some 450 men needing artificial limbs, a special building 
to be erected in the large hospital grounds for the Toronto 
artificial limb factory ; a home for 30 incurables has also been 
established in a former private residence in Toronto, the first 
of its kind for Canadian soldiers. There is also a training 
centre for masseurs at a mission-hall in Toronto. At 
Coburg the Ontario Military Hospital will have its capacity 
raised from 144 to 275 by the erection of new buildings 
reserved for curable cases of shell shock and other nerve 
troubles. By the acquisition of Pickering College, Newmarket, 
Ont., another hospital for the Insane has been established 


for 150-200 returned soldiers. At Moosejaw, Bask., the Ross 
Park School has been secured, and with two auxiliary build¬ 
ings in the grounds will take 400 men. In Saskatoon, Saak., 
the handsome building of the Y.M.C.A. has been taken over 
for 158 men. At Edmonton, Alta., the College is being taken 
over from the Methodist authorities, and will accommodate 
300 men. Near Vancouver, B.C., two school buildings are 
being transformed for 450 men, 50 acres of land being avail¬ 
able for farming and other purposes. Near Victoria, B.C., a 
charming beach hotel is already occupied, and the accommo¬ 
dation is being increased from 125 to 225. At Sydney, on 
Vancouver Island, the rest-haven is being increased from 
160 to 200. 

At the ports of arrival great improvements are being made 
for men immediately on their arrival from overseas. At 
Halifax, N.S., a clearing hospital with 450 beds is already 
in use, part being reserved for tuberculous patients ; the 
provisions for attention and care there are excellent, as well 
as on the hospital trains. At Quebec, the clearing depot, 
formerly the immigration building, is being remodelled, and 
will house 1000 ; special accommodation has been set apart 
for cases of tuberculosis and mental derangement. 

Altogether between 500 and 600 workmen are now at work 
on the various buildings mentioned for reception, treatment, 
and training of the returned Canadian soldiers. 

The bodies entrusted with the duty of watching over the 
interests of discharged soldiers are the Military Hospitals 
Commission, the Provincial Commissions, and the Board of 
Pension Commissioners. The problem of securing the proper 
return of discharged and disabled men to civilian life will 
be made less difficult if a knowledge of the duties of these 
bodies and of the measures by which disabled men are cared 
for becomes general. The medical profession in Canada is 
performing a work of public value by spreading a proper 
understanding of these matters, and convincing soldiers and 
civilians alike that it is the duty of disabled men to accept 
all that treatment and training can do for them. 

Toronto, May 1st. 

THE CONTROL OF VENEREAL DISEASES. 


Treatment of Venereal Diseases in Belfast. 

On June 6th, at a meeting of the board of management 
of the Royal Victoria Hospital, Belfast, it was unanimously 
decided to form a special department for the treatment of 
venereal diseases, as suggested by the medical staff. 

The American Journal of Syphilis . 

The second number of this new journal has reached our 
hands. It is published quarterly by the C. V. Mosby 
Company, of St. Louis (801-807, Metropolitan Buildings, 
St. Louis, Mo. Yearly subscription $5, or $5.80 in foreign 
countries), and edited by Dr. LoydThompson, of Hot Springs, 
Ark., assisted by an associate editor and 15 departmental 
editors, among whom may be noted the names of H. Noguchi 
(New York), E. L. Opie (St. Louis), L. F. Barker (Baltimore), 
and Major C. F. Craig, of the United States Army. On the 
cover appears a quotation from Sir William Osier : “ Know 
syphilis in all its manifestations and relations and all other 
things clinical will be added unto you. ” This number contains 
nearly 250 pages of text, mostly devoted to original articles, 
the first of which is a reprint of Dr. Noguchi’s Harvey 
lecture on spirochsetes, an exhaustive study of the natural 
history of all known varieties of this group, containing a 
bibliography of 283 publications. Dr. F. Proescher and 
Dr. H. A. Seil (Pittsburgh, Pa.) contribute a long paper on 
the action of vanadium with particular reference to syphilis, 
basing their conclusions on experimental work with animals. 
A supplementary clinical contribution by Dr. A. W. Stillians 
(Chicago, Ill.), who used sodium hexavanadate in doses of 
0 03-0 *06 gm. intramuscularly or intravenously in cases of 
primary and secondary syphilis at a dermatological clinic, 
contains the conclusion that the salts of vanadium have a 
specific effect on syphilis, clearing up the clinical manifesta¬ 
tions and favourably affecting the Wassermann reaction. 
Other papers deal with serological reactions and clinical 
cases. The number ends with an abstract of current 
syphilis literature edited by Dr. W. H. Deaderick (Hot 
Springs, Ark.), including, however, only four extra- 
American out of a total of more than 50 articles. The 
character of this journal amply justifies its appearance, and 
its issue should be a useful adjuvant to the campaign 
against syphilis. 
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WAR EMERGENCY FUND OF THE ROYAL 
MEDICAL BENEVOLENT FUND. 

To the Editor of Thh Lancet. 

Sib,—T he time has come to make a farther appeal for 
the War Emergency Fund. This fond was instituted last 
year to afford assistance to members of our profession who, 
in consequence of having joined the Army Medical Service, 
find themselves in temporary difficulties. Many medical 
men when called up had to leave on very short notice, 
without time to make adequate provision for the continuance 
and maintenance of their practices during their absence. 
As the result they have had to face a severe fall in income 
even when supplemented by Army pay, while many expenses, 
such as rent, insurance, taxes, family maintenance, and 
education, could not be reduced. Although in a year or two 
after their return it may be hoped those affected will recover 
their position, still in the interval that help is and will be 
necessary, and it is to meet these needs that the War 
Emergency Fund was established. 

To be effective the grants must be made on a liberal 
scale, and the fund from which they are to be drawn must 
be a large one. The sum obtained last year was about 
£4000. This is quite inadequate, as at least £25,000 will 
be required, if even a small proportion of those requiring 
assistance is to be helped. From the wealthier members of 
the medical profession, it is hoped, substantial sums will be 
received, but everyone will feel it a duty which he owes to 
his less prosperous colleagues to give the most liberal 
donation he can afford. 

At the same time the appeal is not, and ought not to be, 
restricted to the medical profession. The public, too, may 
be rightly called upon to bear its share, and to show by 
liberal contributions its appreciation of the special services 
so freely rendered by the medical profession to the country. 

The War Emergency Fund is a special department of the 
Royal Medical Benevolent Fund. It is kept separate and 
distinct from the ordinary operations of the general fund 
and is under the management of a committee specially 
appointed for the purpose. Communications should be 
addressed to the Honorary Secretary, War Emergency Fund, 
11, Cbandos-street, Cavendish-square, W. 1, to whom cheques 
should be made payable.—We are. Sir, yours faithfully, 
Samuel West, president. 

CHARTERS J SYMONDS, Hon. Trees., Co1.,A.M.S. 

June 9th, 1917. G. NEWTON PlTT, Hon. Sec.. Major.B.A.M.C. T. 


THE ANTISEPTIC “ FLAVINE ” (ACRI- 
FLAVINE). 

To t\e Editor of The Lancet. 

Sib,—U nder the above heading an official statement by 
the Medical Research Committee appeared in your journal 
last week. As the original publication concerning “ Flavine ” 
was made from this department and based on work by 
several members of the staff (Browning, Gulbransen, 
Kennaway, and Thornton l ), the unfortunate impression 
might be created unintentionally in the minds of those 
reading the Medical Research Committee’s statement that 
w# had neglected to acknowledge its share in farthering this 
work. I would, therefore, add to what it has said that when 
after the outbreak of the war it seemed to us that further in¬ 
vestigation on antiseptics was urgently required, the Medical 
Research Committee was approached with a view to securing 
its support for this department of the Middlesex Hospital on 
the subject, and we met with most cordial interest, the first 
material outcome being that the Committee provided the emolu¬ 
ments of one part-time worker. As a result of the combined 
facilities affoided by the Hospital and by the Medical Research 
Committee it was possible to resume work on the lines of 
that which had been done by myself along with Gilmour a in 
Professor Muir’s department at Glasgow University some 
years ago and before this country enjoyed the benefit of the 
operations of a State Medical Research Committee; thus we 
were able here to develop the investigation with a view to a 

1 Brit. Med. Jour., Jan. 20th, 1917. 

* Joura. of Path, and Bact., vol. xviii., 1913, p. 144. 


practical application in the treatment of infected wounds. 
The introduction of Brilliant Green as an antiseptic in the 
treatment of wounds by Leitch 3 appears to have been a 
valuable practical outcome of attention drawn to this sub¬ 
stance by our earlier work, and we have also recommended 
44 Flavine ” ( 41 Acriflavine ”) as a result of the continuation of 
this work, the original experimental part of which waa 
carried out here with a sample which had been supplied to 
us under the auspices of the late Professor Ehrlich in 1912. 
The Department of Biochemistry and Pharmacology of the 
Medical Research Committee has been especially helpful 
by preparing the latter compound, and so affording 
a considerable quantity for clinical trial of what, up 
till recently, we believed to be the most valuable 
member of this group; in this way they supple¬ 
mented our slender store of somewhat less suitable com¬ 
pounds of the same type (acridine dyes), although the 
latter, judging by the opinion of Colonel Pilcher, D.8.O. 
(see Browning, Gulbransen, Kennaway, and Thornton, 1 also 
James 4 ) and the report by Dr. Ligat,'also proved valuable 
clinically. The assistance afforded by the Medical Research 
Committee, as well as by the Royal Society’s Scientific 
Grants Committee, towards this work of the Bland-Sutton 
Institute was acknowledged in the only publication which 
we have made. It is, of course, almost unnecessary to say 
that neither the staff of the Institute nor the Hospital has 
been concerned in any way with the production and 
supply of 44 Flavine.” The Medical Research Committee’s 
Department of Biochemistry and Pharmacology has since then 
continued to give us valuable aid, especially by providing an 
experimental supply of 44 Proflavine ” (the basic constituent 
of which had been examined by Browning and Gilmour fl ). 
We have had no opportunity of acknowledging the latter, as 
we have as yet made no publication on the investigation of 
its properties. However, the tribute to the Committee’s aid 
paid by Sir John Bland-Sutton in his speech at a recent 
quarterly meeting of the Board of Governors of the Middlesex 
Hospital and widely published in the daily press prior to 
the appearance of the Medical Research Committee’s official 
communication, would appear to have anticipated the latter 
in a generous and sympathetic correction of any erroneous 
impression which might have existed anywhere in the public 
mind. I am, Sir, yours faithfully, 

C. H. Browning. 

Bland-Sutton Institute of Pathology, Middlesex Hospital, June 11th. 

Since receiving Dr. Browning’s letter the following 
communication has reached The Lancet from the Medical 
Research Committee:— 44 By the courtesy of Dr. Browning 
the Committee have had an opportunity of seeing the foregoing 
statement. They would entirely confirm the accuracy of the 
account Dr. Browning gives. Their communication to the 
lay press last week was made to correct so far as possible the 
results of recent statements made in the lay press which 
were based upon misapprehension of the present situation in 
regard to the properties and the supply of Acriflavine, and 
must have been an equal source of embarrassment to all 
concerned. They would greatly regret that their communi¬ 
cation should be read in any other sense.” 

THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH. 

To the Editor of The Lancet. 

Sir, —The last course of Lumleian lectures 1 relates without 
comment the transition from the purely myogenic conception 
of the excitatory mechanism of the heart, entertained not long 
ago by the new cardiologists, to the neuro-myogenic now 
gaining favour. The lecturer duly erects the familiar back¬ 
pressure ninepins in the new cardiological bowling-alley, of 
which the neo-cardiologist appears to be capable of entertain¬ 
ing only one conception, and proceeds to knock them over with 
his modern aspect bowls of cardiac failure. He makes no 
more sufficient reference to the influence of the mechanical 
valvular factor in the circulation than did Sir James 
Mackenzie, the Oliver-Sharpey lecturer in 1911, although some 
remarks of the latter in his letter in The Lancet of May 26tb 
suggest that his horizon has been somewhat widened on 
this point since that not very distant date. Questions of blood 
weight, blood pressure, and the relative influence of the arterial 

» Brit. Med. Jour., Feb. 12th, 1916. * R.A.M.C. Journ., March, 1917. 

5 Brit. Med. Jour., Jan. 20th, 1917. 0 Loo. dt 

1 The Lumleian lectures were published in Thb Lanoxt of 
March 17th, 24th, and 31st. 
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and auriculo-ventricular valvular apparatus are not considered 
by Dr. G. A. Sutherland, while the differing conditions of the 
right and left cardiac circulation are quite inadequately dealt 
with, and in so far as they are considered at all, their concern 
with any specially modern aspect of heart disease is not 
obvious. He criticises at length some conclusions of Pro¬ 
fessor A. R. Cushny on the action of digitalis (to which 
Sir James Mackenzie also seems to refer in his letter 
in Thb Lancet of May 26th) which do not quite square with 
a current conception of the new cardiology—that, namely, 
which denies the direct tonic action of the drug on cardiac 
muscle ; makes, it will be admitted, no very generous reference 
to the contributions of previous workers; and concludes 
somewhat interrogatively by expressing the hope that he may 
convey to the rising generation of new cardiologists the 
benevolent regard of the venerable Fane of Harvey. 

As I have said, in all this there is nothing very striking, 
original, or generous, yet this course evinces a peculiar 
resurgent property for discussion, as though it were the 
stalking horse of a propaganda in an unsympathetic 
atmosphere. The protagonist of the Newer Thought himself, 
in your issue of May 26th, now trundles another ball down 
the resounding alley already mentioned, to demolish the 
last standing pin of previous aspects of heart disease, with 
some added generalisations upon the philosophy of reaction 
and progress, implying, of course, a monopoly in the search 
of truth for those whom he regards as progressive. It is not 
my intention to follow him over the whole course of his 
remarks, or to consider either the novelty or utility of the 
semeiological index to the fruitful research of the future, on 
which he dilates. One appears to have been engaged in this 
research more or less all one's lifetime, but from the dis¬ 
tinction which Sir James Mackenzie draws between the 
microscopist and the clinician I gather that he thinks more 
attention should be paid to the living phenomena of disease 
than to their explanation by ultimate results in structural 
change. In this connexion an excellent lecture by Peter 
Mere Latham (6. 1789) may be read with advantage (Heart 
Disease, Lect. IV.). I shall restrict myself to the considera¬ 
tion of that aspect of the question with which Sir James 
Mackenzie associated my name in his letter—namely, 
the significance of murmurs—and hope, if my matter does 
not convince him and his school of thought, that my 
manner may be controlled by the spirit of the first and 
greatest of the aphorisms of the Father of Medicine, the 
immortal first clause of which forms the motto of the Royal 
College of Physicians. 

Is not this persistent attaok upon back-pressure concep¬ 
tions based upon a misinterpretation of symptoms and a 
misapprehension of the views of the majority of physicians 
for at least a generation ? For what is back-pressure ? Is 
it not the result of the retention in some degree in the 
heart, of blood which should be more easily projected from 
it? When Dr. Charles Bolton in his recently related experi¬ 
ments 2 produced ascites by partially ligaturing the inferior 
vena cava in cats, did he not produce as an immediate result 
back-pressure in an acute degree ? For what purpose does 
the staircise of venous valves exist except to enable the 
blood to climb against gravitation during the diastolic pause 
in propulsion in one section of Circulation and to prevent 
systolic back-pressure in another section ? That the vis a 
tergo failing renders the climb of the blood more difficult is 
surely not a new discovery. From a study of the quadruped 
as compared with the biped circulation -1 showed in 1878 3 
how the horizontal required a more powerful left ventricle 
than the erect animal, to produce an easy transit of blood, 
and failure of left ventricular force does not act solely by the 
diminution of propulsive, but also by the lessening of 
absorptic p">wcr with delay or rise of pressure in the pulmonary 
circuit and the right heart. 

A young man, otherwise healthy, eats a heavy supper, 
vomits, complains of pain in the chest, becomes pallid, and 
dies within an hour. On examination the utility, even of the 
pulmonary arterial valves, is vindicated by the proof of their 
having ruptured and caused rapid venous stagnation and 
death. Similarly the sudden rupture of any valve or its 
attachments disorganises a heart much more rapidly than 
when the valve defect is slowly established and with it a 
compensatory hypertrophy of muscle takes place. 

Another man with a much stenosed pulmonary arterial 
orifice and shrunk, but hvpertrophied. right ventricle lives to 

1 Ollver-Sharpey Lectures, Brit. Med. Jour., May 19th. 

K<lln. Med Jour., 1879-80. 


be a septuagenarian, notwithstanding a universal adhesion of 
the visceral and parietal layers of the pericardium, because he 
has a specially large patent foramen ovale and the valvular 
apparatus of the left heart is sound. 

If one desires to see an incontestable picture of cardiac 
back-pressure in a less acute degree than that produced by 
valvular rupture or experimental ligation, let him examine 
the radiogram of a tightly stenosed, buttonhole, mitral valve 
with dilated and unemptied left auricle and loudly accen¬ 
tuated pulmonic second sound. This condition may prove 
suddenly fatal without any indication of auricular fibrillation 
or any evidence of ventricular failure other than the final and 
unexpected syncope which terminates life. 

Physicians who did not live to see the dawn and day of the 
modern aspect of heart disease believed that in time, some¬ 
times in one wav, sometimes in another, the driving ventricle 
failed to cope with the cumulative effect of blood retention 
or back-pressure, the failure being either gradual with the 
usual retrograde evidences of the triumph of stagnation over 
motion, or sudden and without any such manifestation. 
Within the memory of at least a generation only ventricular 
failure has been regarded as the cause of such disaster. Is 
there any other or better elucidation of the situation now 1 
The very hypertrophy attending all increased difficulty in 
evacuating the heart, which we know is greater in some forms 
of valvular defect than in others, teaches the same lesson, 
and the failure to cope with the difficulty may arise now in 
one way and again in another. It may be by the gradual 
waning of force in a once “ compensated ” but later hypo¬ 
tonic or degenerated myocardium, by the exhaustion of tbe 
heart by some intercurrent myocardial storm, and at times 
apparently by inhibitory arrest or by starvation of the 
coronary circulation. The tachycardia! heart may result in 
dilatation of the left ventricle with the development of well- 
marked mitral reflux declared by an unmistakable bruit of 
bicuspid incompetency, or in the small and contracted 
ventricle which has outrun its blood-supply, as shown by 
accumulated stagnation in the pulmonic circuit and venous 
heart and by the small empty left chambers of the organ, 
as in death from asphyxia or haemorrhage. 

Since, however, the question of cardiac adequacy was first 
mooted in the medical press, chiefly in connexion with 
recruiting for war, that of valvular disease as affecting the 
war-worthiness of the heart in the soldier has been consider¬ 
ably simplified for the neo-cardiologist, although it probably 
will be still more so for him if the war lasts a little longer. 

I have stated how the adequate consideration of the 
subject was not entered upon either by the Odver-Sharpey 
lecturer of 1911 or the Lumleian lecturer of 1917. Experi¬ 
ence has, however, driven the new cardiologists 4 to advise & 
preliminary exclusion of recruits showing evidence either of 
regurgitant aortic disease or of mitral stenosis. If Sir James 
Mackenzie is in agreement with this conclusion he has 
changed his ground since his previous declaration of the 
innocuousness of mere valvular lesion in the presence of 
adequate ventricular force. That he has had the courage of 
his opinion, I know, for I have myself advised the rejection 
of candidates with aortic disease, both for the Army and for 
life insurance, whom he has considered suitable for both 
purposes. The Lancet has also (July 22nd, 1916) in a 
leading article dealt with the responsibility involved in 
allowing recruits with aortic regurgitant disease to serve, and 
in a letter in The Lancet (August 5th, 1916) on the soldier's 
heart I gave demonstrable evidence of the importance of the 
aortic valve in maintaining the circulation of the blood. This 
looked rather like forcing an open door, but some of the 
paradoxes of the new cardiology have made almost any dis¬ 
cussion in cardiac matters more or less relevant, and have led 
to the restatement of many points once regarded as securely 
accepted. Even now the findings of the Report mentioned 
require comment. “The question,” it says, “is not one of 
diagnosis but of prognosis. A man with stationary aortic 
disease may be capable, and often is capable, of far greater 
and more prolonged strain than is a man who with severe 
symptoms of the kind described has no murmur.” In other 
words, that we are justified in gambling with the stability of 
a radically injured heart because it is at the moment in less 
parlous state than a heart inadequate from some other cause, 
native or acquired. This is an utterance very characteristic 
of the school from which it issues, which is apparently 
still obsessed by the disproportionate value it attaches to the 


* Report of Medical Research Committee, No. 8, p. 7 et seq. 
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muscular factor in the circulation. It is some evidence, 
however, of a return to the'appreciation of the truth in older 
aspects of heart disease that the new cardiologists should 
have conceded so much, and, as is their manner, unobtru¬ 
sively, changing ground with as little acknowledgment of 
having abandoned a previous position as is possible. In view 
of the action taken in this Report, the matter raised in Sir 
James Mackenzie’s letter of May 26th, with which I am now 
concerned, may be regarded as so far simplified that con¬ 
sideration may be limited to those cases which the authorities 
in question still allow to enlist and serve—namely, those 
showing systolic bruits at the base or apex of the heart, for 
the discrimination of which, as organic or functional, they 
consider auscultation to be a fallacious method of investiga¬ 
tion. With a certain obvious modification, due to the differ¬ 
ence between the exigencies of the soldier’s life in war and 
the civilian’s in peace, the considerations involved apply to 
both classes. 

The first point to determine is whether the systolic bruit 
manifested in a given case is exo- or endo-oardial and what 
its potentialities are for affecting the action of the heart. In 
my letter in The Lancet of April 14th last I stated that 
“many systolic bruits, transient or exo-cardial in nature, 
which are usually easily diagnosed and have frequently been 
fqlly appreciated, are, of course, negligible.” Sir James 
Mackenzie asks me three questions in consequence: First, 
where he may learn that negligible cardiac bruits m%y be 
distinguished from those that are not negligible; second, 
where I can point to a single instance in which with clear¬ 
ness and precision directions are given for making this dis¬ 
tinction ; and third, where the principles for assessing the 
value of murmurs are to be found. 

It is evident from these questions that he has missed the 
point of the statement I have quoted, as an organic endo¬ 
cardial bruit is never transient, except in some cases of 
recent endocarditis or in the presence of some degree of 
actual cardiac failure, when it may disappear for a time to 
return in the heart that has regained power, if it ever does 
so. His question ought to have been how organic were 
to be distinguished from inorganic or functional endocardial 
murmurs, and both these from exocardial bruits or noises. 
This, I stated, had frequently been pointed out and done. 

That essentially inorganic non-valvulitic bruits are met 
with which it is impossible to distinguish while they last 
from valvular lesions is within the knowledge of all who 
have had any considerable experience of these matters. But 
such only occur in the presence of quite evident cardiac 
failure and are always systolic and apical. They never occur 
in the recruit or in those in ordinary health, and they may, as 
I have said, disappear if there is recovery of cardiac power. 
The physiological tricuspid leak to which Sir James 
Mackenzie has referred never gives bruit unless the 
impediment in the dextrocardial circulation is patho¬ 
logical, as in pulmonary embarrassment by emphysema or 
other cause and in the atonic hearts of some young people. 
The only exceptions to the apical position and systolic time 
of the functional endocardial bruit are the rare cases in 
which a pulmonary valvular diastolic bruit is met with in 
the presence of a well-marked mitral lesion with raised 
pulmonic pressure, which is surely back-pressure, and in 
some cases of high arterial blood pressure with a forced gape 
in the sigmoid valves. The inconstancy of these murmurs 
alone reveals their inorganic character. Such cases have, of 
course, no bearing upon the selection of hearts for any active 
occupation. The exocardial bruit is also systolic in time, 
whether at the base or apex of the heart, except when it 
shows the double-shuffle of a pericarditis. 

Exocardial bruits and the transient endocardial bruits met 
with in apparently healthy and usually young subjects 1 need 
scarcely say, and I think Sir James Mackenzie will agree with 
me, are easily diagnosed by altering the posture of the person 
who manifests them and by noting*the effect upon them and 
their relation to respiration. As such they have surely been 
frequently appreciated and have presented little difficulty in 
diagnosis by that instrument, discredited by the Report to 
which I have referred—namely, the stethoscope. 

In the case of the soldier I maintain that no organic 
valvular lesion is negligible, although there may be degrees 
in the gamble with life and efficiency, if one passes some 
mitral reflux and direct aortic cases. To do either I hold to 
be unjustifiable, while to pass cases of mitral stenotic or 
aortic reflux lesions occurring in any degree whatever 
should be characterised in stronger terms. Those who would 


even think of passing such cases are only likely to be found 
among the so-called neo-cardiologists, and a chastened 
experience appears to be in the course of enlightening even 
them, if we may judge by some of the findings of the 
Research Committee’s Report. 

With the civilian the case is not quite the same as with 
the soldier. For the purposes of life insurance there are few 
organic valvular lesions which should be passed except in 
some cases for short periods and then with the risk recog¬ 
nised. But, as we all know, the civilian who is not called 
upon for strenuous effort may occasionally carry an organic 
valvular lesion through a long and not inactive life. So far 
as my own experience goes, the aortic orifice is always sound 
in such cases and the lesion mitral and reflux. Rare cases, 
such as that of the malformed heart I referred to, which 
survived to old age, are quite exceptional and explicable by 
anatomical conditions, which only emphasise the importance 
of the valvular factor in heart disease, and the necessity for 
reckoning with it in prognosis. The value, moreover, of the 
careful study of the timbre or note of an organic valvular 
murmur in a given case in which a standard of its audibility 
and pitch has been established may provide a gauge of the 
power of the chamber or chambers of the heart producing it. 
This point was early impressed upon me, and I have referred 
to it in various papers and publications. It has also been 
noted by others. 

I hope I have now shown that the bruits I characterised in 
my “ oracular ” utterance in The Lancet of April 14th as 
negligible and as having frequently been appreciated were 
exocardial bruits and those functional endocardial bruits 
which disappear or are markedly modified on exertion or 
change of posture and which are at times abolished by deep 
respiration. Sir James Mackenzie evidently desired to learn 
the criteria for the full appreciation of organic endocardial or 
valvulitic bruits. That is another matter, but may approxi¬ 
mately be done, as many writers have pointed out. Perhaps 
among recent authors the lateSirWilliam Broadbent dealt with 
the point most fully, although it has not been overlooked by 
others. One of the best writers on the auscultation of the heart 
was Peter Mere Latham, whose work on heart disease, published 
by the New Sydenham Society, with an introductory memoir 
by that master of pure English, Sir Thomas Watson, will 
always be worthy of perusal. The appreciation of organic 
murmurs can, however, only be approximately attained by 
attention to such considerations as their site, the character of 
the pulse, the changes in one or more chambers of the heart, 
and the auscultatory evidence, or absence of evidence, of 
tension in the pulmonic circuit. With these interesting topics 
I am not at present concerned, although I have incidentally 
had to touch upon them in maintaining the importance of 
the valvular factor in heart disease against exponents of the 
new cardiology. I am, Sir, yours faithfully, 

Alexander Morison. 

Upper Berkeley-street, W., June 2nd, 1917. 


AURICULAR FLUTTER DISCOVERED BY 
RADIOSCOPY. 

To the Editor of The Lancet. 

Sir, —I anticipated that one or more of our English 
radiologists would have made some remarks re the annota¬ 
tion in The Lancet of May 26th concerning auricular 
flutter as seen by the radioscopic screen. It is already well 
known that this phenomenon may be clearly recognised 
under the rays and the proportion 1:3 or 1:2 easily 
determined, and this is taught in continental text-books on 
radiology, and in particular in those written by our French 
confr6res. In October, 1915, a young soldier was brought 
into the X ray room at the East Sussex Hospital, Hastings, 
who appeared very nervous of the rays. The heart showed 
an obvious right auricular flutter with a rhythm of 3:1, 
which disappeared after 15 minutes, and was quite obvious 
to those standing round. Although I examined him on 
several occasions afterwards I never caught it again. So far 
as I know, this is the first time that a neurotic or functional 
auricular tachycardia has been noticed. The ordinary form 
of heart-block in the aged and the disturbance of rhythm 
produced by extrasystoles are generally clearly seen on 
radioscopic examination.—I am, Sir, yours faithfully, 
Walker Overend, M.A., M.D. Oxon., 

Chief Assistant. X Ray Department, St. Bartholomew's Hospital, 
and Honorary Radiologist, Bast Sussex Hospital. 

St. Leonards-on-Sea, June 6tb, 1917. 
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The Casualty List. 

The following names of medical officers appear among 
the casualties announced since our last issue :— 

Killed. 

Major A. V. Honman, Australian A.M.C. 

Previously reported Misting, believed Drowned , now reported 
Drowned. 

Capt. G. C. B. Hawes, R. A.M.C. (see The Lancet, April 21st, 
1917, p. 629). 

Lieut. J. Naylor, R.A.M.C. (see The Lancet, May 12th, 
1917, p.739). 

Wounded. 

Capt. 8. 8. Greaves, R.A.M.C. 

Capt. B. C. Tennent, R.A.M.C. 

Capt. F. P. Fisher, R.A.M.C., attached K.R.R.C. 

Capt. A. G. M. Middleton, R.A.M.C. 

Capt. A. H. Smith, R.A.M.C. 

Col. F. S. L. Ford, C.M.G., Canadian A.M.C. 

Lt.-Col. C. P. Templeton, Canadian A.M.C. 

Capt. E. D. Gairdner, R.A.M.C., attached Rifle Brigade. 
Lieut. F. G. Hack, R.A.M.C., attached Rifle Brigade. 

Lt.-Col. A. E. Hodder, R.A.M.C. • 

Capt. R. W. Smith, R.A.M.C., attached Hussars. 


Deaths among the Sons op Medical Men. 

The following sons of medical men must be added to our 
lists of those who are reported to have fallen during the war:— 
Second Lieut. F. M. Sutcliffe, London Regiment, killed in 
action, was the third son of the late Dr. J. Sutcliffe, of 
Clapham, Surrey. 

Second Lieut. R. M. Hamilton, Cheshire Regiment, acci¬ 
dentally killed abroad, was the fifth son of Dr. Hamilton, 
late of Chester. 

Second Lieut, (acting Capt.) D. W. Tonking, Duke of Corn¬ 
wall’s Light Infantry, died of wounds, was the son of Dr. 
J. H. Tonking, of Camborne, Cornwall. 

Major R. Bolster, M.C., Royal Artillery,killed inaction,elder 
son of the late Surgeon-General T. Bolster, R.N. 


Mentioned in Despatches. 

The following are mentioned in a despatch, dated June 12th, 
1917, dealing with operations near Basra in April, 1915:— 

Lieut. N. S. Jatar, I.M.S.; Temp. Lieut. W. B. Patel, 
l.M.S.: Capt. A. R. Thomas, I.M.S.; Assfc.-Surg. (4th class) 
M. J. Nicholas, I.8.M.D.; Senr. Sub-Asst.-Surg. (1st class) 
Azhar Husain, I.S.M.D. _ 

Foreign Decoration. 

French. 

MedaiUe d'Honneur des Epidemics en Argent.— Temp. Capt. 
<temp. Maj.) A. G. Whitehome-Cole, R.A.M.C. 


The Artist at the Front. 

Part 1. of Vol. II. of Mr. Muirhead Bone’s drawings, 
issued from the offices of Country TAfe and Messrs. George 
Newnes under the title of “The Western Front,” has the 
same high standard of imagination and technique as its 
predecessors. The larger proportion of the etchings are 
coloured, with very pleasing results. It will be noticed that 
Mr. Muirhead Bone, after his visit to the munition works and 
the Grand Fleet, has returned to France, as the current issue 
of “The Western Front ” is devoted to the battle of Arras, 
with illustrations of Bapaume, Peronne, Thiepval, and other 
points of interest in the great advance. The prefatorial descrip¬ 
tion of the battle of Arras forms one of the finest stories of a 
battle that we have ever read even in these days of journalism 
through the medium of pens of acknowledged distinction 
dealing with unrivalled opportunities. We cannot attempt to 
single out for particular notice any of the pictures. 


Hospital for Limbless Soldiers.— Princess 

Louise has recently opened Erskine House, near Glasgow, as 
a hospital for limbless soldiers with accommodation for 
400 patients. Some 450 men have been already provided 
with limbs manufactured by Scottish labour. About £200,000 
has been raised for equipment and endowment of the 
hospital. 


BATTALION SANITARY STANDING ORDERS. 

The article whioh follows has been contributed by Captain 
H. W. Bayly, R.A.M.C.(T.), M.R.C.S., L.R.C.P. Lond. 

The regular officers of the Royal Army Medical Corps 
receive a thorough and practical education in sanitation and 
hygiene, but circumstances do not usually permit Territorial 
or temporary medical officers to acquire a similar knowledge 
and experience. Many general practitioners or recently 
qualified men join the Royal Army Medical Corps as 
temporary officers and become attached to battalions with 
but a hazy idea as to the scope of their duties and with a 
very superficial knowledge of the contents of the admirable 
handbooks on the subjects of sanitation and hygiene 
provided and issued by the Army medical authorities. 

Sanitary Duties of Battalion Medical Officers. 

The temporary Royal Army Medical Corps officer often 
leaves his practice with the idea that sanitation is the work 
of a specialist and that his army duties will consist of 
attending to regimental sick and dressing wounded under 
fire. He usually quite fails to realise that his most valuable 
I and important work may lie in the path of preventive 
! medicine. 

It is of the utmost importance that he should realise his 
position as the last link in the wonderful chain of practical 
science and administrative organisation between the private 
soldier and the Director-General of the Army Medical Servioe. 
Headquarters do everything possible to ensure efficient sanita¬ 
tion of the different sectors, and the most up-to-date orders are 
issued supplementing the excellent orders and regulations 
contained in the handbooks ; but the final responsibility very 
largely remains still with the battalion medical officer. He 
alone is in a position to see that these orders and regula¬ 
tions for the health of the men and the sanitation of the 
area occupied by them are carried out. He alone can obtain 
their active cooperation in this work. 

However perfect such orders and regulations may be, they 
will avail nothing if the battalion medical officer fails to see 
that they are carried out. Only by the ceaseless care and 
energy of the battalion medical officer can efficient sanitation 
be enforced and maintained. Constant disappointment, 
frequent rebuffs, must not discourage him. Although he 
knows that as soon as he is beginning to get things straight 
his battalion will be moved somewhere else, still, he must 
remember that although his particular unit will not benefit 
from his labours the work is not lost, and some unit of the 
B.E.F. will benefit. He must never allow popularity to 
come for one moment before duty, and it is not always easy, 
especially for a young man, to insist on the necessity of some 
work which may not appear as a necessity to a non-medical 
mind burdened with responsibility of a purely military nature. 

To most non-commissioned officers and men Army Orders, 
or even Divisional Orders, are remote from their life as a 
unit, and to them their battalion is their world. It therefore 
appears advisable that every battalion should have its own 
standing orders dealing with sanitation and hygiene. Such 
orders must be very simple and explicit or they will be 
evaded, and the excuse made that they were misunderstood, 
or ignorance will be pleaded. Lectures on sanitation must 
be given by the medical officer of the battalion by companies, 
in which the standing orders are gone through item by item, 
and the ‘ * why ” and 4 ‘ wherefore ” explained. The soldier must 
be made to see that the Standing Sanitary Orders are drawn 
up for his own good, and that they are not just the arbitrary 
and annoying whim of a faddy medical offioer. 

As battalion medical officers fall sick or become casualties 
their places are taken by others, and continuity in sanitary 
methods is liable to be interfered with ; thus Battalion 
Standing Sanitary Orders would help in assisting continuity. 
Divisional orders dealing with questions of sanitation 
accumulate rapidly, and it takes some considerable time for 
a medical officer to master the voluminous file of old orders ; 
also, especially duiing an attack, or if the medical offioer 
and sick sergeant become casualties, the file of orders may 
be destroyed or lost, and a new medical officer would find the 
Battalion Standing Sanitary Orders a great help. 

1 drew up the following standing sanitary orders for rest 
camp, on the march, and trenches, and the commanding 
officer of the battalion to which I had the honour of being 
attached was good enough to have them published in 
Battalion Orders after they had received the sanction of my 
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Assistant Director of Medical Services. They are only an 
'extract, in simple language that can be understood by the 
men, of the many admirable orders, rules, and regulations 
contained in the Army publications and orders. They are 
based on practical front-line battalion experience, and my 
bope is that they may serve as a useful guide to battalion 
medical officers who are new to their work. Doubtless they 
can be advantageously modified to meet varied circumstances 
and environments, but I think that if somewhat similar 
Standing Sanitary Orders were enforced in every battalion 
they would assist in the carrying out of the wishes of the 
higher commands as expressed in Army Corps and Divisional 
Orders. 

Battalion Standing Sanitary Ordbrs. 

I.—Rest Camp. 

A. Conservancy. 

1. Latrines .—(a) Type : Temporary. Bucket* or tins with post and rail 
seat. Front of tin to be 4 in. behind bar, with a tin gutter 8 in. broad 
leading from back of bar into tin. Permanent. Buckets with doted in 
teats and with covers for holes. Where permanent latrines of other 
types have been constructed by previous units they may be used 
subject to the sanction of the medical officer. (b) Disinfection : 
Buckets or tins to be disinfected with chloride of lime, (c) Buckets or 
tins to be emptied at 8 a.m. and 3 p.m. and contents burned in closed 
destructor where possible, but otherwise burled at least. 100 yards from 
any house, hut. tent, or bivouac, (d) Kvery man to cover excreta with 
dry earth (or sawdust where possible) after using latrine, (e) Men are 
strictly forbidden to relieve themselves except in latrineB. (/) Latrine 
seat must be washed dally with cresol solution. 

2. Urinals.—{a) Urine pits to be constructed a<‘cording to orders of the 
medical officer, (b) One urine bucket or tin to l»o placed outside each 
hut or billet of every platoon for use during night only, (c) Urine tins 
to contain 3 oz. cresol solution, (it) Tins t > be emptied Into urine pita 
at 8 a.m. daily, (e) Men are strictly forbidden to urinate except into 
the tins, buckets, or urine pits provided. 

3. Incinerators. —(a' Type ; Where possible, closed incinerators of the 
Horsfall pattern should be built by the pioneers of the battalion for the 
destruction of excreta. They may be built of tins full of earth, puddled 
clay, and corrugated Iron sheeting. Where excreta are buried, open 
tncinerators may be used for the burning of rubbish. {!>) One Incinerator 
per company Is required and one for headquarters. (c) Incinerators 
should be lit at 8 a.m. and kept well burning all day and fully charged 
before leaving duty at 4 p.m. 

B. Disposal of Bet use. 

1. Food and hut refuse. — (a) All remains of food, empty tins, rubbish, 
Ac., to be collected immediately after each meal and placed in the 
receptacle provided. The platoon sergeant will be responsible for the. 
collection of refuse. (6) The refuse receptacles will be emptied and 
contents removed by the sanitary squad at 9 a.m. and 2 p.m. and 
burned In the incinerator. 

2. Cook-house refuse.—(a) A. receptacle to be provided adjacent to each 
cook-house for the collection of “pig-tub” refuse, (b) Contents to be 
removed daily by local contract or to be burnt in the incinerator. 

3. Sullage water from cook-house.—(a) A sullage pit of the type 
recommended by the medical officer to be made as near each cook¬ 
house as practicable, (b) The hay or straw filter-layer to be burned 
dally in the incinerator, (c) The sand, gravel, or ash filter-layer to be 
changed once a week and the touted material that is removed buried. 

(d) The sullage pit to be used for greasy water only. 

4. Horse-dung. —All horse-dung to be removed dally, either (a) by 
arrangement with local farmers ; (b) by burning in the incinerator; or 
(c) by burial In a pit or by being covered with a 6 in. layer of 
fresh earth. 

C. Water and Food. 

1. Water (drinking and cooking).—Men are strictly forbidden to 
drink any water, or fill their water-bottles with any water, or use any 
water for cooking purposes, except that obtained from the water-carts, 
unless by permission of the medical officer as published in orders. 

2. Food.—(a) Rations will be issued by non-commissioned officer or 
senior soldier in charge of each section, only sufficient rations for each 
meal being lasued at one time, (b) All unopened tins of food to be 
kept in a cool place until issued. ( c) All bread, biscuit, cheese, sugar. 
Ac., to be kept In a dust- and fly-proof receptacle until issued, (d) Meat 
(freah) to be kept in a dust- and fly-proof safe until Issued, (c) Tins 
only to .be opened Immediately before consumption of contents. 
(/) Any unconsumed food reserved for future consumption, or any food, 
chocolate, sweets, Ac., contained in a parcel from home, to be placed 
In a dust- and fly-proof receptacle provided or in closed mess-tins. 

D. Fly Prevention and Destruction. 

(a) All refuse left by previous units must be collected and burned in 
the Incinerator. (b) All foul ground from which refuse lias been 
removed must be sprayed with cresol solution or with a vermorol 
spray, (c) All wooden or paved flooring must be brushed out daily 
and washed once a week with cresol solution. 

E. Personal Cleanliness. 

1. Ablution places.—(a) To be washed down dally, (h) The soapy 
water to be directed by open drains into two pits in series separated 
by a trap. The first or cleansing pit to contain chloride of lime and 
the effluent to be run off from 9 in. below the surface of the scum Into 
the second or soakage pit. (c) The scum to be skimmed off the cleansing 
pit at least once a week and fresh chloride of lime added. 

2. Baths.—(a) Permanent: When possible every man will have at 
least one hot bath per week. Platoon sergeants will be responsible that 
the bath rolls of their platoons are correctly kept. (b) Temporary : 
Where permanent baths are not provided a temporary bathing place 
will be, if possible, established and use made of the local tubs and 
coppers that are available. This bathing place must be trenched and 
dimmed into two large sullage pits in series, as with ablution places. 

(e) Bathing oat ades : In rivers, streams, Ac. Platoon sergeants will 
be responsible that the rolls for such parades are correctly kept. 


3. Washing and sterilisation of underclothes and blankets.—(a) Shirts, 
vests, and pants should be washed at least once a fortnight; socks must 
be washed once a week, (b) These articles should, if, possible, be 
sterilised in a steam steriliser once in six weeks, (c) In fine weather 
blankets must be exposed to sun and wind for at least one hour daily. 

F. Ventilation. 

1. Billets.—AW windows to be kept wide open day and night during 
summer months except on weather side during a rain-storm. During 
winter months windows to be kept wide open for at least one hoar 
daily. 

2. Huts.—(a) Windows and ventilators to be kept open day and night. 

(b) During windy weather in winter, if the hut contains windows on 
two sides, those on the weather side may be closed, (c) If the hut has 
loose tarpaulin sides these will be raisea for at least one hour per day 
unless there is heavy rain and wind. ( d) Windows or ventilators 
must not be blocked with sacking or other obstacle to free ventilation. 

3. Tents.—(a) Walls of tent to be rolled up during day when tent is 
unoccupied except during heavy rain or wind, (b) During fine warm 
weather tent door to be kept open at night. 

II.—On thk March. 

A. Latrines.—(a) At every place where the battalion stops for an 
hour or longer shallow- trench latrines of the 1x2x3 type should be 
dug by the sanitary squad in the proportion of one for every company 
and one for headquarters. Latrines must be filled in before proceeding. 

(b) During short halts or when a man has obtained permission to fall 
out on the march to relieve himself, he should dig a small hole with 
hi6 entrenching tool, and after easing himself should fill In the hole 
w-lth earth. 

B. Urination.—(a) At every place where the battalion stops for an 
hour or longer an open urine pit 3 x 3’ x 3’ should be dug out and 
filled in before proceeding, (b) During short halts or when a man has 
obtained permission to fall out to pass water he should be careful not 
to urinate within 50 yards of any pump, well, stream, reservoir, or 
pond. <c) If the battalion falls out In a village the men should make 
use of the public urinals provided by the military or local civilian 
authorities. 

C. Refuse.— All remains oi food, empty tins, Ac., must be collected 
and buried in the urine pits and latrine trenches before proceeding 
after a rest for meals. 

D. Water.—(a) No water to be drunk under any circumstances what¬ 
ever except from the water bottles carried, (b) No w-ater to be drunk 
without the permission of an officer, (c) No water, other than water- 
cart water, to be used for cooking unless the permission of the medical 
officer has first been obtained. 

III.—Ix the Trenches. • 

A. Conservancy 

1. Latrines.—(a) Type : Tins with bar and gutter as in temporary rest 
camp, (b) Disin fection : As In rest camp, (c) Tins to be emptied into 
a shell hole, or other pit, at least 20 yards from trench, and covered 
with 1 foot of earth, (d) Latrine tins to be emptied and contents 
burled once every day and during hours of darkness only. ( e) Kvery 
man to cover excreta with dry earth after using latrine. (/) Men to be 
strictly forbidden to relieve themselves in unused communication 
trenches or anywhere except In the latrines provided, (g) Latrine 
seats must be washed dally with cresol solution, (h) Occupied 
trenches to be provided with latrine accommodation every 300 yards. 
Communication trenches to be provided with latrine accommodation 
every 600 yards. 

2. Urinals.—(a) Only water-tight tins to be used. (6) Tins to be 
raised up so that top level is 2 feet above ground level, (c) Tins to be 
disinfected with 3 or. cresol solution. (d ) Tins emptied as with 
latrines, (f) Accommodation as w-lth latrines. (J) Men strictly 
forbidden to urinate In unused trenches, or anywhere except in the tin9 
provided. 

B. Disposal of Refuse. 

(a) All refuse, empty tins, remains of food. Ac., to be collected after 
each meal and placed in sandbag provided. Refuse must not be thrown 
over parapet or parados. ( b ) Refuse bags to be buried every night. 

(c) Any rubbish heap or foul ground that smells or attracts flies must 
be sprayed with creosol solution or a vermorel spray, and covered with 
fresh earth, (d) All refuse of any kind left littering the parapet, 
parados, or ground within 20 yards of a trench by previous occupiers of 
the sector must be removed and buried as soon as reasonably possible. 
(e) All greasy or soapy water must be poured into a hole and covered 
with fresh earth. 

C. Water and Food. 

1. Water.—(a) Men are strictly forbidden to drink any water or to 
fill their w-ater-bottles with any water, except that supplied for their 
use by tank, pipe, or water cart, (b) Well or pump water from adjacent 
houses must not be used for cooking unless the permission of the 
medical officer has been first obtained. 

2 Food.—(a) Tins only to be opened immediately before consumption. 
(6) Any unconsumed food reserved for future consumption to be placed 
In a dust- and fly-proof receptacle, such^p a closed mess-tin. 

D. Corpses. 

If, owing to position or decomposition, removal for burial Is im¬ 
practicable, the body. If wlthta 30 yards of trench, must as soon as Is 
reasonably possible be covered with 1 foot of earth or soaked with 
petroleum and burned. 

Addendum to Standing Sanitary Orders. 

IV.—Duties of Sanitary Personnel. 

1. The sanitary squad will be under the orders of the medical officer. 

2. Routine hours of work in rest camp shall be 8 a.m. to noon and 
2 p.m. to 4 P.M. 

3. During the hours of work no man may absent himself from his 
duties. 

4. Members of the sanitary squad will be excused all parades and 
fatigues with the exception when in trenches, of ration, water, and 
trench cleaning fatigues. 

5. Two sanitary men alternately of eaoh company will attend roll- 
call dally. 

6. When on the march, In trenches, or on any special occasion (such 
as on arrival at, or departure from, a camp) the sanitary squad may be 
required to w-ork before 8 a.m. or after 4 p.m. 
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7. Members of the sanitary squad will act as sanitary police and will 
report to the sanitary corporal, who will report to the medical officer, 
who will report to the officer commanding company every or any 
breach in the Battalion Sanitary Standing Orders, and they shall have 
authority to demand the name and number of any offender. 

8. The medical officer will make a sanitary inspection of the camp or 
billets or trenches daily and instruct the sanitary corporal as to the 
work to be done. 

9. The medical officer will give special lectures while in rest camp on 
sanitation to the sanitary squad at least once a month. 

10. The sanitary corporal will be responsible to the medical officer for 
the carrying out of the Sanitary Standing Orders and the additional 
orders of the medical officer. 

11. The medical officer will give occasional lectures on sanitation 
when in rest camp to the officers and men of the battalion, explaining 
the Standing Orders. 

12. The duties of the sanitary squad shall consist of: (a) Preparing 
latrines, urine pits and tins, sullage pits, and refuse pits, (b) Attending 
to the same. (c. Collecting and burning all refuse and rubbish from the 
receptacles provided. ( d) Disinfection of foul ground. ( e) Reporting 
offences against Sanitary Orders. 

Need of Constant Inspection. 

In conclusion, I venture to insist on the urgent necessity of 
the battalion medical officer satisfying himself by daily inspec¬ 
tion that his orders and the Battalion Standing Sanitary Orders 
are being carried out. It is quite useless giving orders if the 
orders are not backed up by frequent inspection. Nothing 
must be skipped, and it is as important to visit every trench 
latrine and dug-out as to make the daily round of billets and 
sanitary areas when behind the lines. The medical officer's 
daily visit to front-line trenches shows that he really believes 
in the importance of his teaching and helps to establish the 
friendly cooperation of the men. Unused communication 
trenches are apt to become insanitary if a watchful eye is not 
kept on them. 

It is quite fallacious to think that a battalion medical 
officer has a lazy time except during a “push.” On the 
contrary, if he performs all his duties efficiently he is busily 
employed nearly afll his day, and especially so in rest camp, 
where his lectures on sanitation and first aid to officers, 
non-commissioned officers, and men, as well as to his own 
particular charges, the sanitary squad and stretcher-bearers, 
will be part of his routine week-day work. If a battalion 
medical officer complains that he is bored and has nothing 
to do, one can be very certain that he has failed to realise 
the scope of his duties and is not an efficient battalion 
medical officer. 


Red Cross Gifts.— A menu card with draw- 

1 ings of penguins on the back by Captain Evans, of the 
\ Broke , has realised £1000 for the Red Cross. Mr. Walter 
| Morrison has given a donation of £10,000 to the City of 
. London Branch of the British Red Cross Society. £11,650 
j have been given by the British Farmers’ Red Cross Fund for 
j the purpose of meeting the expenses of the two hospital 
j trains presented to the Red Cross by the Flour Millers of the 
j United Kingdom. 

! 

URBAN VITAL STATISTICS. 

| (Week ended June 9th, 1917.) 

English and Welsh Towns — In the 96 English and Welsh towns, with 
! an aggregate civil population estimated at nearly 17,000.000 persons. 

the annual rate of mortality was 12*7, against rates tteadily de- 
j dining from 18 5 to 12*7 per 1000 in the eight preceding weeks. 

In London, with a population exceeding 4,000,000 persons, the 
I death-rate was 12*1, or 0*4 per 1000 above that recorded In the pre¬ 
vious week; among the remaining towns the rates ranged from 
| 4*5 In Hornsey, 5 3 in Newport (Mon.), and 5 4 in Northampton 
I to 20*4 in Walsall, 21*0 in Gloucester, and 23*0 in Sunder land. 

; The principal epidemic diseases caused 348 deaths, which corre¬ 
sponded to an annual rate of 1*1 per 1000, and included 208 
, from measles, 61 from whooping-cough, 45 from infantile diarrhoea, 
22 from diphtheria, and 6 each from enteric fever ana scarlet fever. 

: The deaths from measles were 37 fewer than in the previous week, 
and caused the highest annual death-rates of 3*3 in West Hartlepool 
j and In South Shields, 3*6 in Sunderland, 3*9 in West Bromwich, and 
4*5 in Middlesbrough. The 636 cases of scarlet fever and 1082 of 
i diphtheria under treatment in the Metropolitan Asylums Hospitals 
J and the London Fever Hospital were respectively 10 and 21 above 
, the numbers remaining at the end of the previous week. Of the 4116 
] deaths from all causes in the 96 towns, 134 resulted from violence. The 
causes of 24 deaths were uncertified, of which 3 were recorded in 
: Birmingham and in Sunderland, and 2 each in Stoke-on-Trent, South 
t Shields, and Gateshead. 

| Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
! population estimated at nearly 2,500,000 persons, the annual death-rate 
! was equal to 14*9, against rates declining from 17*0 to 16*0 per 1000 in 
; the three preceding weeks. The 325 deaths in Glasgow corresponded 
to an annual rate of 15*2 per 1000, arid included 3 y from whooping- 
cough, 32 from measles, 3 each from diphtheria and infantile diarrhoea, 
and 1 from scarlet fever. The 110 deaths in Edinburgh were equal to 
a rate of 17*3 per 1000, and included 7 from whooping-cough, 6 from 
measles, and 1 from infantile diarrhoea. 

Irish Towns.— The 141 deaths recorded in Dublin were equal to an 
annual rate of 18*4 per 1000, and included 3 from.measles, and 2 each 
from whooping-cough and infantile diarrhoea. The 101 deaths in 
Belfast corresponded to a rate of 13'4 per 1000, and included 2 from 
whooping-cough, and 1 each from enteric fever, measles, and infantile 
diarrhoea. 
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Committee for the Investigation of Atmospheric Pollution : Summary of Reports for the Months ending 
Dec. 31st, 1910. Jan. 31st , 1917. 
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18-1611*90 0-70 0-02 

3- 19'l6*20|l*79 0-68 0 05 

4- 661 9 15 3-17 0-64 0 05 

8- 31120-26 5 49 0 60 0 09 

9- 29 29-49 5*70 0‘92 0‘08 
5*31,13 89 ;2*42 0 94 ,0 18 
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— 21-CO — — — 

4 17 23*34 2-62 0 50,0*11 
3*741 — 2-03 0*4 0 03) 


1*89 12-78 1*40 0 31 0‘13 
5 44:) 3-78 2-55 0 69 0*20| 


England. 

Leicester. 

London— 

M ete or o logical 

Office. 

Embankment 

Gardens . 

Finsbury Park ... 
Ravenscourt Park 
Wandsworth Com. 
Golden Lane 

Malvern . 

Manchester— 
Queen’s Park ... 
School of Techno¬ 
logy . 

St. Helens . 

N e wcas tle-on-Tyn e 

York. 

Scotland. 
Coatbridge . 
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33 — 033 


i 

1*68 . 1*12 2 11 
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0*9110*01 
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5*86l 0*9110*40 0*02 
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4*51 
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! 2*C6 10-2111*34118*31 
17*59! 3*75; 5 40 32 86! 
1*24 j 4*27 5*56112*16j 


- 18*40! - 
3*80 
2*80 
3*00 


63 0*20: 1*59 3*67 12*14' 2*93! 10*53| 


1*93 


0 2510 01 


1*08 0*16 
1*5610*15 
109) 0*06 
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There are no returns in these tables from Exeter, the work having been discontinued owing to the war, nor from the Metropolitan 
Stations, Victoria Park (December and January) and Wandsworth Common (December), on account of .. « nM i n Ki A i„ a 

“Tar" includes all matter insoluble in water but soluble in CS 2 . “Carbonaceous includes all < 
in OS*. “Insoluble ash” includes all earthy matter, fuel, ash, kc. One metric ton per sq. kilometre is equivalent to: (a) Approx. 91b. per 
acre • (b) 2-56 English tons per sq. mile; (c) one gramme per sq. metre; (d) 1/1000 millimetre of rainfall. . 

The personnel of public health authorities concerned in the supervision of these examinations and of the analytical work involved remains the 
same as published in previous tables. 
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THK SERVICES. 


BOTAL NAVAL MBDIOAL SBRVIOB. 

~ Deputy Surg.-Gen. P. B. Handyside to be Surgeon-General, and 
Fleet-Surg. W. Bett, M.V.O., to be Deputy Surgeon-General. 

To be Temporary Surgeona: J. B. Jackson, J. B. G. McGibbon. 

ARMY HEADQUARTERS STAFF: MEDICAL BRANCH. 

To be Temporary Directors, Medical Services in India: Surg.-Gen. 
J. G. MacNeece, C.B., Army Medical Service; Surg.-Gen. T. J. 
O’Donnell, C.B., D.8.O., Army Medical Service. 

ARMY MBDICAL SERVICE. 

Col. A. B. Roes, C.M.G., Canadian A.M C., to be Deputy Director 
of Med'cal Services, vice Col. G. L. Foster. C.B., Canadian A.M.C. 

Lieut.-Col. F. S. L. Fori. C.M.G., Canadian A.M.C., to be Assistant 
Director of Medical Services, and to be temporary Colonel whilst so 
employed, vice Col. A. E. Ross, C.M.G., Canadian A.M.C. 

Cfapt. G. H. K. Gibson, Canadian A.M.C., vioe Lieut. Col. F. S. L. 
Ford, C.M.G., Canadian A.M.C., and Lieut.-Col. C. P. Templeton, 
Canadian A.M.C., to be Deputy Assistant Directors of Medical Services. 

Lleut.-Col. Cecil A. Lane, R.A.M.C., from Supernumerary List, to be 
Colonel _ 

ROYAL ARMY MBDICAL CORPS. 

Major D. P. Kappele, Canadian A.M.C., to be temporary Lieutenant- 
Colonel whilst holding appointment as Officer Commanding, Canadian 
Cavalry Field Ambulance. 

J. Macpberson to be temporary Honorary Lieutenant-Colonel. 

Temp. Hon. Capt. C. McNeil to be temporary Honorary Major whilst 
serving with the Scottish Red Cross Society. 

Oapt. H. Megglttto be Major. 

To be temporary Majors: Temp. Capts. A. B. H. Bennett, R. H. 
MacDonald, C. J. Marsh, W. H. Whltehouse, G. G. Greer. 

Lieut. W. Brander is restored to the Establishment. 

Major (temp. Lleut.-Col ) R. Corfe relinquishes his temporary rank 
on ceasing to command a field ambulance. 

Major J. R. Williams relinquishes his commission on account of ill- 
health, and is granted permission to retain his rank and wear the 
prescribed uniform. 

Capt. G. D. Freer relinquishes his commission on account of ill- 
health. 

Temp. Capt. A. B. Taylor, Canadian A.M.C., resigns hla temporary 
commission. 

Temp. Capt. J. Brereton-Barry relinquishes his 00 mmission on 
account of ill-health. 

SPECIAL RISKSVX OF OFFICERS. 

Capt. (temp. Major) W. M. Parham relinquishes his temporary rank 
on alteration in posting. 

Lieutenants to be Captains: P. N. Cook, H. M. C. Macaulay. 

To be Lieutenants: A. D. Gorman (from Glasgow University Con¬ 
tingent O.T.C.), A. H. Boon, R. McGregor. 

TERRITORIAL FORCE. 

Captains to be temporary Majors: D. Douglas Crawford, J. Hay. 

lieutenants to be Captains: L. A. Williams, M. B. G. Sin nett*, 
H. Vallow. 

Temp. Capt. J. J. O’Neill relinquishes his commission. 

TERRITORIAL DECORATION. 

The King has conferred the Territorial Decoration upon the under¬ 
mentioned officers of the Territorial Force, R.A M C.: Major A. Butler, 
Major A. C. Hartley, Lleut.-Col. W. G. Richardson, Major (temp. 
Lleut.-Col.) G. A. Troup, Major (temp. Lleut.-Col.) A. W. Anderson. 
Major R. B. Sidebottom (attached Cheshire Regiment), Major R. Brodie 

S ttached Seaforth Highlanders), and Major Peter Paget (attached Bast 
ent Regiment). _ 

JOURNAL OF THB ROYAL ARMY MBDICAL CORPS. 

In the May number of the Journal of the Royal Army Medical Corps 
Colonel Andrew Fullerton. C.M.G., has a useful article on Injuries of 
the Bladder and Urethra In War, these lesions having received very 
Httte attention on the part of writers on military surgery during the 
present war; and Colonel Cutbbert S. Wallace, C.M.G., discusses the 
treatment of Gas Gangrene as seen at the Casualty Clearing Stations. 
While it is true that the disease is not so dangerous now as it used to 
be, because of the universal opening-up ot wounds, the amount of 
trouble that it entails, and the amount of disturbance that it is necessary 
to Inflict on a grievously wounded patient, makes the author of the 
communication long for some remedy other than surgical Interference. 
With the object of showing the frequency and nature of the diseases 
of the ear, throat and nose met with in a T.F. General Ho-pital 
Captain A. Brown Kelly contributes an article on statistics of the first 
10CK) of these diseases treated in the Fourth General Hospital, Stobblll, 
Glasgow, and Lieutenant-Colonel C. M. Wenyon and Captain F. W. 
O’Connor continue their joint inquiry into problems affecting the 
spread and incidence of Intestinal protozoal infections of British 
troops and natives in Egypt. 


The late Db. C. E. Todd, of Adelaide.— 
Charles Edward Todd, M.R.C.8. Eng., M.D. Brux., whose 
death at Adelaide is announced, was son of the late Sir 
Charles Todd, F.R.S., and received his medical education at 
St. George’s Hospital, qualifying in 1882. Going out to 
Australia, be became surgeon to the Adelaide Hospital and 
to the Soath Australian Police Department, and was one of 
the best known operators in Australia. From 1901-2 he was 
president of the South Australian branch of the British 
Medical Association, and he held a commission as justice of 
the peace. 


Hhbtt&I Steins. 


University of London. — The Appointments 
Board was constituted by the Senate in 1909 for the purpose 
of assisting graduates and students of the University to 
secure appointments. About 2500 graduates and students 
have up to the present taken advantage of tbe Board’s 
organisation, and a considerable proportion of them have 
secured appointments through its agency. The war has 
naturally impeded its general work, though not its useful¬ 
ness. It is believed that after the war there will be mnoh 
greater opportunities of successful work. Special efforts 
will be made to meet the employment needs of students and 
graduates who have served in the Army and Navy, and who 
may be temporarily displaced. All such graduates are invited 
to send their names to the secretary at once. The offices are 
at the University, South Kensington, 8.W. 7. 

The Local Government Board of Ireland 
and Doctors of Military Age.— The legality of the 
attitude of the Local Government Board, Ireland, in refusing 
to sanction tbe appointment to Poor-law offices of medical 
men of military age will shortly come before tbe courts for 
decision. A conditional order of mandamus was granted 
recently by the King’s Bench on behalf of the Rathdown 
guardians, directing the Local Government Board to exercise 
their discretionary power of sanctioning the appointment of 
Dr. D. Boland to the position of medical officer. Sanction had 
been refused on the gronnd that the doctor was of military 
age, and the guardians submitted that there was no power 
of refusal when a man was qualified for the appointment. 
Several other boards are awaiting the decision in this case. 

Centenarian.— The King has sent a letter of 
congratulation to Mrs. Clntten, of Bungay, Suffolk, who has 
celebrated the 100th anniversary of her birthday. 

The office of the Assistant Director of Medical 
Service for the London Area of the Overseas Military Forces 
of Canada has been changed from 76, Strand, W.C. 2, to 13, 
Berners-street, W. 1. 

Royal College of Surgeons in Ireland.— 
The annual election of honorary offloers and Council of the 
Royal College of Surgeons in Ireland took place on June 4th. 
There was no change either in the officers or in the 
members of Council. Lieutenant-Colonel William Taylor 
therefore now enters on his second year of office as President. 

The Dentists’ Register.— The official register 
for 1917 contains the names of 5512 dentists, of whom 11 are 
on the colonial and 16 on the foreign list. Of the 5485 United 
Kingdom dentists, 4134 hold licences in dental surgery, and 
1351 are registered on their own declaration of being in 
bona-fide practice of dentistry. Of the former, 462 have 
additional surgical or medical qualifications, of the latter 7. 
The number added by registration daring the year 1916 was 
195, 8 were restored to the Register, and 144 were removed— 
120 on evidence of death, 0 on ceasing to practise, 23 under 
Section XII., and 1 under Section Kill, of the Dentists 
Act, 1878. 

Death of the Inventor of the Simpson Lamp. 
—The death is announced on Tuesday, June 5th, of Mr. 
William Speirs Simpson, civil engineer, the inventor of the 
lamp which bears his name. The applications of this lamp 
in therapeutic practice were described in The Lancet of 
Jan. 8th, 1916, p. 76, Jan. 29th, 1916, p. 240, Feb. 19th, 
1916, p. 405, and March 4th, 1916, p. 508. The observa¬ 
tions seem to prove that this lamp is not capable of 
producing penetrative rays but intensely actinic rays, which 
effect a marked destructive influence' on bacteria. The 
poles of this aro lamp consist of wolframite, a tungsten 
compound, and the rays so produced are much more powerful 
than those given by the electrodes of the original Finsen 
lamp. 

Donations and Bequests.— Mr. and Mrs. G. W. 
Hayes, of Chester, have given £17,000 to Chester Infirmary 
for the purpose of endowing a ward in memory of their son, 
who was killed in action.—By the will of the late Mr. James 
Bruce, D.L., J.P., of Thorndale, Belfast, the testator left 
£1000 each to the Belfast Royal Hospital and the Society for 
Providing Nurses for the Sick Poor, Belfast; £500 each to 
the Belfast Nurses’ Home and Training School, the Belfast 
Maternity Hospital, the Belfast Hospital for Sick Children, 
and the Belfast Consumption Hospital.—Miss M. E. P. 
Elliott, of Devonport, has bequeathed £2000 to Dr. 
Hingston’s Convalescent Home at Devonport, and £500 to 
Dr. Hingston’s Deaf and Dumb Institution, £1000 to tbe 
Plymouth Eye Infirmary, and £300 to the Soath Devon 
and East Cornwall Hospital, Plymouth. 
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Hospital Saturday in Belfast.— The collection 
on Saturday, June 2nd, for the Royal Victoria Hospital, 
Belfast, has already realised £1512; and when all the out¬ 
lying districts have made their returns the total is expected 
to reach at least £1700, which is the largest amount ever 
obtained. 

Royal Sanitary Institute (90, Buckingham 
Palace-road, 8.W.).—The next sessional meeting will be 
held at the Town Hall, Weston-super-Mare, on Saturday, 
June 30th, at 11.30 a.m., when Dr. W. G. Savage (medical 
officer of health for Somerset) will open a discussion on 
“ Meat Inspection in Rural Districts.*’ Dr. W. J. Howarth 
will be in the chair. 

Benn Ulster Eye, Ear, and Throat Hospital, 
Belfast.— At the annual meeting of subscribers to this hos¬ 
pital held on May 3l9t it was reported that during the past 
year there were 1560 new extern patients, while 470 were 
admitted to the wards. Five of the members of the medical 
staff have been granted commissions. The financial con¬ 
dition of the institution was sound, though it was stated 
that less than one-sixth of the income of the hospital was 
received from the public. 

National Dental Aid Fund.— On Tuesday, 
June 12th, at the Mansion House, the Lord Mayor presided 
at a meeting of this fund, which is really an extension of 
the Soldiers’ and Sailors’ Dental Aid Fund. The movement, 
which is known as the Ivory Cross, will now give dental aid 
to discharged service men, the home armv, the mercantile 
marine, and the necessitous poor. It has the support of the 
dental profession, and letters of approval were read at the 
meeting from, amongst others, Sir Arthur Newsholme (Medi¬ 
cal Officer, Local Government Board), Sir StClair Thomson, 
M.D., Mr. W. H. Dolamore (President, British Dental Asso¬ 
ciation), and Mr. W. Francis Mellersh (President, Metro¬ 
politan Branch, British Dental Association). The temporary 
offices of the fund are 10, Conduit-street, W. 1. 


IJarlkmentarg Intelligent*. 


NOTES ON CURRENT TOPICS. 

The Parliamentary Session. 

Both Houses of Parliament have now resumed after the 
Whitsun Recess. _ 


HOUSE OF COMMONS. 

Thursday, June 7th. 

American Medical Men in France. 

Sir George Greenwood asked the Under Secretary for 
War whether a large number of American doctors had 
recently been sent, by arrangement with the British 
Government, to treat British wounded soldiers in France; 
whether the American degrees of such doctors had been 
recognised for this purpose; whether he was aware that 
American osteopathic doctors held similar degrees and 
diplomas to those held by the doctors so sent to treat British 
wounded in France and were equally qualified to practise in 
the United States; and whether, in' view of these facts, he 
would give permission to American osteopathic doctors, duly 
qualified in America, to attend to and treat British wounded 
in thiB country in cases where the patients might so 
desire.—Mr. Macpherson wrote in reply: A large number 
of doctors commissioned in the Army of the United States 
have been sent to Europe, and many of the most eminent 
practitioners in the United States are included. The 
American Government has commissioned the officers sent, 
and it is not proposed to look for any other security that 
these officers are qualified for the duties assigned to them. 

Medical Re-e.vaminations . 

Answering Mr. Jacobsen, Mr. Macpherson stated that no 
special or secret instructions had been issued to the Army 
medical authorities in connexion with re-examinations under 
the Military Service (Review of Exceptions) Act beyond 
those which had already been placed in the Library of the 
House of Commons. 

_ Sterilised Meat. 

Mr. Field asked the Secretary to the Local Government 
Board, in view of the fact that continental nations had 
for many years arranged conditions whereby partially 
tuberculisea meat was Bterilised, marked, and sold at a 
cheaper rate with benefit to the working consumers, 
whether he would make similar arrangements so that the 
meat food-supply might be fully availed of.—Mr. Hayes 
Fisher answered: I am in communication with the Ministry 
of Food with regard to this subject. 


Friday, June 8th. 

Exchange of Prisoners. 

Answering Mr. Hume - Williams, who asked whether 
an agreement had been entered into between France and 
Germany for the mutual repatriation of prisoners interned 
in Switzerland, and whether negotiations were pending for 
the conclusion of a similar agreement between this country 
and Germany, Mr. J. F. Hope (representing the War 
Prisoners’ Department) said: The answer to the first part of 
the question is in the affirmative. The agreement relates to 
prisoners of war who are found by a Swiss Medical Com¬ 
mission to be totally unfit for military service. The decision 
of this commission must, however, be confirmed by another 
commission of one militarvand two medical officers appointed 
by the captor Governments. An agreement has been ooncl uded 
between H.M. Government and the German Government on 
similar lines. This agreement is not yet actually operative 
so far as we know. I should explain that the number of 
British prisoners of war who will benefit by the agreement 
is not likely to be considerable, and that a few men have 
already been repatriated from Switzerland on the ground 
that their health has deteriorated to such an extent sinoe 
their transfer from Germany as to make them eligible for 
repatriation under the repatriation agreement already 
existing with Germany. 

Mr. Hume-Williams : How soon will the agreement 
become actually operative?—Mr. J. F. Hope: I imagine at 
once. 

Mr. Hume-Williams asked whether any British and 
Turkish prisoners had yet been exchanged.—Mr. J. F. Hope 
replied: No exchange of British and Turkish prisoners of war 
has yet taken place, nor, unfortunately, is it likely that any 
can take place in the immediate future. In a note whioh 
has just reached H.M. Government, after a delay of over 
two months, the Turkish Government pass over the pro¬ 
posals made to them for the exchange of 100 or 600 invalid 
prisoners a side as a first instalment and express the desire 
to revert to the arrangement reached last year, according to 
which all prisoners were to be exchanged who came np to a 
certain standard of incapacity. As it appears that the 
Ottoman Government only considers that 11 of the British 
prisoners of war who were in their hands in December last 
reach that standard it is clear that such an arrangement 
would prove wholly unsatisfactory. The Turkish Govern¬ 
ment is, therefore, now being pressed for a specific reply to 
the above-mentioned proposals for numerical exchange. 

Sir J. Jardinf. : Does tne answer refer merely to British 

risoners, or does it include Indians?—Mr. J. F. Hope: 

peaking from memory, I think it includes both. 

Replying to a further question by Mr. Hume-Williams, 
Mr. J. F. Hope stated that the United States Ambassador 
had left Constantinople, and the protection of British 
interests in Turkey was now in the hands of the Netherlands 
Minister. The United States Ambassador was not able, so 
far as was at present known, to take advantage, before 
leaving, of the promised permission to canse internment 
camps to be visited by his representatives. The Netherlands 
Minister had been requested to cause the camps to be visited, 
but it was not known whether he had been able to do so, and 
no reports had yet been received. 

The Supply of Flavine. 

General Croft asked the Under Secretary for War 
(1) whether the properties of flavine were known to the 
medical profession in January last when a preliminary 
report was published in the British Medical Journal , ana 
whether up to this time substantial quantities of flavine 
could not be obtained for the treatment of wounded soldiers 
in any hospital either at home or abroad; and (2) whether 
the War Office had received information as to the properties 
of the new antiseptic flavine; if so, what steps had been 
taken to obtain it; to whom was the order given for the 
supply of flavine and within what time was the order 
executed ; whether there had been any delay in the 
execution of this order; and, if so, what was the reason.— 
Mr. Macpherson answered: The antiseptic properties of 
the substance referred to were described in a preliminary 
report published in the medical press in January last, giving 
the results of experiments with a small supply of this 
complex substance, specially made for these experimental 
purposes in a Government laboratory. Arrangements were 
made at the time for further trials in various military and 
other hospitals, and steps were taken with a view*to a 
commercial supply being made available in the event 
of these trials proving sufficiently favourable. The trials 
had been in progress since January and the effects so 
far obtained are under careful comparison with those of 
other antiseptics. Before the substance can be placed on 
the market a licence must be obtained from the Board of 
Trade, as the substance was already the subject of a patent 
obtained before the war. Applications were made to the 
Board of Trade by various firms in the middle of last month. 
The hearing took place on May 24th, and I am informed that 
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t the requisite licences are now being issued to five firms. 

I There would therefore seem to be no doubt that the supply 
| of the substance will be made available as rapidly as the 
I several firms can produce it. 

’ Medical Examinations for the Army. 

Mr. Anderson asked the Under Secretary for War 
whether he was aware that statements of so serious 
a character regarding the treatment of men sent back for 
medical re-examination had been made before the 
Northampton tribunal that it had been agreed to hold a 
special joint meeting with representatives of the Medical 
Board ; whether he knew that one solicitor stated that his 
clients had been treated like dogs; and whether investiga- 
i tions into these charges would be made by his department.— 

, Mr. Macpherson replied : No specific complaints of the treat¬ 
ment by the Northampton Recruiting Medical Board have 
I been received in the War Office. An officer of the depart- 
' ment recently visited the Board and found that the 
men were being well treated and carefully examined. If my 
honourable friend will give me details of any particular case 
of alleged ill-treatment, I will have the matter investigated 
I immediately. 

Mr. Ramsay Macdonald asked the honourable gentleman 
whether his attention had been called to the passing for 
active and other forms of military service involving hard 
1 physical labour of men in Leicester suffering from valvular 
disease of the heart, chronic rheumatism, blindness in one. 
eye, congenital physical weakness which had incapacitated 
from work for years, curvature of the spine, lameness, 
chronic bronchitis, and similar complaints; and whether he 
proposed to issue instructions to the Army doctors examining 
in Leicester which would prevent them passing such men 
into the Army.—Mr. Macpherson said in reply: I have 
noted what my honourable friend says of the Recruiting 
Medical Board at Leicester, but I must remind him that 
5 men suffering from definite disabilities which incapacitate 
them for general service are being classified in the lower 
categories for service of an auxiliary character. Every 
endeavour is made not to accept for service men whose dis¬ 
abilities are of such a character as to unfit them for render- 
' ing military service either of a general or an auxiliary 
character. 

Mr. Pringle : Is the honourable gentleman aware that 
| men are passed into low categories and then are immediately, 

on subsequent examination, passed into higher categories 
without any real examination of their physical condition ?— 
Mr. Macpherson : I am told that is not the case. 

Mr. Pringle : It is universal. 

Mr. Ramsay Macdonald : Is it not a fact that men passed 
into the lower classes of these categories have got notice to 
sell up their businesses and dispose of what connexion they 
have got, and that the mere passing of the medical examina¬ 
tion is so serious that it ought not to be done unless it means 
something from a military point of view ?—Mr. Macpherson : 

< I am told that no special instructions to give any such notice 
have been given by the War Office. 

I Mr. Pringle : Can the honourable gentleman explain why 
the R.A.M.C. doctors pass men without putting tne stetho- 
I scope to them, especially seeing that the men have been 
I certified to be suffering from valvular disease of the heart?— 
Mr. Macpherson : The honourable Member has made these 
| charges previously, but he has not once submitted a specific 
1 case. 

Mr. Pringle : I have. 

Mr. Macpherson : I may inform the House that within 
the last week the Director-General has visited various centres 
frpm which complaints have come, and I can assure the 
House that thorough investigation of each complaint is being 
made. 

Mr. Pringle : Whitehall is one of them. 

Mr. Ramsay Macdonald : Has my honourable friend 
inquired into the long list of specific cases which I sent to 
him the other day, with names, addresses, and particulars 
of the men about whom I have made complaints ?—Mr. 
Macpherson : Yes, I have ordered inquiries to be made 
into each individual case. 

Answering Mr. Chancellor, Mr. Macpherson said that it 
■was not the policy of the War Office to enlist men for any 
form of service for which they were medically unfit. 

Monday, June 11th. 

Health of Troops in Mesopotamia . 

Replying to Sir J. Jardine, Mr. Macpherson (Under 
Secretary for War) wrote: The general health of the whole 
I British Forces in Mesopotamia is satisfactory. There is an 
f ample supply of hospitals, and no deficiency of nurses has 
t been reported. The ratio of admission to hospital is less 
than double that of the troops in India in peace-time. The 
l death-rate for all causes other than wounds in action is 4*5 
/ per 1000 per annum, which is only fractionally higher than 
I the peace rate in India. Owing to the arrangements made to 
I induce local cultivators to grow crops under our control, it 
I is reported that full and varied supplies of vegetables can | 


i 

i 


now be obtained throughout the year at all the principal 
centres. 

Medical Examinations for the Army. 

Mr. Needham asked the Under Secretary for War whether 
men who bad been discharged on account of valvular disease 
of the heart were entitled to claim to be totally or per¬ 
manently disabled in accordance with the Military Service 
(Review of Exceptions) Act, 1917.—Mr. Macpherson replied: 
The answer is in the negative. 

Mr. Needham asked whether the honourable Member 
would arrange in the case of men called up for re¬ 
examination under the Military Service (Review of Excep¬ 
tions) Act the examining medical board should be 
supplied with the man’s medical history of his service in 
the Army.—Mr. Macpherson answered: Instructions have 
already been issued reminding recruiting officers of the 
necessity of obtaining the previous documents of discharged 
soldiers. 

Mr. Pringle: Will my honourable friend issue instruc¬ 
tions that the medical history of the examined men shall be 
considered, because the documents are simply put aside?— 
Mr. Macpherson : I will have that inquired into. 

Tuesday, June 12th. 

“ Manipulative ” Surgery . 

Mr. Peto asked the Under Secretary for War whether he 
was aware that the deputation of the Parliamentary Injured 
Soldiers’ Committee was informed by the Secretary of State 
for War on May 8th that he would consult the Law Officers 
of the Crown as to the acceptance of the offer of Mr Barker 
and other manipulative surgeons to give free treatment to 
injured soldiers ; and whether he had received this informa¬ 
tion and could communicate it to the House.—Mr. Macpher¬ 
son replied: The Law Officers have not yet given their 
opinion on the points submitted to them. 

Mr. Peto : Will the honourable gentleman take some 
steps to get an early decision in this matter, seeing that a 
great interest is taken in it by 300 Members in this House?— 
Mr. Macpherson : I have asked that it should be expedited. 

Wednesday, June 13th. 

Medical Arrangements in Mesopotamia. 

Answering several honourable Members who asked when 
the report of the Mesopotamia Commission and the report 
made by 8ir William^ Vincent’s Commission on medical 
arrangements there w*ould be published, Mr. Bonar Law 
(C hancellor of the Exchequer) said: The report of the 
Mesopotamia Commission, which includes 8ir W. Vincent’s 
report, will be published immediately without alteration. 


^Ipointnunfs. 

Successful applicants for vacancies , Secretaries of Public Institutions , 
and others possessing information suitable for this column , are 
invited to forward to Thk Lancet Ojflce , directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Hicks, Charles B., M.R.C.S., L.R.C.P., has been appointed Medical 
Officer and Public Vaccinator to the God mane hester District of the 
Huntingdon Union. 

Rivers, C., Certifying Surgeon under the Factory and Workshop Acta 
for the Redruth district of the county of Cornwall. 

Salt, A. P. f M.R C.S., L.R.C.P. Lond., Certifying Surgeon under the 
Factory and Workshop Acts for the Totnes district of the county of 
Devon. 

Simpson, J. W., M.D., F.R.C.P. Edin., to be one of the Medical 
Referees under the Workmen’s Compensation Act, 19C6, for the 
Sheriffdom of The Lothians and Peebles. 


• $atanxb. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are rcQucstea to communicate with the Editor . 
Bodmin, Cornwall County Asylum.- Female Junior Assistant 
Medical Officer. Salary £200 per annum, with board. Ac. 

Bristol Royal Hospital for S»ck Children and Women.— Female 
House Physician. Salary £150 per annum, with board, Ac. 

Bristol Royal Infirmary. —House Physician and House Surgeon. 

Salary at rate of £120 per annum, with boaid, Ac. 

Devonpobt, Royal Albert Hospital.— House Surgeon, unmarried. 

Salary £150 per annum, with board, Ac. 

Dumfries and Galloway Royal Infirmary.— House Surgeon. 
Enfield, Royal Small arms Factory.— Assistant Medical Officer. 
Salary £438 per annum. 

Essex County Council.— Assistant Tuberculosis Officer for holiday 
season. Salary £30 a month. 

Evelina Hospital for Children, Southwark. S.E.—House Physician. 
Salary at rate of £160 per annum, with board. Ac. Also Clinical 
Assistant in Out-patient Departments. 

Farnworth, near Holton, Townleys Military Hospital. Female 
Assistant Medical Officer. Salary £383 5s. per annum, with 
rations, Ac. 
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Folkestone, Royal Victoria Hospital.— Resident Medical Officer. 
Salary £100 per annum, with board, &c 

Guildford, Royal Surrey County Hospital.— House Surgeon. 
Salary £250 per annum, with board, Ac. 

Bawkhkad Asylum, Cardonald, Glasgow.—Senior Assistant Medical 
Officer. Salary £350, with board, Ac. Also Junior or Temporary 
Assistant. 

Hospital for Consumption and Diseases of thk Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Hospital of St. John a*d St. Elizabeth, 40, Grove Bnd-road, N.W.— 
Resident Medical Officer. 

Manchester Children's Hospital, Pendlebury, near Manchester.— 
Two Female Resident Medical Officers, unmarried. Salary at rate 
of £100 per annum. 

Middlesbrough, North Ormesby Hospital.— Assistant to House 
Surgeon. Salary at rate of £100 per annum, with board, Ac. 

New Hospital for Women, Ruston-road.— Female Home Poyslctan, 
Obstetric Assistant, Two House Surgeons, salary £50 per annum, 
with board, Ac. Also Resident Medical Officer at House of Recovery, 
New Barnet. Salary £60 per annum. 

Oldham Royal Infirmary.— Third House Surgeon. Salary £225 per 
annum, with board, Ac. 

Plymouth, South Devon and Bast Cornwall Hospital.— House 
Physician. Salary £200 per annum, with b^ard, Ac. 

Prince of Wales's General Hospital, Tottenham, N,—Honorary 
Assistant Burgeon to Bar, Nose, and Throat Department. 

Queen's Hospital for Children, Hackney-rood. Bethnal Green, B — 
House Physician for six months. Salary £100 per annum, with 
board. Ac. Also Temporary Assistant Physician Wednesday after- 
noons to see Out-patients. Lunch provided and travelling 
expenses. 

Rotherham Hospital.— Junior House Sturgeon, Salary £150 per 
annum, with board, Ac. 

Salford Boyal Hospital.— Junior Bouse Bergacn. 8elary~atrateof 
£150 per annum, with board, Ac. 

Salford Union Infirmary, Hope, Pendleton, near Manchester.— 
Female Assistant Resident Medical Officer, Salary £250 per annum, 
with raMons, Ac. 

Sheffield Botal Infirmary.— House Physician. Salary £120 per 
annum, with hoard. Ac. 

Sheffield Union Hospital, Firvals. —Female Resident Assistant 
Meiical Officer. Salary £250 per annum, with rations, Ac. 

Shrewsbury, Royal 8alop Infirmary. -House Physician. Salary 
at rate of £200 per annum, with boon), Ac. 

West London Hospital, Hammersmith-road. W.—Evening, OHnie for 
Venereal Diseases. Clinical Assistants. 

Westmorland Consumption Sanatorium a nd Home, Meatbop, 
Grange-over-Sands.—Assistant Medical Officer. Salary £300 per 
annum, with board, Ae. 

Wigan* Royal Albert Howard Infirmary and Dispensary.— 
Medical Officer to take charge of Out-patient Department. Salary 
£250 per annum, with board, Ac. 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the ffcetory 
Mi Workshop Aets.sE Bromley, Lisnaskea, and St. Agnes. 


marriages, anb geatfcs. 

BIRTHS. 

B adqerow.— On June 7th, at Hill-street, Knightsbrldge, the wife of 
Major George W. Badgerow, F.B.C.3., Barley-street, W., of a 
daughter. 

Hill.— On June 7th, at a nursing home, the wife of J. Percival Hill, 
M. A., M.D., of a daughter. 

Wells. -On June 6th, at Orleans Lodge, Winohmore-hill, N., the wife 
of Arthur G. Wells, M.B., B.S., >.H., MdR.G.Si, L.B.O.P., 

Banisterwt’Law, of s son. _ 

MARRIAGES. 

Dennis—Cass well.— On June 5th, at St. Mary's, Battersea, Captain 
Arthur Wesley Dennis, B.A M.C., to Maty Theodora, eldest 
daughter of George Casswell, Gosberton, Lines. 

Dickson—Cunningham.— On June 5th, at St. George’s U.F. Church, 
Edinburgh, Captain Robert Milne Dickson, B.A.M.C., to Kate 
Wilson, daughter of the late William Cunningham, Dundee, and 
Mrs Cunningham, Merchi&ton Buik-gardens, Edinburgh. 

Fuller— O’ Donnkll.— On June 4th, at the Oratory of the Sacred 
Heart, Bournemouth, Captain R. Annesley Fuller. M.C., R.A.M C., 
to Madeleine Mary, younger daughter of the late W. M. O'Donnell, 
F.K.C.S., of Glenreigh, Tipperary. “ 

Kemp—Davey.— On June 6th, at Hampstead Parish Church, Charles 
Gordon Kemp, M.C.. M.D., temp. Captain. R.A.M.C., to Kathleen 
Emily Davey, niece of Colonel J. and Mrs. S toller y. Hove. 

Wills—Crook.— On June 7th, at Marlow Parish Church, Lieutenant 
Francis H. P. Wills, R,AM.C., to Dorothy, eldest daughter of the 
late Peter Crook and of Mrs. Crook, of Borwick Lodge, Ambleslde. 

DEATHS. 

Burn.— On June 7th, at Beech wood. Upper Tooting, S.W., William 
Barnett Bum, M D. Load., B.Sc. Load., M.R.C.S L.S.A., F.B.M.S-, 
aged 73. 

Thorne.— On June 11th, after a short illness, William Bezly Thorne. 
M.D., of Harley-street, W. 

N.B.—A fee cj fie. i is charged for the insertion of Notice* of Birth* 
Marriage «. and Deaths. 


The British Women’s Hospital Committee.— 
This committee has forwarded to the Scottish Women’s 
Hospitals a cheque for £10,000, which includes the profits of 
the season of The Passing of the Third Floor Back. The 
same committee has also given £500 to the Royal College 
of Nursing and £500 to the Hampstead and North-West 
London Hospital. 


CURIOUS TOPOGRAPHICAL NAMES. 

To the Editor of The Lanobt. 

Sir,— We are becoming daily more familiar with many 
cartons names of places and it is interesting to watch any 
which have a medical significance. The following is a little ti 
collection of names of altitudes and lakes in Canada which 
has some interest and aronses speculation as to their origin, 
and in some cases appear to reflect the influence of medical i 
matters on the minds of people who likened places to u 
medical fancies. In Alberta: Chin Hill, Knee hills, t> 
Medicine Lodge bills, Snlphar Mountain. In Assiniboia: e 
Medicine Hat, Old-man-on-bis-baok plateau. In Atfaabaska: a 
Knee Lake. In British Columbia: Bald Mountain, Eliza t 
Ears, Faoe Mountain, False Ears, Family Humps, Finger « 
Mountain, Golden Ears Mount, Heart Mountain, Nipple * 
Summit, Nose Peak, Stone Nipples, Three Finger Peak, 
Thumb Peak. In Keewatin: Medicine Stone Lake, Woman a 
Lake. In Manitoba : Bone Lake. In Ontario: Elbow Lake. * 
In Quebec: Hair-cutting Lake, Tongue Lake. There tars * 
post-offices in Canada of the following names: Asbestos, ■ 
Brown’s Nurseries, Cap Sante, Elbow River, Eyebrow Hill, * 
Finger Board, Gres Ventre (Assiniboia West), Hemlock, „ 
Henry’s Corners, Heal, Mouth of St. Francis, North Gut, » 
Science Hill, 8kull Creek, Soda Lake, 8ulphur, Thigh BH11, " 

Tongue Creek. 1 

In names familiar in connexion with the war Cazmdtt 45 
is rich, for there are Vienna, Berlin, Paris, London, and I 
Bruxelles, Verdun and Namur, Flanders, Baltic, and Libau, fi 
Lemberg, Metz, and Krakow, Alsace and Lorraine, Liile and •* 
Amiens, Dieppe and Boulogne, four ** French Villages,” and 
three “ French Rivers.” There are Aldershot and Chatham, H 
Dover and Harwich, Greenwich, Gosport, and Gibraltar, E 
Egypte and Cairo, and Garden of Eden (near Tigris and * 
Euphrates), while a prophetic instinct was shown ten years Z 
ago at least in the naming of Kaiser, Han’s Valley, ana Gas c 
Line, with Tanks (hill) 24 feet high in Prince Edward 
Island, and Marooni, not to mention “ Round Up ” and * 
“New Germany.” As a reminder of previous wars 
Canada has Mafeking, Ladysmith, Kimberley, Maiuba Hill, 
Balaclava and Alma, Lucknow, Bannockburn, Waterloo, s 
Trafalgar, 8econd Peninsula, while Nelson and Wellington j 
and Washington are there with Collingwood, Havelock and i 
Buller. Kitchener and French are there and a Victoria : 
Cross.” Jeanne d’Arc, Bismark, and Moltke are there < 
with Agricola and Germanicus. Asquith, Balfour, Ehurl i 
Grey, and Carson are included. There is a psychology in t 
names and I think the above will show some evidence or it, > 
I am, Sir, yours faithfully, 

London. Jane 6th, 1917. ONOMATOLOOIST^ 

CAMPHORATED VA8BLINE OIL. * 

Owing to the fact that liquid vaseline is easier to steril is e 1 
than olive oil, certain French pharmacists have been 
tempted to utilise it in the preparation of camphorated i 
oil. The substitution is not always devoid of consequences. 
Several instances were recently brought before the Paris 
Surgical Society of extensive and obstinate indurations > 
which had resulted from injections of aoidisant cam¬ 
phorated oil. in every instance inquiry elioited the fact ' 
that vaseline oil badJbeen need in the preparation. Histo¬ 
logical examination showed the indurations to consist in 
the main of inflammatory tissue containing numerous I 
polynuclear cells. Phyaioi&na should not be tempted to 
prescribe, or dispensing chemists to substitute, liq-oid 
vaseline oil for the more assimilable vegetable oil. 

PLAGUE AMONG RATS IN AN INDIAN ASYLUlfc. 

Colonel W. H. B. Robinson, I.M.S., in his report for 1316 on i 
the Lunatic Asylum at Nagpur (Central Provinces), gives 
ocedit to the work of a deputy superintendent, to whose 
administration he ascribes the fact that, though plagne 
was raging all round and rats were dying all over the 
asylum, none^f the inmates were attacked. 

MEDICAL BARONETCIES. 

To the Editor of The Lancet. 

8ib,—I t may interest certain readers of The Lancet to 
know that Dr. Frederick Taylor is the ninety-fourth 
member of the medical profession to receive the honour of 
the baronetcy. King James L, at the institution of the 
Order in 1611, offered the first patent to his physician. Dp, 
Henry Atkins. Dr. Atkins, however, refnsea the honour 
probably on account of an onerous condition attached to it 
at that time—namely, the maintenance for three jests in 
the provinoe of Ulster of 30 soldiers. The premier medioal 
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baronet was Sir Edward Greaves, so created in 1645 by 
Charles I., to whom Dr. Greaves was physician-in-ordinary.' 

The number of medical baronets created by succeeding 
monarohs is as follows: By Charles II., 5; by George I., I; 
by George II., 2; by George III., 17; by George IV./5; 

S 7 William IV., 5; by Victoria, 58 ; by Edward VII., 11; by 
eorge V., 9. “Jacobite Baronetcies” were conferred by 
4k Jamies III.” upon two of his medical adherents. Inherited 
baronetcies have been held by 19 medical men. 

I am, Sir, yours faithfully, 

_ . S. D. Clippingdalk. 

Holland Park Avenue, W., June9tb, 1917. 


A QUAINT RHYMING CIRCULAR. 

The following extract from the New York Packet of 
Oct. 11th, 1784, is an interesting memento of the time 
when rhyming circulars and catalogues were issued—an 
accomplishment almost impossible now, we should 
imagine, with the multiplicity of sesquipedalian terms:— 
At the Medical Pillar, corner of Wall street and Ifanover-s<fuare, 
head of the Coffec-h»m*c bridge. Smith, Moore it Co. have tor sole, a 
general Collection of the Materia Medica, Botanical , Clinical and 
Galenical. 


Produc’d from field,from fire, and 
pot, [and root, 

Each compound, mineral herb. 
Badex Colomb ; Glvz : Gent : 
Valerian ; 

Cortex Bemarub : Winterian ; 
Rochelle and Glauber’s salts, and 
shell Lac; 

Gums of Greek nameand Arabac, 
Gmlb: Kino: and Opoponax, 
Opium, Juniper, and Styrax, 
Camphor. Thus, Aloes, Guatae, 
Myrrh, Gamboge, Scammony, 
Ammoniac; [you’ll find 

Fine flowers of Su’phur : here 
The red Bark too of pure«t kind ; 
Magnesia, Allum, Cream of Tart, 
Tamarinds, Coral, and Sal Mart 
6yrup« and BxtracU, Seeds and 
Senna. [Manna, 

Musk, Saffron superfine, and 
Caraway, Fennel, Spanish Flies, 


Oam'mile, Cinnabers, and Crab’s- 
eyes, [white, 

Best leathern skins, the red and 
And Candied sugar brown and 
light; 

Figs, Sago, Salop, and Tin foil. 
Pearl-barley, Starch,and Olive Oil, 
Spice, Raisins, Currants, Surgeon’s 
tow, Wax, 

Sak-petre, Bismuth, Potash. Borax, 
Green oil-cloth, Sponge, Alleppo- 
galls, [balls, 

Corks, Acqua Port: Zinc : Llqu’rice 
Balsam Canadian, and Tolu, 

Caplvi, Gilead, and Peru, 

The purest .Ether, Bau du Luce. 
Liquor by Huffman, Lemon Juice, 
Isinglass,and Hartshorne shavings. 
To clear your cofTee or wine- 
leavings, [Vlv. 

Strong Oil of Bays, and Argent. 
For Hessian vermin left alive. 


THE SALICYLIC TREATMENT OF RHEUMATISM. 

To the Editor of The Lancet. 

Sir—B eing surgeon in charge of H.M.S. Salamander of 
the north coast of Australia, Surveying Service, in 1862 ] 
had a case of acute rheumatism and, being a thousand mile* 
from a drug store, I wanted to prescribe quinine but founc 
we were out of it and had only, casually, a bottle of salicin 
then hardly used in medicine. This I administered with 
good results. I think I must have been thus the discoverei 
of the salicylic treatment of rheumatism. 

Perhaps some curious reader might enlighten me, as J 
think it was the first instance of that great anti-rheumatic 
remedy being used.—I am, Sir, yours faithfully, 

Valparaiso, Chill, April 26th. 1917. RICHARD CANNON, M.D. 

V Mac , la g* n stated (The Lancet, 1876, 

^ 1( * ea treating acute rheumatism with 

salicin occurred to him in November, 1874.— Ed. L. 
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ON THE 

TREATMENT OF WAR WOUNDS.* 

SUPPLEMENTED BY ADDITIONAL MATTER RELATING 
8TO ANTISEPTICS AND THE METHOD OF CARREL. 

By Colonel Sir ALMROTH E. WRIGHT, 
M.D., C.B., F.R.S., 

▲ CONSULTANT PHYSICIAN TO THE BRITISH ARMY IN FRANCS. 


We are wont to classify the patients in onr military 
hospitals into sick and wounded. In reality all, or nearly 
all, are suffering from bacterial infections. And the 
essential difference between the sick and the wounded 
lies in this, that the sick are suffering from infections 
spontaneously contracted, the wounded from infections 
induced by mechanical injuries. My theme is the treat¬ 
ment of this latter class of infections. They are distinguished 
by certain quite special features. 

In spontaneous infection we have to deal with microbes 
which have fought their way into the body, and generally 
only a single species of microbe will have done this. In 
wounds we have microbes mechanically diiven in, and every 
sort of microbe which exists in external nature may thus be 
introduced. 

Furthermore, the disposition of the microbes in war 
wounds is fundamentally different from that in ordinary 
surgical wounds. In war wounds the infection is disposed 
in part upon lacerated raw surfaces ; and in part it is 
carried deep into the substance of the tissues. Moreover, 
the infected lacerated surfaces are left denuded of skin and 
exposed to injurious external influences ; and the infection 
which is carried down into the tissues is left as a buried 
infection. Now there is in ordinary surgical operations 
nothing at all comparable to this. The surgeon never leaves 
cut surfaces naked and exposed, or a buried focus of infection 
unopened. 

Fio. 1. 



Method of pt/o-sero cuUure.—A, Pipette which has been implanted by 
the wet-wall method, and has then been tilled In by the wash and 
after-wash procedure with unit volumes of serum. By the side of 
the pipette to the right are ranged a series of drops representing the 
eertea of unit volumes of serum blown out In order from the pipette, 
and, finally, to the right of the drops area series of lines representing 
linear implantations made upon agar. B, Results of the series of 
linear implantations made with the unit volumes.of the patient’s 
aerum. C, Result* of the series of linear implantations made with 
the unit volumes of the normal serum which was used as a control. 


* In Its original form this lecture was delivered at the Royal Institu¬ 
tion on March 9th, 1917. 

No. 4895. 


This will have brought it home to you how especially 
difficult are the conditions which have to be dealt with in 
the infected war wound. But let me before embarking upon 
the question of their treatment, first tell you something 
about the natural agencies by which the inroads of microbes 
are combated. You are, of course, aware that we are guarded 
against microbic infection by our blood 
fluids and our white blood corpuscles. Fig. 2. 

The Body Fluids. _____ 

Let me begin with the blood fluids, 
and let me take you directly to the 
following experiment. I call it the 
experiment of pyo-sero-oulture —i.e., 
the experiment in which we implant 
pus into serum to see which of the 
microbes of the wound can grow in 
the blood fluids. 

We procure for our experiment a 
suppurating wound. We tahe from it 
a specimen of pus containing a large 
variety of different organisms. At the 
same time we take from the patient’s 
finger a sample of blood ; and we take 
a specimen also of our own. When the 
serum has issued from the clot we take 
a capillary pipette, fit a rubber teat to 
the barrel, and inscribe a mark upon 
the stem at about say one-third of an 
inch from the tip. We now aspirate a 
little pus into the stem, drawing it up 
only as far as our fiducial mark, and 
blowing it out again leave a wash of 
pus upon the walls. This done, we 
sterilise the tip of the pipette, and then 
aspirate into the stem a series of unit- 
volumes of serum, dividing each volume 
off from the next by a bubble of air. 

The pipette when filled in this manner 
presents the appearance shown in 
Fig. 1; and we have now in the proxi¬ 
mal end our first and heaviest implanta¬ 
tion of pus, and in the distal end our 
last and lightest implantation. The 
pipette is after this placed in the in¬ 
cubator to allow every microbe which 
is capable of growing in serum to do so. 

After an interval of six or more hours 
we proceed to our examination. What 
we do is to blow out our series of unit- 
volumes of serum in separate drops and 
examine under the microscope; or, 
better, we plant out a sample of each 
drop upon a separate seed-bed. Here 
in B and C you have the results of such 


A portion oi*a pyo-sere¬ 
culture planted out 
upon an agar »bnt 
divided up by furrows 
into a series of see 
bods. 


culture represented diagrammatically— the meagre crop in 
B being that obtained with the patient’s seium and the more 
copious crop in C being that obtained with normal serum. 

And you have in the next figure (Fig. 2) a drawing of an 
agar tube implanted from a pyo-sero-culture made with the 
serum of a wounded man. In the upper part of the agar 
tube you see two seed-plots implanted from the distal 
portion of the capillary stem. These have remained sterile. 
In the middle of the tube you see three plots implanted 
from the unit-volumes of serum which occupied the middle 
region of the capillary stem. These have grown colonies of 
ODly one species of microbe—the streptococcus. At the 
bottom of the tube you see seed-plots implanted from the 
proximal end of the capillary stem. These are over-grown 
with colonies of staphylococcus. But no doubt interspersed 
with and overgrown by these are also colonies of strepto¬ 
cocci. If instead of cultures from the patient’s serum, I 
had been showing you here cultures from normal serum, what 
you would have seen would have been a much larger number 
of fertile seed-plots, and the seed-plots implanted from the 
proximal end of the pipette would have shown a large 
assortment of different colonies. 

• We learn from such experiments three lessons : first, that 
in the uncorrupted serum in the distal region of the pipette 
only two species of microbes from the wound can grow and 
multiply; secondly, that in the corrupted serum in the 
proximal end of the pipette all the microbes of the wound 
can grow ; and, thirdly , we le%rn from a comparison of the 
B B 
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wounded man’s serum with the normal serum that the 
former offers more resistance to microbic growth, and is less 
easily corrupted by the addition of pus. 

Cause of the Corruption of the Serum . 

Experiments of this kind clearly do not tell us the cause of 
the corruption of the serum. It may be due to some chemical 
addition to the serum or to something special in the 
character of the bacterial implantations. This point we 
can clear up as follows. We go back to our very septic 
wound. We clean it out carefully by syringing. That 
leaves us' with a wound cavity dean but still abundantly 
infected. We then take the little cupping apparatus 
which is shown In Fig. 3. We apply it to the walls 
of the wound, using light pressure. Then, puncturing 
the attached rubber tube with the needle of a hypodermic 
syringe, we withdraw the contained air, and leave our lymph 
leech in situ adhering by negative pressure till the time for 
redressing the wound comes round. When we now go back 
to our wound we find there two quite different discharges. 
We have in the general cavity of the wound a thick pus 
containing many broken-down leucocytes and pullulating 
with all sorts of microbes. In the 
Fig. 3. body of the lymph leech we have 

a nearly clear lymph containing 
well preserved leucocytes and 
only a very few staphylococci and 
streptococci. Since we had on 
every part of the wails precisely 
fc he same amount and kind of 
x. Nv bacterial infection, and since 


Lymph leech in position, showing technique for exhausting the air. 

we are in each case dealing with the self-same lymph and 
lecucocytes, this difference of results would seem to be due 
to our having in the lymph leech, owing to the negative 
pressure employed, a larger proportion of blood fluids. 

' But with this the problem is, as you see, only incompletely 
resolved. We have learned that the corruption of the 
discharges is not determined by the nature of the bacterial 
implantation ; we have reason to think it is hindered by a 
larger afflux of lymph ; and it looks as if it might have 
something to do with the breaking down of the leucocytes, 
but we have not yet put our finger upon the particular 
element that takes away from the serum its power of inhibit¬ 
ing microbic growth, converting it into a oongenial pabulum 
for all manner of micro-organisms. 

Let me in this connexion invite you to consider, for that 
may perhaps put us on the path for the solution of our 
problem, a scheme of classification of the albuminous 
substances. I would propose to classify them from the 
point of view of their capacity to furnish pabulum for 
microbes, and to distinguish three classes of albuminous 
substances. First, would come digested albumens. It is a 
familiar matter that these furnish very congenial pabulum 
for microbes. In the form of peptone we use thdm for all 
our artificial cultures. A second category of albumens would 
be native albumens. Muscle, milk, and eggs furnish such 
albumens. These are not like digested albumens, directly 
assimilable. Before they can be assimilated, either by 
ourselves or by microbes, they must be broken down into 
simpler elements by digestion. We ourselves, and a certain 
number of microbes also, are furnished with digestive fer¬ 
ments which convert native albumens into pabulum. There 
is yet a third class of albumens. I would venture to call 
these defended or protected albumens. These cannot, like 
the digested albumens, be directly assimilated. Nor can they, 
like the native albumens, be directly digested. They are 
specially defended against the attack of digestive ferments. 
The albumens of the serum may be ranged in this class 
of “defended albumens.” It is well known with respect 
to serum that it has a power of neutralising digestive 
ferments, 1 and we express that fact by saying that the 

1 Let me here incidentnlly call attention to the fact- that t.ne applica¬ 
tion of horae serum will prevent and very effectually relieve the 
digestive erosion of the skin which is in enterostomy of the upper part 
of the small intestine produced by the outflow of pancreatic juice. 




serum has an antizymotic, and in particular an anti tryptic, 
power. You will, perhaps, not immediately perceive that the 
fact that the serum is antitryptic in any way elucidates our 
problem. But let us take that fact and put it in another 
way and then consider. Let us, instead of saying that the 
serum has an antitryptic property, say that it has a power 
of preventing its constituent albumens being converted into 
pabulum for microbes, and immediately, as I think, light is 
projected upon our problem. For once we envisage the facte 
in that way we are immediately impelled to inquire whether the 
serum’s power of inhibiting bacterial growth may not be 
due to its power of neutralising digestive ferments, and 
whether the corruption of the lymph in the cavity of the 
wound may not be due to a collapse of its defence against 
proteolytic attack. 

That is a point which is very easily settled by direct 
experiment. And let me now show you what happens when 
we add trypsin to a serum which has been implanted with 
microbes. I have here two tubes of a serum implanted 
two days ago with a minute quantity of pus containing a 
variety of different microbes. To the one I added trypsin, 
the quantity added being less than that required to 
neutralise its antitryptic power. The other tube of the 
implanted serum served as a control. Both tubes were 
then placed in the incubator. And you see the difference. 
The trypsinised serum is turbid with microbio growth. That 
is, we have here exactly the same result as that obtained 
in the sero-pyo-culture experiment in those volumes of 
serum which were heavily implanted with pus; and the 
same result also as was in the lymph leech experiment 
obtained in the pus of the wound cavity. Our control serum 
has, as you see, remained almost perfectly clear. That is 
the same result as was obtained in the sero-pyo-culture 
experiment with our lightly implanted serum, and again in 
our lymph leech experiment in the cavity of the lymph leech. 

All this, as you see, points to the corruption of the blood 
fluids being due to a loss of antitryptic power. This view 
wins further support from the following facts : 1. There is 
in every suppurating wound, as we shall presently see, a source 
from which trypsin can be derived. 2. Blood fluids which 
inhibit microbic growth are strongly antitryptic ; and blood 
fluids which we find teeming with microbes are tryptic. 
3. We have in the blood of every wounded man a markedly 
increased antitryptic power (you saw in our pyo-sero-culture 
experiment what results from this); and in the blood of 
heavily wounded men on an average a three- or four-fold 
increased antitryptic power. That clearly teaches that the 
body when endangered takes steps to protect itself non- 
specifically against all microbic infections of the blood fluids. 

The Leucocytes. 

I now pass on to consider the leucocytes and the part 
they play in the destruction of microbes. You already know 
with respect to leucocytes that they can emerge from the 
blood-vessels, burrowing their way out through small pores* 
in the capillary walls ; that they make their way to every 
focus of infection; that they ingest microbes when these 
have first been prepared by the action of the blood 
fluids ; and, finally, you know that the leucocytes can, if 
things go favourably, digest and dissolve the ingested 
microbes. There would by consequence in connexion with 
the leucocyte be three functions to study. First would come 
emigration, then phagocytosis, and then intracellular 
digestion. Emigration has up to the present been 
studied only in the interior of the organism. You will 
realise that means that it has been studied only in difficult 
setting and in the presence of all sorts of disturbing 
factors, and you will appreciate that we want now a new 
and better technique. For we require for the treatment 
of the infected wound to find out how best to call out the 
leucocytes; and how, when occasion requires, to restrain 
their emigration. 

I have in connexion with this a technique to describe to 
you, but first I want you to appreciate what we can and 
what we cannot expect from leucocytes in the matter of 
locomotion. Leucocytes can, we know, make their way out 
through small openings. They can also travel over any 
ordinary surface. They can edge their way along faster 
when lightly compressed between two surfaces. They can 
crawl along strands, creep through a meshwork, and climb a 
scaffolding. But they are unable to climb a vertical glass 
wall. And again, they are unable to swim, and so once they 
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get into open fluid they simply go to the bottom. If we are 
anxious to find something to which we may compare them 
we may liken them to very minute slugs crawling along 
surfaces and climbing trellises, but brought up short by any 
considerable barrier of fluid. 

All these points must be considered if we want to arrive at 
a technique for the experimental study of emigration, using 
for the study of emigration specimens of blood withdrawn 
from the body. The containing blood vessel can in certain 
respects be imitated by a glass tube, and we can, to facilitate 
observation, use tubes drawn out flat, such as shown in 
Fig. 4. But our artificial capillary differs from the natural 


Fig. 4. 


□ 





Drawing of four flattened capillary tubes— a, tilled 
in with blood ; b, a similar tube afrer centrl- 
fugalisation showing above the “white” and 
below' the “ red clot” ; c ancl d. similar tubes 
after incubation. Leucocytic emigration 
visible to the naked eye as opaque white bands 
occupying the lower portion of the white clots. 
In d, where physiological salt solution had been 
imposed upon the white clot, the band of emi¬ 
gration is much broader than in C. 


one In having 
impermeable in¬ 
stead of perme¬ 
able walls. This, 
of course, makes 
emigration 
through the 
walls impos¬ 
sible. None the 
less, we can in 
these tubes 
study emigra¬ 
tion. We can 
institute races 
for leucocytes 
along the 
length. 

But first cer- 
t a i n prepara¬ 
tions must be 
made. The 
course must be 
cleared of all ob¬ 
structions—i.e., 
the red cor¬ 
puscles must be 
got out of the 
way. Next the 
leucocytes must 
all be brought 
must provide a 
This can all be 


back behind the scratch line, and we 
scaffolding for the leucocytes to climb, 
arranged. We fill in our flat emigration tubes with blood and 
seal them at one end. We then, by centrifuging, bring the 
blood fluids to the top and the corpuscles to the bottom. 
The lighter leucocytes will now have arranged themselves in 
a layer immediately above the red, and presently the super¬ 
natant fluid will clot and the meshwork of fibrin will then 
provide the scaffolding we require. We can now impose upon 
the clot—let me for convenience call it the white clot—any 
chemical agent we please and let it slowly diffuse down 
towards the leucocytes; or if we want to study the effect of 
bacterial infection, we can introduce microbes into the blood 
before we fill it into the tube, or as an alternative fill our 
blood into tubes whose walls have been implanted with 
microbes. Finally, we set our experiment going by placing 
our emigration tubes in the incubator—that is, we supply to 
our leucocytes the necessary warmth. And we can at any 
moment take stock of what is occurring in our tubes by 
examining with the naked-eye or with the low power of the 
microscope through the walls. Also by a very simple 
technique we can extract the clot from the tube and mount 
and colour it, so as to bring everything clearly into view 
under the high powers of the microscope. 

Emigration of Leucocytes: Facts rnitk Practical Application. 

I must limit myself to showing you in connexion with 
emigration a few outstanding facts which have a practical 
application to the treatment of wounds. Let me begin with 
the naked-eye appearances.- We have in Fig. 4, C and D, 
emigration tubes containing centrifuged blood which have 
been in the incubator for about eight hours. In C—the 
control tube—we have centrifuged blood to which no addi¬ 
tion has been made. In D some weak salt solution has been 
imposed upon the white clot. The emigrating leucocytes 
are visible to the eye in the form of a slightly opaque white 
band extending upwards from the red into the white clot. You 
see that in D the corpuscles have climbed higher than in C. 

Fig. 5 shows what such a band of emigrating leucocytes 
looks like under the microscope. Instead of the leucocytes 


being all, as you will see in the next, congregated together 
behind the starting line, they here are actively emigrating, 
the more active out-distancing the others in the race. 

Fig. 6 shows what happens when 5 per cent, salt solution 
is imposed upon the blood. That salt passes down by 
diffusion and arrests emigration, and I want you to notice 
in the one corner of the figure (and more clearly in the 
inset) that the few white corpuscles which were beginning 
to emigrate when the salt solution overtook them are broken 
up and destroyed. We shall presently appreciate the 
significance of that fact. 

I next show you what happens when microbes have been 
implanted into the blood. Those microbes—supposing 
always that they are the sort that can proliferate in blood— 
grow out into colonies. In Fig. 7 is shown what happens 
when an excessive implantation has been made, and the 
bacterial colonies come up very thickly in the blood. You 
see here that emigration is entirely arrested. If that were 
to happen in infected tissues it would mean that the organism 
was there giving up the combat against the microbes. 

In Fig. 8 we have again streptococcus implanted into the 
blood, but this time it is a much more sparing implantation. 
And here, as you see, the leucocytes are carrying 
out a raid against „ 

B Fig. 6. 


the microbes, each 
leucocyte ingesting 
and filling itself full 
with microbes. 

In Fig. 9 I show 
you what ‘happens 
when we make into 
the blood a very heavy 
implantation of the 
gangrene bacillus. 

Here in the neighbour¬ 
hood of the leucocytic 
layer things are for the 
moment going well for 
the leucocytes, for 
they are actively pha- 
gocyting. But farther 
away from that layer 
there are very numer¬ 
ous colonies of the 
gangrene bacillus, 
which are growing un¬ 
impeded. The omens 
are consequently un¬ 
favourable. You can 
see in your mind’s 
eye what is going to 
happen. In the first 
place, all further emi¬ 
gration of leucocytes 
is going to be arrested. 

And, in the second 
place, the leucocytes 
which have already 
emigrated and in¬ 
gested microbes will, 
instead of successfully 
digesting them, be 
gradually poisoned by 
bacterial toxins. And 
when the leucocytes 
are killed, their diges¬ 
tive ferment—you will 
remember my telling 
you that it would 
shortly appear that 
trypsin was at hand 
in every wound— 
passes out into the 
serum. By that, the serum will, as we have seen, be converted 
into a medium in which microbes can grow and pullulate. 

Distinction between “Live” and “Dead” Spaces. 

But we must now come back from these general questions 
to that of the treatment of the wound. Let me begin by 
explaining to you—for important questions of treatment 
hinge upon this—the distinction between il lire spaces^ and 
4 4 dead spaces. ” 


,***;■ 


► ** 
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Magnified view of the band of leucocytic 
emigration seen in Pig. 4, d. 
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In the lacunae of vascularised tissues we have live spaoes. 
In these we have optimum conditions for resistance to bac¬ 
terial infection. We have here an antibacterial lymph ; and 
this is continuously secreted and moved aloDg so that all 
corruptive changes would be continuously antagonised and 
remedied. Again, we have in live spaces ground that can 
be effectively searched by leucocytes, and if the bacterial 

Fig. 6. 



Magnified view of the leucocytic layer in the case where strong 
salt solution was superposed upon the white clot. 

infection is not extinguished by the first leucocytic attack 
reinforcements of leucocytes can be supplied by the 
capillaries feeding the live spaces. In all these respects live 
and dead spaces are sharply contrasted. 

Bead spaces are found in tissues which have been bruised 
and cut off from their blood-supply. We encounter them 
again in sloughs, in bone sequestra, and in the texture of 
cloth and intrusive foreign bodies. And we have a dead 
space in every abscess sac, and also in every other collection 
of pus, whether it lies open in the pocket of a wound or is 
confined under a slough or scab. The essential charac¬ 
teristics of dead spaces are two. First, they cannot be 
effectively searched by leucocytes. In some cases chemical, 
in others mechanical, conditions stand in the way. Secondly, 
the leucocytes which are engaged cannot be reinforced, nor 
can the fluid be renewed. Isolation from the circulation 
makes this impossible. 

Let me try to tell you in the fewest possible words what 
this imports in infection. If in an infected live space the 
scale turns in favour of the microbes, there is still a chance 
of the balance being redressed. Reinforcements can at any 
rate be brought up. In infected dead spaces—and let me 
here point out to you that all the experiments we conduct in 
test-tubes are equivalent to experiments conducted in dead 
spaces—an advantage gained by the microbes becomes at 
once irretrievable. That follows from the impossibility of 
reinforcement. 

Let me also tell you wh^t happens to the patient when 
infection goes ahead in a dead space. In the first place 
bacterial poisons will be absorbed, and the patient will suffer 
from septic fever. In the next place the microbic infection 
—this will generally be a streptococcic infection, but in war 
wounds it may be a gangrene-bacillus infection—will very 
often invade the surrounding tissues and from thence the 
blood-stream. And in the third place, the pus in the dead 
space will, when it becomes tryptic, eat its way into the 
enclosing tissues. The abscess sac will th*n extend in all 
dimensions, or else the pus will burrow in the direction of 
least resistance until it opens upon an inner or an outer 
surface. 

Treatment of Wound Infections. 

If you have now quite clearly apprehended the significant 
distinction between a live space and a dead space, you will 
with that have mastered the first great principle governing 
the treatment of all local bacterial infections. If you are 
dealing with infection in live spaces you can often mend 


matters by bringing (that is the rationale of hot fomenta¬ 
tions) more blood—that means more lymph and more 
leucocytes to the focus of infection ; and again you can 
often mend matters by improving the quality of the 
lymph—that is the rationale of vaccine therapy ; or, again, 
you may apply both these procedures concurrently. But 
when you are dealing with an infected dead space you 
cannot in these ways mend matters. You might just as well 
try to influence a test-tubeful of infected fluid. Where you 
have infected dead spaces, your only remedy is the knife. You 
have to evacuate your dead space as I empty this test-tube. 

Now that is the whole purpose and meaning of the surgery 
of the wound as carried out at the front. We can compress 
that into two propositions. Every infected dead space must 
be cut down upon and evacuated. And, as a prophylactic 
measure, every space which would, if left to itself, 
become an infected dead space—that means every space 
occupied by an infected projectile or pieces of infected 
clothing or infected foreign bodies or devitalised infected 
tissues—must be similarly laid open and cleaned out. That 
exhausts the treatment of buried infections. 

But it is only the beginning of the treatment of the wound. 
There is still the surface infection. The situation you have 
to face is just the same as that produced by emptying an 
infected tube: you have got rid of the infected contents, 
you have left the infection on the walls. 

I now turn to the problem as to how best to deal with this 
infection. And here again inevitably we must establish dis¬ 
tinctions. We must distinguish between the 'naked tissue 
surface made by the act of the projectile, or section with a 
knife, and the granulating defensive surface , which after a 
time clothes the naked tissues. In the former we have a 
non-vascularised surface, and in this a system of lymph 
spaces left without mechanical or biological protection other 
than that furnished by the emigration of leucocytes and 
(till that stanches) by the outflow of lymph. And the 
naked tissue surface is not only ill defended against 
microbic attack, it is also peculiarly liable to damage 
and to physiological deterioration of the kind which opens 

Fig. 7. 



Leucocyticfeniigration restrained by excess of streptococcic infection. 


the door wider to such attack. Such a surface readily dries 
up ; and drying means the closing down of the capillary circu¬ 
lation. Again, seeing that it is non-vascularised, a naked 
tissue surface will readily take cold, and by that both lymph 
outflow and emigration are arrested. And lastly, a naked 
tissue surface, if kept wet, will as soon as the discharges 
become tryptic, readily undergo erosive digestion. Against 
all these forms of physiological degeneration we should in our 
treatment of naked surface infections make special provision. 

A granulating surface offers much greater protection 
against microbic infection, and is much less subject to 
damage. The tissues are covered in by many layers of pro¬ 
tective cells, the lymph .spaces are sealed over, and there has 
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been laid down immediately below the surface in newly 
formed vessels a very abundant blood supply. All this 
gives sensible security against massive microbic inva¬ 
sion from the surface ; against the wound taking cold ; and 
against erosive digestion. In short, the treatment of the 
infected granulating surface will be less precarious than that 
of the infected naked tissue surface. 

The Natural History of the Wound with a Naked 'Jissue 
Surface Left to Itself. 

Let me first consider the natural history of the untreated 
wound with an infected naked tissue surface. I will take the 
case of an open shell wound left without treatment. Accord¬ 
ing as it is wet or dry the evolution of this wound will be 
entirely different. Let us take first the case of its being allowed 
to dry. Under the original dry dressing the,blood and lymph 
flow from the surface will gradually stanch, and we shall 
then have a naked tissue surface covered with a coagulated 
coating of blood and lymph. In this will be incorporated 
when the tissues have been bruised lacerated elements of 
moribund tissue, and there will be also included other 
•elements of foreign matter and always a certain number of 
microbes. Little by little the coating of coagulated blood 
■and lymph upon the surface of the original wound, or, as 
the case may be, of the surgeon’s incisions, will dry up, and 
the capillary circulation underneath will gradually be closed 
down by desiccation. And all the while the serophytic 
microbes will be proliferating. As a result of all this the 
superficial tissues will die, and become gangrenous, and the 
originally clean naked tissue-surface will gradually be trans¬ 
formed into a dry, greenish-black, excessively foetid, slough- 
covered surface pullulating with microbic growth. - Under the 
sloughs will then be formed infected dead spaces, and from 
these the infection—I am here thinking in particular of a 
gangrene infection—will invade the neighbouring live 
spaces, converting these in their turn into dead spaces until 
we have large areas of gangrene and a general intoxication. 

That, of course, will happen only with very heavy infec¬ 
tion or extreme physiological deterioration. With lighter 
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Lcucocj tc a emigrating and attacking a colony of streptococci. 


infection or less adverse physiological conditions in the 
wound, the invaded organism will have recourse to measures 
of defence. Gradually the superficial sloughs and gangrenous 
portions of the deeper tissues will be demarcated and then 
amputated from the living tissues—the amputating agent 
being, no doubt, the tryptic ferment in the dead spaces. 
And at the same time there will have been organised in the 
living tissues some little way back a defensive front built up 
upon the same plan as a granulating surface. 

2 Let us note In connexion with this microbic growth and fmtor 
that the albuminous substances of our tissues which, so long ss they 
are bathed in lymph, rank as protected albumens, are. when the lymph 
stream dries up, degraded to the rank of unprotected native albumens. 


Let me now tell you also what would happen if the 
infected surface is simply kept wet. Here, also, the 
microbes which have been incorporated in the clot would 
grow out. Then there would supervene leucocytic emigra¬ 
tion, and upon that would follow a breakiDg-down of the 
leucocytes with a setting free of trypsin ; and after that 
any and every microbe would pullulate in the cavity of the 


Fig. 9. 



Leucocjtes emigrating and attacking colonies of the gas gangrene 
bacillus. 

wound and in the devitalised tissues adhering to the surface. 
Finally, if treatment were still deferred there would be 
reproduced in an aggravated form (for there would in the 
open wound be a varied and more formidable infection) the 
evil train of events which is associated with infection in a 
buried dead space. When you reflect that an open wound 
cavity filled out with tryptic pus is physiologically equivalent 
to an unopened abscess sac, you will see that the same 
erosive action would be exerted upon its walls ; that erosive 
digestion would enlarge and deepen its cavity ; that these 
degenerative changes would enable the microbic infection 
to burrow everywhere deeper into the walls ; and that 
bacterial poisons will be absorbed. 

All I have been saying in the last few minutes can 
be compressed into this : an infected naked tissue surface 
becomes, if allowed to dry, a desiccated slough-covered 
wound; if simply kept wet, a tryptic suppurating wound. 
And the bacteriological events also can be put quite simply. 
A comparatively light infection, such as we have in the man 
whose wounds have been properly opened up and mechanically 
cleaned, is converted by transport into a very heavy infec¬ 
tion ; and a purely surface infection into an infection 
invading the deeper tissues. 

Problem of Preventing the Degeneration of the 
Wound when Treatment is Interrupted during 
Transport. 

Having realised what happens to the wound when un¬ 
treated, we have to think out how to keep wounds—whether 
originally completely open or opened by a surgeon—from 
falling during protracted journeys from hospital to hospital 
into these desperately unwholesome conditions. We have 
also to consider how to restore, as rapidly as possible, to 
their original wholesome state wounds which had lapsed 
into distressing conditions either through lying out un¬ 
treated on the field or through interruption of treatment 
during lengthy transport. 

Suggestion that the wound could he sterilised at the outset , 
and could he kept sterile hy leaving an m antiseptic in 
the wound. —The first thought of every man would 
probably be that the wound should be most carefully dis¬ 
infected at the outset. But what happens in burns shows 
that to start in the case of an open wound with a sterile 
surface avails nothing. A burn is a form of wound which 
is at the outset absolutely sterile, and quite notoriously 
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hollow spikes. I have coated it inside with infected 
serum aear, and the hollow spikes give a greater depth of 
infected lining and also a better hold for that lining. As 
soon as the agar has solidified the infected tube is filled with 
antiseptic. And then we can, after an interval, pour out the 
antiseptic, fill in with nutrient broth or trypsinised serum, 
and then incubate. Any microbes which have been left alive 
in the lining will now grow out into colonies, and be visible 
through the walls of the tube. 

Fig. 10. 



A test-tube standing on spike legs, representing a war wound with 
diverticula. 


it tends to become very rapidly intractably septic. No 
doubt the germs begin to arrive before the burnt surface has 
well cooled off, and the wound is very rapidly peopled by 
microbes. Without doubt this is due to the emigrating 
leucocytes being held back in the superficial sloughs, dis¬ 
integrating there and corrupting the exuding lymph. And 
this is not preventable by any application of antiseptics. 
The same holds true of war wounds. These become heavily 
infected even when the wounds arc drenched at the outset 
with the strongest antiseptics, such as undiluted carbolic 
acid and concentrated solutions of iodine. 

This is not the place for any lengthy discussion of the 
reasons for this failure of antiseptics. But the gist of the 
matter can be put quite shortly. The real truth is that the 
current belief in the therapeutic efficacy of antiseptics rests 
on experiments which are quite fallacious. They are 
fallacious in that the antiseptic in those experiments was 
applied in watery media—media which left that antiseptic 
unaffected. To have value—that is, to have application 
to conditions obtaining in vivo —the experiments should have 
been conducted in pus or serum—media which quench anti¬ 
septic action. Again, in the experiments of the past the 
antiseptics were intimately mixed with the bacteria sus¬ 
pensions ; whereas, applied in the wound the antiseptic 
comes only into external contact with the infected wall, and 
when left behind in the empty cavity only into external 
contact with the inflowing discharges. Employed thus we 
cannot expect it to diffuse into and exert a bactericidal 
effect in either infected tissue or pus or serum. 

By reason of the fact that these considerations were in 
the older experiments disregarded, the issue as to whether 
antiseptics applied in the wound with prophylactic intent 
can be of any use must be investigated quite anew. 

Experimental Investigation of the Efficacy of Antiseptics. 

Let me now try to indicate to you what sort of experi¬ 
ments should be undertaken by anyone before nourishing in 
connexion with a particular antiseptic the expectation that 
it is going to be efficacious for sterilising and afterwards 
suppressing microbic growth in wounds. I can illustrate 
my points best if you let me show you here four tubes. 

In Tube No. 1 I have a suspension of microbes in water. I 
now add an equal volume of the antiseptic I wish to test and 
shake up thoroughly. These are, as you see, conditions which 
give every possible advantage to the antiseptic. It is applied 
in a non-albuminous medium and is intimately mixed with 
the microbes. To find out whether the microbes have been 
killed I draw off a sample and dilute with very many times 
its volume of nutrient medium. I then incubate to see 
whether I get any bacterial growth. 

In Tube £ I make the conditions more favourable to the 
survival of the microbes—infinitely more favourable than if I 
left behind an antiseptic in a wound. I have here a mixture 
of staphylococci, streptococci, and gas-gangrene bacilli 
suspended in serum, and I now, as in Tube 1, add an 
equal bulk of the antiseptic and shake up, and I then, 
following the technique of Professor Beattie, pour on a little 
hot vaseline which will afterwards congeal. This, by forming 
an air-tight seal, will allow the gangrene bacillus, if it 
survives, to grow out. It will also by its congealment 
confine the gas which this microbe evolves, and so will 
announce its growth. 

Tube 3 is, as you see (Fig. 10), a tube which has been 
drawn out into a number of hollow spikes to imitate the 
diverticula of the wound. My colleague, Dr. Alexander 
Fleming, who devised it, calls it the “artificial war wound.” 
To imitate the conditions obtaining in the actual war 
wound we fill both the tube and its diverticula with an 
infected trypsinised serum. We now empty the tube, leaving 
behind of necessity in the diverticula a certain amount of 
the original infected fluid. We then fill with an antiseptic ; 
and the future of the infection will now depend on the 
penetrating power of the antiseptic. If the antiseptic 
penetrates into the infected fluid sterilisation will be 
obtained ; if it fails to penetrate the artificial wound will 
remain infected. To find out what has happened we 
empty out the antiseptic, fill in with trypsinised serum, 
and incubate. 

After asking in Tube 3 whether the antiseptic can com¬ 
pletely sterilise a wound which has its recesses filled with an 
infected albuminous fluid, I go on in Tube 4 to investigate the 
question as to how far the antiseptic can penetrate into the 
walls of the wound. Tube J is, as you see, a tube with 


Let me show you a set of typical results obtained by the 
procedures I have just described, using the antiseptic of 
Dakin, which is to-day perhaps the most popular of all anti¬ 
septics. 

In Tube 1 we have obtained, as you can see by these sub¬ 
cultures, complete sterilisation. And it was obtained after 
only momentary contact with the antiseptic. In Tube 2, 
where a lightly infected serum was shaken up with an equal 
bulk of the antiseptic and then incubated with it, we have 
in this mixture of serum and antiseptic a very vigorous 
growth of microbes. You see the medium has become turbid, 
and there ha9 been an evolution of gas which has pushed up 
the plug of congealed vaseline. In Tube 3—and here the 
antiseptic stood for four hours in the barrel of the tube —we 
have in that barrel a teeming multitude of microbes. And 
in Tube 4, after four hours’ contact with the antiseptic, only 
that very thin layer of the infected lining which coats the 
barrel has been completely sterilised, and in the concavity 
of every spike one can see that the bacterial colonies have in 
the depth come up quite thickly, and that it is only in the 
very surface layer that the microbes have been killed. And 
I here show you in a parallel tube which has been incubated 
24 hours longer that the microbes you have seen growing in 
the deeper layers very soon penetrate the sterilised superficial 
layer, and invade the fluid contained in the barrel of the 
tube. 

When we find an antiseptic giving results quite different 
from those I have here shown you it will then, for the first time, 
become a rational policy to use an antiseptic at the front 
and to leave it in the wound with a view to safeguarding the 
patient during lengthy transport. 

Suggestion that the bacterial infection in the wound can be 
kept down during transport by frequent re-applications of an 
antiseptic. —In the earlier period of the war the only method 
of re-app’ying an antiseptic was that of taking down the 
dressing, syringing the wound, and completely re-dressing. 
That was, especially in the case of deep wounds and com¬ 
pound fractures, a very lengthy and painful procedure, and 
one which was nearly impracticable in transport. For 
that complete re-dressing there has now been substituted 
by Carrel a procedure for washing and refreshing the 
surface of the wound through rubber tubes. According 
to Carrel, Dakin’s antiseptic should be employed and 
this should be applied every two hours. Let me about the 
application of this in transport say this: that it would, I 
think, be impracticable to carry it out on a sufficiently 
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large scale and sufficiently systematically; and treatment 
with Dakin’s antiseptic applied in an unsystematic manner 
.gives exactly the same results as simply keeping the wound wet. 

Suggestion that the set-book in the mound, during transport 
ssould be prevented by dressing with hypertonic salt solu¬ 
tion. —The set-back in the wound with its resulting 
tragedies could, I think, be avoided by drawing out 
lymph in a continuous manner from the tissues, and by 
holding up at the same time the emigration of leucocytes. By 
the outflow of lymph we should be driving back and expelling 
invading microbes. We should also thereby be preventing 
the conditions in the walls of the wound becoming unwhole¬ 
some to leucocytes. We should further, by the con¬ 
tinuous outpouring of lymph, be effectively combating the 
•corruption of the discharges in the cavity of the wound. 
And lastly we should, at the same time, be preventing any 
drying up of the wound. By holding up the emigration of 
leucocytes we should (you will remember that leucocytes will 
when they break down, famish trypsin) be taking steps to 
prevent the corruption of the wound discharges. 

We have in a hypertonic solution the therapeutic agent we 
require for these purposes. The proper way of using it is to 
^apply to the wound three or four layers of lint thoroughly 
eoaked in 5 per cent, salt solution ; to impose upon these, 
as a reinforcement, three or four more layers of lint thoroughly 
soaked in a saturated salt solution and then cover the whole 
with jaconet, or other impermeable material. 

Remedial Treatment. 

I now pass from discussion of the method of preventing 
the set-back that occurs in transport to the discussion of 
remedial treatment. The set-back will, as we have seen, 
have given us either a tryptic suppurating wound or a dry 
slough-covered wound. In each case the first item in treat¬ 
ment will be to get a clean surface. For that it will, in the 
ease of the tryptic suppurating wound, suffice to wash away 
the tryptic pus. In the case of the desiccated slough- 
covered wound we must get rid of the sloughs. The 
rational way to do that will be by cleansing digestion. Such 
cleansing digestion can be obtained by treating the wound 
with hypertonic salt solution. This will, as we have already 
eeen, break down leucocytes, setting free trypsin, and then 
the free trypsin will rapidly, and especially rapidly if we 
let the hypertonic salt undergo dilution, amputate the 
•dead from the living tissues. Let us note that what we set 
cut to do by the use of hypertonic salt solution is only to 
achieve more rapidly, and, as we shall see, with less risk 
of infection, what putrefaction and the destruction of 
leucocytes by microbe* would, if we allowed things to run 
their course, spontaneously effect. The second item of treat¬ 
ment In each case will be to combat the infection which 
has found a lodgment in the lymph spaces in walls of the 
wound cavity. To deal with this we require to wash out 
by an outpouring lymph stream, and this, as I pointed out 
a moment ago, is obtainable by treatment with reinforced 
hypertonic salt solution. 

If the train of reasoning I have laid before you is correct, 
it will follow that hypertonic salt solution is the agent we 
require both for preventing the set-back due to interruption 
cf treatment in transport, and also for remedial treatment. 

Experiments which Exhibit the Properties op 
Hypertonic Salt Solution. 

You will very reasonably here expect me to produce 
experiments to show that a hypertonic salt solution has the 
virtues I ascribe to it. You will want to see for yourselves 
that it attracts water and can draw out fluid from moist 
tissues ; and that it can set free trypsin from pus, and initiate 
digestion. 

Drawing Action of Strong Salt Solution. 

I have here (a) two cylinders of agar containing salt to 
saturation and (b) two cylinders of water agar—all cast to the 
same size in 100 c.c. measures, and all rendered insoluble by 
an addition of formalin. Let us take first the cylinders of 
water agar. Upon the one of these as it stood in the measure 
was imposed a little saturated salt solution, solid salt being 
afterwards supplied as required. You see that the salt has 
here drawn out water copiously. The agar has everywhere 
detached itself from the walls, and we have in the interspace 
and on the top of the cylinder some 40 to 50 c.c. of fluid. 
The control cylinder of water agar which has been exposed 
to the air has, as you see, not shrunk at all. 

Exactly the converse has happened with the cylinders of 
salt agar. These were taken out of their moulds: one was 


put down to steep in water—that one has, as you see, 
swollen to twice its bulk; the other was immersed in 
saturated salt solution—that one has not altered in bulk. 
We thus see that salt attracts to itself water. It can, 
according to the conditions, draw it out from or into a moist 
menstruum. 

I have here in these three test-tubes another form of moist 
menstruum—cotton-wool impregnated with egg-albumen. The 
plug-in each case a very tight plug—is, as you see, placed 
half way down the tube, dividing it into an upper and lower 
compartment; and immediately below the plug 1 have a lateral 
hole (now sealed with plasticine). 3 Through this hole I 
can wash out both compartments very thoroughly, and fill 
and empty them without disturbing the plug. I have used 
in these experiments three fluids : a diluted egg-albumen 
with a specific gravity of 1026 for my plug, and two extract¬ 
ing fluids—water, and a saline solution containing about 
8 per cent, of common salt with a specific gravity of 1052. 
In Tube 1 I have water above and below; in Tube 2 salt 
solution above and below; and in lube 3 water above and 
salt solution below. And here are the results obtained 
24 hours after by emptying out the fluids and boiling them 
secundum artem. In lube 1 we have in the fluid from 
the upper compartment a mere trace of albumen; in 
that from the lower a very massive floccular deposit. 
That means that in the lower compartment the heavier 
albuminous fluid has sunk to the bottom, and in the upper 
only a mere trace has diffused upwards against gravity. In 
Tube #, where both compartments were filled with salt 
solution, we have in the upper a massive floccular deposit, 
and in the lower a heavy but not nearly as heavy a one. It 
is the result in the lower compartment which specially 
interests us. It shows that an albuminous fluid is drawn 
down into salt solution in opposition to gravity. In the 
upper compartment, superaddtd to the drawing action of 
the salt, we have a displacement upwards of a lighter by a 
heavier fluid. In Tube 3 (see Fig. 11), with water above and 
salt solution below, the upper compartment contains, as in 
Tube 1, only a mere trace of albumen. In the lower 
compartment we have again, as in Tube 2, a very heavy 
deposit of albumen drawn down against gravity. 

I have here other experiments of which I show you photo¬ 
graphed drawings. All these bring out that when strong 
salt solution and water are brought into apposition, and we 
introduce such a succession of obstacles as are provided by 
a cotton-wool plug or a wick, we get, so far as the convection 
of fluids is concerned, the same results as with a thin mem¬ 
brane, such as parchment paper or a film of formalin gelatine. 
But with respect to the character of the fluid we get a 
different result. When we employ only very minute pores 
we filter out albuminous substances; where we employ 
macroscopic pores albuminous substances are carried through. 

In my next experiment (Fig. 12) we have in one beaker 
saturated salt solution and in the other water coloured with 
methylene blue. To maintain the fluids at the same level we 
connect them up with a siphon filled with uncoloured water. 
We then establish a further connexion by means of a siphon 
filled with uncoloured water and blocked by a cotton-wool 
plug at the one end. This end goes down into the salt 
solution, but it is only just immersed. When we now watch 
events—and it is a question of watching them for weeks— 
we find that the coloured water is drawn up into the open 
limb of the plugged siphon in the manner shown. In the 
case of the open siphon nothing of this sort occurs. 

In the next experiment (Fig. 13) we have a series of three 
tubes arranged tandem and connected up by wicks of moist 
bandage fitting very loosely in siphon tubes. We have in 
Tube A plain uncoloured water, in Tube B water coloured 
with methylene blue, and in Tube C saturated salt solution 
—all these being filled in to exactly the same height, and 
then protected against evaporation. We now observe that 
the level of the fluid in C gradually rises, while that in A 
and B sinks ; and at the same time the colouring matter from 
B is gradually conveyed up the wick in the direction of 0, 
but is not carried up in the direction of A. 

In the next experiment (Fig. 14) we have again a series of 
three tubes arranged tandem and connected up by wicks as 
in the last experiment. In A we have plain water, in B an 
albuminous fluid, and in G saturated salt solution—all filled 
in to exactly the same height. As in the last experi¬ 
ment, the level of the fluid rises slowly in G and sinks away 

3 In sealing with the plasticine care mast be taken not to produce a 
positive pressure, and so drive albumen up Into the upper compartment. 
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in A and B. We then unship Tubes A and C, add salt to A, 
and then boil both. We find that a great deal of albumen 
has been carried over into C, and that none has diffused over 
into A. 

The Setting Tree of Tryp»in by Hypertonic Salt Solution . 

You will probably not want to see any further experiments, 
on this point. But I have still to make good to you that a 
hypertonic salt solution sets free trypsin from pus and initiates 
digestion. On that matter I will content myself with show¬ 
ing you the two following experiments. 

Experiment 1 .—I have here, as you see, two test-tubes 
filled nearly to the top with egg-albumen. To this was 
added £ per cent, of carbolic acid, and the albumen was 
then solidified by immersing the tubes in boiling water. 
That done I took two cotton-wool plugs and steeped them 
in a pus to which I had added again { per cent, carbolic acid. 
I then inverted my tubes, the one into a beaker containing 
5 per cent, salt, the other into a beaker containing physio¬ 
logical salt solution. (Fig. 15, A and B.) To these also I 
added \ per cent, of carbolic acid. You will understand 
why I chose carbolic acid as my antiseptic when I tell you 
that it is an antiseptic which does not destroy trypsin or 
impede digestion. You see in the drawings made after the 
tube had been incubated for 48 hours, that in Tube A, the 
tube which was immersed in hypertonic salt solution, the egg- 
albumen was extensively digested, while in Tube B there was 
only a mere trace of digestion. 

Experiment 2. —I here try to imitate the conditions of 
slough-covered wounds. I have in these beakers a founda¬ 
tion of coagulated white of egg containing 0 5 per cent, of 
carbolic acid. On the top of this I have in each case a 

Fig. 11. 



Tube 3 Is flanked with test-tubes labelled A and B showing the result 
of boilintr the fluid from the upper (A) and the lower (B) compartments 
of this tube. 

disc of lint, woolly side up, firmly fastened down by adding 
another layer of egg-albumen and coagulating this by heat. 
Upon the lint I have poured a non-tryptic pus, giving, of 
course, an equal amount to each beaker. In this way I have 
made what I think can pass as representing fairly closely 
pus-impregnated sloughs in wounds firmly adherent to the 
tissues beneath. (Fig. 16, A and B.) 


We now pour upon one of the artificial sloughs 5 per cent, 
and upon another 0-85 per cent, solution made up with \ per 
cent, carbolic acid, and we may pour upon a third Dakin’s 
solution. And we now place them all in the incubator. 
You see here what has happened after 24 hours. In 
Beaker A, where the artificial slough has been treated with 

Fig. 12. 



The left-hand beaker contains water coloured with methylene-blue ;tthe 
right-hand beaker strong salt solution. The beakers are connected up 
by two siphon U tubes -the upper being an open siphon filled with 
uncoloured water ; the lower a siphon plugged with cotton-wool and 
like the upper siphon, filled in at the outset with^uncoloured water. 

hypertonic salt solution, the slough has loosened itself from 
its bed, and floats up as I pour in water. In Beaker B , where 
I imposed only physiological salt solution, the slough is 
still firmly adherent. And the same holds of Beaker C (not 
figured), where we have Dakin’s solution. 

We have here, as you see, an instructive experiment. And 
we can derive from it more instruction than has as yet 
appeared. In the first place, if we carry the experiment 
further, the slough which has been treated with physio¬ 
logical salt solution will also separate. In contrast with this 
will be what will happen with the artificial slough treated 
with Dakin’s solution. Here, especially if the Dakin’s 
solution is periodically renewed, the clot will remain 
adherent. For the Dakin’s solution, while it is destructive 
to leucocytes, is when not quenched by albumen destructive 
also to the trypsin which brings about the separation of the 
slough. 

We can always appreciate the situation and tell what is 
going to happen whether in the wound or in vitro by taking 
samples of the fluid and testing quantitatively for trypsin 
with milk containing about i per cent, of calcium chloride 
cryst., and we can when making experiments in vitro on the 
separation of artificial sloughs, hurry up the events by 
conducting the digestions at 50° C. 

We can also vary our experiment with weak and strong 
salt solution by leaving out the antiseptic. Then microbic 
growth will, more particularly in the weaker salt solution, 
proceed unchecked, and the destruction of leucocytes by 
that growth will play an important role in the loosening 
of the clot. Meanwhile, the microbes will be everywhere 
making their way deeply into the albuminous substratum. 
This imitates what is occurring in every untreated slough- 
covered wound. While on the surface sloughs are decom¬ 
posing and separating, in the depth further tissue is 
becoming heavily infected and gangrenous. In treatment 
we must combat that inward extension of the infection, and 
since we cannot block the infection by antiseptics, we must 
place mechanical and biological obstacles in its path. That 
means we must get lymph to pour out in full stream from 
the deeper tissues, and, if we achieve this, we may, after the 
sloughs have separated, look to have a clean, comparatively 
lightly infected wound surface. 

Treatment of the Wound in the Case where we have 
only a Light Surface Infection. 
r '. When we have got back to a clean and only lightly 
infected surface we must think out our next step in treatment. 







ThbLanobt,] COL. SIK ALMBOTH E. WRIGHT: TREATMENT OF WAR WOUNDS. [June 23, 1917 947 



Tube A contains uncoloured water; Tube B, water coloured with 

methylene blue; and Tube C, saturated salt solution. The fluids 

stood originally at the same height in each tube. 

We have learned that there are in wound infections two 
supreme dangers. lirst , there is the danger associated with 
the buried infection. We have appreciated that the effective 
and only remedy for this is the immediate opening up of 
the infected dead spaces, and you will remember that is 
a question of converting a buried infection into an open 
surface infection. The second very serious danger is that 
intensification of the surface infection which follows upon a 
lengthy interruption of treatment during transport. This, 
regarded from the point of view of loss of life and limb, ranks 
next in order of importance after delay in dealing with the 
buried infection. When the set-back due to transport has been 
prevented or remedied, we have confronting us the problem 
which, if treatment had been uninterrupted, would have pre¬ 
sented itself earlier—the problem as to how to treat a slight 
infection of a naked tissue surface. 

One of the ways of treating this is to leave the wound to 
heal up from the bottom, limiting oneself to such re-dressing 
as would prevent erosive digestion. By this programme the 
patient would, when his wound is a large one, be condemned 
to very many months of disability and also of bacterial in¬ 
toxication. For the fact has got to be faced that it is all 
but impossible to maintain satisfactory conditions in a large 
wound for months on end. 

The alternative programme is for the surgeon to close the 
wound with the minimum delay. If the anatomical con¬ 
ditions permit, and the bacteriological examination shows 
the wound surface to be practically uninfected, or if the 
wound is only a very few hours old and the implanted 
microbes cannot yet have grown out, the wound can, after 
removal of all dead and foreign matter, be immediately closed 
—the surgeon, of course, standing by to reopen the wound if 
symptoms of buried infection develop. If, on the other hand, 
bacteriological examination shows that the wound surface is 
appreciably infected, or the history of the case makes this 
practically certain, then we should, by closing the wound, be 
violating all the principles of surgery. For we should simply 


Tube* A contains plain water. Tube B a watery solution of egg-alburaen 
and Tube C saturated salt solution. 

A second method of procedure—I may call it the 
unreasoning a ntiseptic procedure —is to employ an antiseptic, 
considering in connexion with it only the fact that it is 
called an antiseptic. That means using an antiseptic 
without laying stress upon the assiduous cleansing of the 
wound surface and the maintenance of good physiological 
conditions ; without inquiring whether the antiseptic can, 
when brought into external contact with pus or an infected 
tissue, penetrate into it; and without asking whether the 
antiseptic hinders phagocytosis, or destroys the antitryptic 
power of the blood fluids, or permits or interferes with 
tryptic action. 


It will help if we first review what we have learned 
by the way so as to see the whole history of the wound in 
perspective. 

Fig. 13. 


be converting a surface infection into a buried infection. 
The proper step to take with a wound which is appreciably 
infected is to reduce the microbic infection to the point at 
which it is negligible and then re-suture. 

Methods of Dealing with the Microbio Infection. 

The microbic infection may be dealt with by any one of 
the following procedures. 

In the first plate we can employ the physiological pro¬ 
cedure. If we elect to do this, we must think out clearly 
the physiological problem. For example, it will be inappro¬ 
priate when dealing with a purely superficial streptococcic 
and staphylococcic infection to continue the application of 
hypertonic salt solution. The effect of that would be, on the 
one hand, to hold off phagocytes from the microbes (for 
strong salt arrests emigration) ; and, on the other hand, to 
provide the staphylococcus and streptococcus with lymph, 
a fluid in which they can grow and disseminate themselves 
over the whole face of the wound. What we want is 
an application which calls out leucocytes, and which will 
restrain, or which at any rate will not activate, the lymph 
flow. Physiological salt solution, and zinc sulphate in i per 
cent, solution, and no doubt many other heavy metal salts 
in dilute solution, are the sort of agents we require. But 
what is, above all, essential to success in physiological treat¬ 
ment of a surface infection is to be very assiduous in 
removing any leucocytes which may break down upon the 
face of the wound. That is a question of maintaining intact 
the antitryptic power of the discharges. 


Fig. 14. 
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This unreasoning antiseptic procedure is constantly em¬ 
ployed. It has led to failure upon failure, and it would be a 
matter for wonder if it did succeed. 

The third and last method of procedure I may call the 
combined antiseptic and physiological procedure. If we want 
to find a method of this sort we shall not find it by inquir¬ 
ing for it under this name. What we have to seek is a 
method which proclaims itself an antiseptic method and 
which in this guise combats effectively, but perhaps not with 
full comprehension, corruptive changes in the wound. 

The method of Carrel is, as I think, such a method. I 
would propose to make good that it is a combined anti¬ 
septic and physiological method ; then to survey the results 
obtained ; and finally to consider how to determine how far 
the results should be credited to the antiseptic, and how 
far to the physiological, element in the treatment. 

We have in Carrel’s treatment two factors : (a) Dakin’s 
antiseptic, or, as I should prefer to call it, Dakin’s thera¬ 
peutic agent ; and ( b ) Carrel’s procedure for washing and 
refreshing the wound surface in the intervals between the 
complete dressings. Now each of these factors, quite 
irrespectively of what it does in killing or removing the 
microbes, makes the conditions in the wound unfavourable 
for microbial growth. Let me, taking first Dakin s fluid, 
and then Carrel’s washing procedure, try to make for you 
an inventory of their directly anti-bacterial, and their 
physiological or indirectly antibacterial, effects. 

Bakin's fluid. 

Dakin’s fluid is, as I have shown you, ‘ a very ineffective 
antiseptic when it is brought into application upon microbes 
suspended in serum. It is also, as I have shown you, an 
antiseptic which has as good as no power of penetrating into 
albuminous fluids. It is also an extremely volatile antiseptic. 
When exposed in a shallow dish at blood temperature I have 
found it to lose four-fifths of its potency in half-an-hour, and 
it will, as I have already had occasion to point out, if not 
already quenched by contact with serum, very quickly dis¬ 
appear from the wound. 

Turning from the effect exerted upon microbes to the effect 
exerted upon the wound surface, let me recall to those of you 
who have seen it, that when we treat a naked tissue surface 
with Dakin’s fluid, we after a certain lapse of time convert 
it (and we do exactly the same thing with 5 per cent, salt 

Fig. 15. 


Test tubes tilled with coagulated egg-albumen ; then plugged with cotton¬ 
wool impregnated with pus: and then inverted into beakers. Beaker A 
contains hypertonic, Beaker B normal salt solution. 

solution) into a bright coral-red granulating surface. That 
means we convert it into a defensive surface excellently well 
provided with new-formed blood-vessels from which active 
leucocytes and fully potent lvmph will emerge. Leucocytes 
also are affected by Dakin’s fluid. Experiments show that it 
is destructive to phagocytosis. When we add one part of 
4 Vide supra. Experiments on Antiseptics. 


the reagent to nine of excoagular blood we reduce the* 
phagocytic power of that blood by more than one-half. 
We abolish phagocytosis when we add one part of the 
reagent to four of blood. The fluid elements of the discharge 
also are altered in character by Dakin’s fluid. Let me remind 
you here that we saw in our experiments on artificial sloughs- 
that treatment with Dakin’s solution hinders the digestive^ 

Fig. 16. 


A B 


Beakers containing coagulated egg-albumen into which is imbedded a 
la\er of lint, upon the lint was poured pus, and upon this in the 
case of Beaker A hypertonic, and in the case of Beaker B normal salt 
solution. In Beaker A the artificial slough has separated off.by tryptic 
digestion. 

processes which bring about their separation. Thi& 
stands in relation to the fact that the reagent exerts 
upon trypsin, when albumen is not there to act as a 
buffer, a destructive action. We have, as you perceive, 
here a physiological action which may quite well come 
into operation when a wound surface which has been 
tryptic is flushed. But Dakin’s fluid will act not 
only upon trypsin. It abolishes also the antitryptic 
power of the blood fluids. So, applied in the wound, it 
might perhaps with one hand give protection, and 
with the other hand take it away. But what 
really does happen is, I suppose, that all free trypsin 
is destroyed by the flush and that afterwards, when 
the hypochlorite is quenched or vaporised, new anti¬ 
tryptic lymph and with this new leucocytes emerge 
from the wound surface. 

And the particular train of thought here started 
is, perhaps, worth following up. We may, I think, 
profitably ask ourselves whether if put to our election 
between maintaining antiseptic action continuously 
at the expense of physiological action, and alterna¬ 
ting antiseptic with physiological action, we should 
not do well to elect for the latter policy. And we 
may muse whether it was not specially felicitous 
to have employed, as Carrel has done, an anti¬ 
septic which is very readily quenched and also 
very volatile and to have applied it discontinuous!y. 
Had that antiseptic been employed by a method 
of continuous irrigation, phagocytosis on the face 
of the wound would have been excluded, and 
we should have had in tbe cavity of the wound 
a lymph whose antitryptic power had been 
destroyed. 

But I have already said enough about Dakin’s 
fluid if you have appreciated that it is a poor 
antiseptic ; that it acts as a poison upon leuco¬ 
cytes and blood fluids ; that its physiological 
action is a very complicated one; and that its bene¬ 
ficial effects cannot be due simply to its antiseptic 
action. 

Carrel's Method. 

I now come to Carrel’s procedure of intercalating between 
the complete dressings a frequent flushing and refreshing of 
the wound surface and for carrying out this flushing 
unlaborionsly. Allow me to say that we have here, I think, 
far the most important contribution made to surgical 
technique since the beginning of the war. But to that let 
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add, that while Carrel’s procedure gives us a new and 
unproved technique for the application of antiseptics, much 
more does it give us a new and improved technique for 
physiological treatment. For that treatment the assiduous 
removal of corrupted and corruptible discharges is, as you 
know, the primary desideratum. 

We now turn to the results of the treatment of infected 
wound surfaoes by Carrel’s method, and we may take them 
from Carrel’s book. But it will be well, in order to keep 
to the kind of wound infection here under discussion, 
to exclude from consideration wounds complicated with 
fractures—for in those effective washing is difficult. 
Within our purview will then only lie wounds of soft 
parts, and in Carrel's book these are distributed under 
<a) fresh wounds—wounds taken in hand when 5 to 
24 hours old; ( b ) phlegmonous and gangrenous wounds ; 
and ( o ) suppurating wounds. The first of these categories 
would broadly correspond to wounds with a naked tissue 
surface lightly infected. The others would correspond to 
wounds which have, through postponement of treatment or its 
interruption by transport, suffered a set-back, converting an 
originally light surface infection into a heavy infection with 
invasion of the deeper tissues. Having now got your bear¬ 
ings, you will see that we have already, in discussing 
remedial treatment for the set-back, discussed the last two 
of Carrel’s three classes of wounds. And we learn from 
the data he gives with respect to these only this—that the 
combined operation of treating the set-back and reducing 
the remaining light infection to a negligible infection per¬ 
mitting successful re-suture occupies by his method 3 to 

4 weeks. This, of course, does not tell us how long it takes 
to convert a light surface infection into a negligible one. 
For that we must turn to the data relating to fresh wounds ; 
and under that heading we find that where there are sloughs 
to be dealt with 15 to 20 days ; and, where there are none, 

5 to 12 days are required. That gives us a measure of what 
can be done by what I have, I hope not without good 
warranty, called Carrel's “combined antiseptic and physio¬ 
logical treatment." 

Let us consider what Carrel’s results tell us. They tell us 
in the first place that, whatever else it is, Carrel’s treatment 
is not in any sense a therapist magna stervisans. Regarded 
as an antiseptic method, it is a method of “ fractional 
sterilisation ” requiring for the case we are considering—the 
simplest case of all—at the rate of 12 douches a day a 
series of 60 to 144 antiseptic douches. And if I am right in 
regarding Carrel’s treatment as a combined antiseptic and 
physiological treatment, we have, superadded to the anti¬ 
septic,. a series of 60 to 144 physiological attacks upon 
the microbes—each such attack starting from an atryptic 
condition. 

The consideration of these figures leads directly to 
what I have to say in conclusion. While Carrel’s work 
constitutes a very notable practical achievement, regarded 
as science it comes short in the respect that adequate 
control experiments are lacking. I do not mean that 
it has not been demonstrated that Carrel's treatment accom¬ 
plishes what was impossible by the old system of syringing 
with antiseptics and leaving the wound afterwards to fill 
with pus. The inefficacy of that older treatment was 
attested by tens and hundreds of thousands of control 
experiments. What I mean is, that we have not in Carrel’s 
work any control experiments with more potent and 
penetrating antiseptics to negative the idea that with these 
one could with less than 60 to 144 consecutive douches 
convert a light surface infection into a negligible one. And 
again, we have not from Carrel any control experiments with 
a well-thought-out physiological treatment to negative the 
idea that one could achieve a similar sterilisation bv 60 
to 144 successive physiological attacks upon the microbes, 
starting each time from an atryptic condition. 

If we would abide in the spirit of science, every un¬ 
warranted assumption must go. We must not assume that 
when we have successfully combated a surface infection by 
a series of 60 to 144 therapeutic operations we have reached 
finality. And much less must we, from the fact that a treat¬ 
ment successfully c unbats surface infections, infer that it is 
also an effective treatment for infections which penetrate 
into the deeper tissues. It ought to come home to us instead 
that we roust never look to find for quite different categories 
of wound infections—i.e., for quite diverse conditions—any 
one routine (antiseptic or physiological) treatment. 
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In describing the use of modelled masks for covering 
facial wounds I have to call attention at the outset to two 
important points: no attempt is made in any of my con¬ 
trivances for the alleviation of the sufferings of the 
wounded, to restore functioning or to produce a cosmetic 
effect by plastic methods. , 

In certain cases the effects of impaired functioning may be 
alleviated to a greater or lesser extent, as, for instance, where 
the nerves affecting the salivary glands have been destroyed, 
or where the nerves of the eye have been so injured that 
the control of the tear-ducts is defective and a constant 
discharge is the result. In such cases I arrange for the 
attachment of an absorbent pad or p*ds within the mask 
which relieve the patients from considerable inconvenience. 

Dr. A. Pont, the director of the Dental School of Lyons, 
in an article in the British Dental Journal , deal* construc¬ 
tively with the question of nasal prosthesis, and incidentally 
remarks that “ Jiving restorations are indicated for cases of 
flattened noses, in certain cases of fracture, &c., but cannot 
enter into account where it is a question of replacing the 
nose totally or partially.” 

My work begins where the work of the surgeon is com¬ 
pleted. When the surgeon has done all he can to restore 
functions, to heal wounds, to support fleshy tissues by bone¬ 
grafting, to cover areas by skin-grafting, I endeavour by 
means of the skill I happen to possess as a sculptor to 
make a man's face as near as possible to what it looked like 
before he was wounded. My cases are generally extreme 
cases that plastic surgery has, perforce, had to abandon ; but, 
as in plastic surgery, the psychological effect is the same. 
The patient acquires his old self-respect, self-assurance, self- 
reliance, and, discarding his induced despondency, takes once 
more to a pride in his personal appearance. His presence is 
no longer a source of melancholy to himself nor of sadness 
to his relatives and friends. 

As a general rule the cases that come to me are those in 
which the wounds or depredations of disease have been so 
severe as to remove them beyond the range of even the most 
advanced plastic surgical operations. So far as my treat¬ 
ment goes the size of the area affected is negligible. In 
theory it is as easy to make a mask for a whole face as for a 
space an inch square to cover a small palpitating area such 
as is often done in the case of skull wounds. 

The essential of the treatment is the restoration of 
features; the features may have been originally ugly or 
beautiful. As they were in life so I try to reproduce them, 
beautiful or ugly; the one desideratum is to make them 
natural. Considerable experiment has proved that only 
a rigid mask can be depended upon, both for hygienic 
and cosmetic reasons. Various soft substances, such as 
gela'ine mixtures, have been tried and have failed. Such 
applications cannot be either healthy or beautiful. 

Description of Technique. 

In order to approach as near as possible to nature, by my 
method a casting is made of the patient's face in plaster-of- 
Paris. This can only be done when the surgeon has dis¬ 
charged him as superficially clean and healed. This cast is 
essential, for a perfect edge-fit is required, so that adjust¬ 
ment is reduced to a minimum. All wound cavities are 
filled np with dressing and cotton-wool, and these in turn 
covered with goldbeater's skin. The nostrils are blocked 
with cotton wool, the patient breathing through the mouth ; 
if through the nose a quill is inserted for breathing throughout 
this operation. It depends on the area of wound, of course, 
as to whether nose or mouth breathing can be allowed 
during the process. 

Having obtained the monld and dried it slowly the next 
stage is to French-chalk it and take from it a clay or 
plasticine squeeze, which provides a positive model of the 
patient’s healed wound and the surrounding normal tissue 
surface. This model is further developed by means of 
sittings of the patient, and this stage is completed by taking 
another cast—a negative. 

The task now before the manipulator is to reconstruct the 
destroyed feature or features from the model taken from this 
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negative mould, by building them up to match the corre¬ 
sponding or adjoining features of the patient, or from pre- 
wound photographs, taking the utmost care the whole time 
to keep the adjustment of the edges to the patient’s face- 
planes. A cast is then taken of this ; further manipulation 
is required for the fitting of an artificial eye (if the case 
includes such) ; a last comparison with the original is made, 
and the mask, in plaster, is complete. 

From this an electrotype plate is deposited. It is of pure 
copper, 1/32 inch in thickness. The necessary fitments for 
glass eye and attachments are fixed, and it is finally well 
covered with an electric deposit of silver. 

The last adjustments are now made to the patient’s face, 
the securing of the plate to the face being carefully con¬ 
sidered. The attachment is usually made by means of 
strong spectacles, but spirit-gum and ribbons have some¬ 
times to be used, varying with the character of the 
wounded area. 

The utmost care has to be made in fitting the attachments. 

I have received great help from Messrs. J. Hamblin, Ltd., 
the makers of the spectacles, who have devoted special care 
and attention to the work. Everything depends on the 
efficiency of the attachments in the matter of comfort to the 
patient, which is necessary in such cases, so that his 
attention shall never be drawn to his deficiency unless 
necessarily. The adjustment must be exact, therefore, and 
the edges of the plate can in no case be allowed to part from 
the sections of the patient’s skin with which they coincide. 

The plate has now to be pigmented to match the com¬ 
plexion of the patient. A thin coating of cream-coloured 
spirit enamel forms a good basis for the subsequent flesh- 
colour matching, as it leaves the oil-colour mat when dry, 
which facilitates the blending of plate with face. If the 
patient has an oily or shiny skin a semblance is easily 
obtained by varnish rubbed down to match. I do not use 
false hair for eyebrows and eyelashes now. The eyebrows 
are painted to match and the eyelashes I make of thin 
metallic foil, carefully soldered to the plate, cut finely by 
scissors, and tinted to match. I purchase the plain glass 
eye-sections and paint the eye-match on the concave 
reverse myself. Sometimes I do not use glass at all, but paint 
a semblance to match direct upon the metal mask, due 
preparation for this mode, of course, having been made in 
the plate. 

The plate can now be worn and the patient finally dis¬ 
charged. Renewal of the pigmentation must be made from 
time to time, however, for scar tissue changes the contours 
of the face, and readjustments must occasionally be made. 
If these changes are very great a new plate might have to 
be substituted for the original, but in this only the same 
difficulties that were met with in the original stage would be 
encountered. 

The Cases Dealt with. 

My work has been done in close and constant cooperation 
with Lieutenant-Colonel Bruce Porter, C.M.G., R. A. M.C. (T.), 
and the medical staff of the 3rd London General Hospital at 
Wandsworth. It grew out of the establishment there of the 
splint room, of which I was in charge, and in which specific 
splints were prepared for exceptional wounds, and plaster 
casts taken of all such and kept to form the museum of 
cases there. 

Sir Alfred Keogh, G.C.B., Director-General A.M.D.,has 
directed the staffs of the various military hospitals to place 
all cases suitable for this treatment at the 3rd London General 
Hospital, and I am always glad to know of cases from those 
or other sources in order that all that is possible to be done^* 
for the facially disfigured shall be done. 

It is obvious that if. in the cases hereafter described, 
plastic surgical operations could have brought about an k 
endurable result, then such would have been preferable. To N 
wear an artificial substitute for any feature must necessarily 
be always a burden added to the consciousness of the man or 
woman so sorely stricken. The fact remains, however, that 
through lack of time or accommodation in hospitals, or 
through plastic-surgical failures due to immense pressure of 
work, cases come out which only the hand of the sculptor- 
can deal with, or hands trained to serve both plastic and 
sculptural manipulations, or a process combined of both. 

In the cases of which particulars are given I have selected 
three of soldiers and one of a civilian, a woman. The lathed 
I seleoted for the reason that the ravages of the disease were 
vecy extensive, and the surgical operation therefore com¬ 


prised a considerable area of the lower half of the face, and, 
further, to note the fact that it is not only the wounded in 
battle or by accident that may take advantage of this 
remedial treatment, based on the skill (such as I and others 
may possess) and the knowledge of the sculptor. On these 
two things the success of the treatment entirely depends. 

Case 1 .—Injury: Loss of right pinna by abrasion. The 
parts torn were so fragmentary as to be useless for a plastic 
operation. They were cut away, leaving tbe external orifice 
only exposed. (The functions of the inner ear are retained.) 
Treatment: A metallic pinna to match the left was modelled. 
Attachment : No mechanical means. Spirit-gum secures a 
perfect adhesion. The artificial pinna is only liberated 
with difficulty. 

Case 2 .—Injury: Loss of nasal bones and cartilages, nasal 
process of frontal and superficial portions of both zygomatic 
processes of superior maxillro. (After healiDg, by a slight 
operation, some nasal breathing was restored.) Treatment : 
Modelled metallic nose. Attachment: Spectacles, soldered 
on to the plate at bridge of nose. (Very simple, but quite 
effective.) 

Case 3 .—Injury: Loss of nasal bones and upper part of 
cartilages, part of zygomatic process of superior maxillae 
and right eye. Treatment : Metallic plate about 4 inches by 
3 inches, inclusive of artificial nose and cheek, artificial eye 
and metallic eyelashes. Attachment : Spectacles on plate at 
bridge of nose, with a pillar fastening the limb of the 
spectacles to the side of the plate on the cheek-bone. For 
this extensive plate further security is obtained by the 
internal pressure of the fleshy terminal remains of tbe nose 
which becomes straightened when the mask is worn and 
fits into the plate. (Due care is taken to prevent discomfort 
bv the pressure. ) 

Note .—In this photograph a special effort was made to 
indicate the plate-line (edges of the plate) by placing the 
camera only 3 feet from the patient. This to exhibit clearly 
the area covered. As a general rule the edges are not readily 
apparent. 

Case 4 .—Injury: Effects of rodent ulcer and treatment. 
Lower face and nose. Loss of cartilaginous portion of nose, 
greater portion of alveolar part of superior maxillae and 
svmphvsiB menti, including on each side 1A inches of the 
rami. (There is no control of salivation.) One aperture only 
serves the double purpose of respiration and alimentation. 
Treatment: An extensive mask, with modelled nose, lips, 
chin, Ac., from bridge of nose to the cicatrice on neck; 
laterally fitting under both cheek-bones. Attachments: 
(1) Spectacles (which are detachable) fitting on bridge of 
nose; and (2) narrow ribbon, slotted through lower section 
of mask in front of throat, tied at back of neck. (The mask 
is worn with the greatest comfort and a large wad is fixed in 
the ample interior space for absorption of the effects of 
involuntary salivation, giving the patient increased comfort 
as well as tbe cosmetic advantage. The patient removes the 
mask when feeding and uses a feeding-cup.) 
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7 In view of the investigations on albuminuria and trench 
\nephritis that are now bring carried out in casualty clearing 
{stations and base hospitals, the following figures from the 
records of a field ambulance may perhaps serve a useful 
purpose. 

Many patients are treated entirely in a field ambulance; 
others stay for several days before being sent down the line. 
'In this field ambulance, during the months of December, 
1916, and January and February, 1917, the testing of every 
patient’s urine was adopted as a routine piecedure. The 
results obtained are sufficiently interesting to warrant their 
being placed on record. In the thr*e months under review 
all the sick of the division passed through this field 
ambulance, and the urines of all these patients were tested. 

' For the purpose of collecting the urine from large 
numbers pickle-j^rs were used, and proved very good sub¬ 
stitutes for the specimen glasses of the general hospital. 
With the resomces of a field ambulance the tests were 
simple. Acidulation and boiling, cold nitric acid were tbe 
tests used. No microscope, centrifuge, or o her apparatus 
was available. 

The following are the figures for the three months. The 
number of urines tested was 4085; the number of urines 




952 The Lancwt,] 


OAPT. H. B. F. DIXON : ALBUMINURIA IN THB TRBNCHB8. 


[June 23,1017 


showing albumin was 858 (21 per cent.), made up as 
follows :— 

Showing a trace of albumin. 596 (69 5 per cent.) 

„ cloud . 136(15-9 „ ) 

In which the urine was loaded with albumin ... 126 (14‘7 ,, ) 

An attempt was made to ascertain (1) in what percentage 
of cases the albumin persisted and for how long; (2) what 
proportion of cases presented renal symptoms ; and (3) the 
relation of patient’s temperature to albumin in the urine. 

AH the cases referred to in this paper are based on 
observations made during periods varying from two to 
seven days. 

—The figures for February, 1917, alone are given. The 
number of cases tested was 1442; the number of cases 
showing albumin was 310 (21-5 per cent.), made up as 
follows: — 


Showing a trace of albumin. 

,, cloud ,, . 

In which the urine was loaded with albumin... 


225 (72-6 per cent.) 
56 (181 ) 

29(9-4 „ ) 


1. In what percentage of ease* albumin persisted and for 
how long. —Of these 310 cases, (a) albumin disappeared from 
' the urine in 132 cases (42-5 per cent.), made up as follows :— 


On the second day in 72 cases 


54-6 per cent. 


third 

30 

. 22-7 

fourth 

12 ,. 

. 9-1 

fifth 

13 

. 9-9 

sixth 

2 ., 

. 1-5 

seventh 

3 

. 2-3 


One hundred of these patients returned to duty, their urine 
having been clear of albumin for three days. Up to the time 
of writing (March 25th) there have been no readmissions for 
albuminuria, and although some of them have been re¬ 
admitted for various diseases, no albumin has been found 
in their urine. ^ 

T have been unable to trace the remaining 32, as they 
were evacuated to a casualty clearing station with various 
diseases—P. U.O., bronchitis, trench feet, &c. 

From the above table it is seen that of the 310 patients in 
whom albumin was found on admission 132 cleared up 
within seven days, and of these 132, 100 returned to duty. 

/ None of these patients presented any renal symptoms and 
/ only very few any constitutional symptoms. They were 
f mostly cases of inflammatory connective tissue, scabies, 
j impetigo, dental caries, laryngitis, &c. 

( b ) One hundred and seventy-eight cases in which albumin 
persisted in the urine while in the field ambulance. These 
cases were evacuated to a casualty clearing station, after 
periods varying from two to seven days, for P.U.O., bron¬ 
chitis, pneumonia, Ac., or albuminuria. Albumin persisted 
in the urine. 


On the second day in 82 cases 


third „ 

28 ,, 


. 15*7 

fourth „ 

12 


. 6-7 

fifth 

14 „ 


. 7-9 

sixth 

23 „ 

. 

. 12*9 

seventh „ 

19 „ 


. 10-7 


... 461 per cent. 


From the above table it will be seen that albumin was 
still present on evacuation to a casualty clearing station in 
178 out of the 310 cases showing it on admission—i.e., 
57 4 per cent., or 12-3 per cent, of the total patients 
admitted to the field ambulance for the month. 

I have traced these 178 cases to the casualty clearing 
station, and find that 90 (50 6 per cent.) were transferred 
to base by hospital train as albuminuria or nephritis after a 
stay in the casualty clearing station of from two to eight 
days. The remaining 88 I have also traced and find that 
they were evacuated to the base with other diseases, P.U.O., 
bronchitis, pneumonia, &c. I have been unable to find 
whether albumin was present in the urine when leaving the 
casualty dealing station or not. None of these 88 patients 
presented renal symptoms while in the field ambulance. 

2. What proportion of the case* admitted with albumin in 
the urine presented renal symptoms. —Of the 90 cases 
evacuated to the base with the diagnosis of albuminuria or 
nephritis 40 presented no obvious renal symptoms except 
in some cases a persistent albuminuria which increased from 
traoe to cloudy, although on a milk diet; some cleared up on 
milk, but relapsed at once on being given meat. 

Fifty patients showed distinct renal symptoms whilst in 
the field ambulance. A short account of their condition 
follows. 


History. —Four patients suffered from renal disease In civil life. One 
patient had been in the ambulance three weeks previously with trench 
fever, and then had a trace of albumin which persisted for two days. 
He was discharged on the eighth day apparently well. The majority of 
patients gave no history of previous illness. 

Onset.— Rapid. In most cases patient stated he had been feeling ill 
for about 2-5 days. Toe first thing usually complained of was pain in 
the back and legs, then shortness of breath and pufflneas of the leg* 
and face. In four cases the reddish colour of the urine was the first thing 
noticed. 

Symptoms.— There occurred in the following order of frequency: 
Broncnitis, 16 ; swelling of feet and legs, 14; btematurla, 13; shortness 
of breath, 12; headache. 6; frequency of micturition, 5; vomiting, 
2; and cyanosis, 2. Some patients had only one or two of these 
symptoms, others more. 

Urine.— In 23 patients the urine w-as loaded with albumin. 

,, 26 ,, „ „ cloudy. 

1 „ „ contained a trace. 

Temperature — This was raised in 23 cases, normal or sub-normal 
in 27. 

Cardiac changes were observed in 2 cases. 

Two cases died. Both presented while in the field ambulance 
symptoms of unvmia, with cyanosis of a grey type. 

The length of service in France of the 50 cases showing 
renal symptoms is as follows: Up to 3 months, 16 ; 4 to 
6 months, 8 ; 7 to 12 months, 15 ; 12 to 24 months, 11. 

The age incidence of the 50 cases showing renal symptoms 
is as follows : 18 to 25 years, 28 ; 26 to 30 years, 8 ; 31 to 
35 years, 7 ; 36 to 40 years, 4; and 40 years and over, 3. 

The majority of the cases were infantry serving in the 
trenches. The average per battalion was 4. A pioneer 
battalion gave the greatest number of cases—i.e., 6; the 
A.S.C. furnished 3, Division Ammunition Column 3, 
R.A.M.C. 3. * 

3. Relation of patient's temperature to albumin in the urine. 
(From the charts of cases which remained in the field 
ambulance for four days or more.) 

Oases. 

Patients’ temperatures normal during stay in hospital (albumin 
disappeared within 7 days). 65 

Patients’temperatures normal during stay in hospital (albumin 
remained) . 47 

Patients’ temperatures fell to normal (albumin disappeared) ... 38 

Patients’ temperatures fell to normal (albumin remained) ... 31 

Patients’ temperatures remained high (albumin disappeared)... 21 

Patients' temperatures remained high (albumin remained) ... 20 

Total . 222 

Albumin was found in 25 per oent. of the cases of P.U.O. admitted 
during the month of February, 1917. 

Conclusions . 

It is extremely difficult to draw any conclusions from the 
work done in a field ambulance, as the facilities are few and 
the time for observation limited. A few points aDd sugges¬ 
tions, however, may be helpful to others who have better 
opportunities for research. 

One point impressed on the author during the past three 
months is the importance of testing the urine of every sick 
man. 

Of the 50 severe cases referred to in an earlier part of the 
paper only 15 presented symptoms sufficiently obvious to 
enable the diagnosis of albuminuria to be made before 
reaching the ambulance. The remainder were admitted with 
other conditions, such as P.U O., bronchitis, inflammatory 
connective tissue, tonsillitis, or even scabies. 

I have also been struck by the large number of patients 
who, without renal or constitutional symptoms, show a traoe 
of albumin in their urine. These cases are sent in to the field 
ambulanoe for complaints which do not seem to bear the 
slightest connexion with albuminuria—e.g., hernia, flat feet, 
varicose veins, scabies, impetigo, dental caries, and minor 
septic conditions. Some of these cases give a tr*ce of 
albumin for a few days, which clears up under treatment 
and does not recur. The condition does not seem to bear any 
relation to the severe type of albuminuria, for of the slight 
cases which cleared up while in the ambulance and returned 
to duty only one has been readmitted. In this case the 
urine was loaded with albumin on readmission. This mild 
albuminnria is also met with in officers ; 32 per cent, of those 
admitted showed albumin, but no case showing renal 
symptoms has been observed in the three months. In all 
cases amongst officers except two the albumin cleared up in 
a few days. This mild albuminuria appears to be physio¬ 
logical, possibly due to the conditions of life in the trenches, 
where excessive ingestion of protein, excessive fatigue, and 
exposure are common. 

As regards the relation of temperature to albuminuria I 
have not been able to draw any definite conclusions. Patients 
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with a high temperature seldom have albumin, whilst those 
with lower temperatures frequently have. The true febrile 
albuminuria of the text-books, where the albumin disappears 
with the fall of temperature, has not often been seen, the 
temperature often falling while the albumin remains, and 
vice versa , in a most bewildering fashion. 

That there is a definite trench nephritis there is no 
doubt in my mind, possibly an infective condition similar 
to the acute nephritis of civil life, but the anaemia does not 
seem to be so common. Suppression of urine has not 
occurred in any of the cases under observation. The 
respiratory system seems to be first attacked. 

Cardiac changes have not been observed. With the 
resources at my disposal I have not been able to classify 
the severe cases, but I feel sure that they could be grouped 
in some such manner as: (1) Cases of old nephritis 
awakened again by climatic conditions in the trenches ; 
(2) cases of acute nephritis which would have occurred in 
civil life ; and (3) cases of trench nephritis. 

It is hoped that this paper will prove some stimulus to the 
further investigation of albuminuria in the field, as the fore¬ 
going figures show that patients suffering from various 
ailments are frequently found upon examination to be 
suffering from albuminuria, which in many cases gives rise 
to no symptoms. 


A UNIVERSAL ARM-SPLINT. 

By GEO. EWART WILSON, M.B. Tor., F.R.C.S. Eng., 

CAPTAIN, CANADIAN ARMY MEDICAL CORPS. 


The surgeon who has bad to treat many cases of compound 
fracture of the humerus with suppuration must have felt 
how unsatisfactory were any of the splints at his disposal, 
and it was such a feeling that induced me to endeavour to 
work out a splint which should at any rate approach the 
ideal. It is not my purpose to discuss in any way the various 
splints in use at the present time, but simply to describe as 
briefly as possible the methods I employ. 

The splint is made of a single rod of one-quarter inch 
round malleable iron, about seven feet long. It should not 
bend too easily, and is twisted cold. For descriptive purposes 
it may be divided into a chest-piece and an arm-piece. (See 
Figs, land 2.) The former is shaped like the letter “ W,”and as 

it is the part 

Fig. 1. which is at 

tached to the 



Chest piece. 


chest wall, its 
curves con¬ 
form to the 
anterolateral 
outline of an 
average 
thorax. The 
latter con¬ 
sists of two 
limbs, an an¬ 
terior and a 
p o s t e r i o r. 
The anterior 
turns imme¬ 
diately down¬ 
wards and a 
little for¬ 
ward, with a 
fairly sharp 
bend at an 
angle of 
about 30°, 
forming the 
inner bar ; 
and at a 
place corre¬ 
sponding to 
the bend of 
the elbow, 
turns directly 
inwards as 


the upper 

bar. The posterior passes outwards at right angles to the 
plane of the chest-piece, forming the projecting bar, until it 
reaches the level of the plane of the anterior arm, when it 
turns downwards parallel to the inner liar, forming the outer 
bar. Below the elbow it turns inwards as the lower bar, 
and at a suitable spot turns upwards to join the extremity 
of the anterior limb as the end bar. The measurements of 


the various parts of the arm-piece are as follows:—Projec¬ 
tion bar, 6* in.; inner bar, 5* in.; outer bar, 13 in.; upper 
bar, 10 in.; lower bar, 16 in.; end bar, 4* in* 

While it is desirable to have a war splint as simple as 
possible, it is very apparent that the model described may 
be modified. For instance, there might be a lock-joint 
where each limb joins the chest-piece ; or steel might be 
used to replace the malleable iron, but for the universal use 
the latter is 

preferable, be- Fig. 2. 

cause once the 
plaster is 
firmly set, the 
position of the 
splint can be 
changed by 
simply bend¬ 
ing it where 
the anterior 
and posterior 
limbs join the 
chest- piece, 
provided, of 
course, the 
material is of 
the proper 
strength. 

The splint 
is applied as 
follows :— 

The patient 
stands, or is 
seated on a 
high stool 
with a . foot 
rest. A tight- 
fitting vest 
(undershirt), Arm-piece, 

with the 

sleeve cut away from the side corresponding to the fracture, is 
put on and the fractured arm is held forward by an assistant, 
while he rests his good arm on the assistant’s shoulder. 
It is important that the patient stand or sit erect with 
the shoulders in a position of rest, so that when the 
arm is applied to the splint the parts are in a natural 
posture. Three 3-inch plaster bandages are put round the 
chest, reaching into each axilla as far as one can com¬ 
fortably go, and embracing the lower borders of the ribs in 
the axillary line. These must be put on snugly, for if 
loose, the cast will be uncomfortable. Now apply the 
splint, taking care that the plane of the arm-piece is 
directed forward, and the upper ends of the “ W ” aro about 
the level of the top of the plaster. In this position try the 
arm, and if the elbow is goiDg to be too near the lower bar, 
pull the chest-piece a bit lower. The arm is again held 
aside, and while an assistant bolds the splint in position, 
some plaster cream is rapidly rubbed about the “ W,” and 
then two or three more bandages are applied. By the time 
a small crescent-shaped piece of plaster is cut away from 
each axilla, the splint should be fairly well fixed, and ready 
to support the arm. While the plaster bandages are being 
applied, shoulder-straps of adhesive strapping about three 
inches wide and having a pad for the protection of the 
clavicle are incorporated. 

The flannel slings previously fixed to the splint are 
brought into position aud the arm placed upon them. 
Extension is applied by adhesive bands front and back and 
attached to the lower bar. If the splint has been properly 
applied the humerus is directed downwards and slightly 
forward and the forearm across the body with the hand 
grasping the end bar. If there is any danger of pus tracking 
up towards the shoulder when lying down the patient is 
preferably put upon a Gatch frame. 

The advantages of this method are manifold : it is simple, 
cheap, quickly made, and readily transported. Once 
applied it will remain in place for weeks without further 
attention. The whole weight of the limb is borne by the 
trunk, so that the shoulder-girdle is relaxed. It gives fixa¬ 
tion of the fragments which is permanent and as much or 
little extension—for with a relaxed shoulder very little is 
required—as is desirable, without any pressure whatever 
upon the axilla. While designed for the humerus, it is just 
as applicable for the forearm, in which case the extension is 
made from the lower end of the outer bar ; and if it is 
necessary to have the hand supinated the upper and lower 
bars can be twisted accordingly. Correct alignment is 
readily obtained, for the whole arm is exposed to anterior 
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and lateral views. The space between the bars is sufficient 
for the wounds to be easily and quickly dressed and with 
the minimum of pain, because the forearm remains fixed. 
The patients are comfortable, and unless otherwise contra¬ 
indicated they are free to move about at will, and whether 
•up or lying down there is no change in the support of the 
■arm, since the flannel slings run parallel to the transverse 
diameter of the body. The nursing is reduced to a minimum, 
and if the patient must remain in bed he is as easily 
managed as one with a septic arm but without a fracture. 
While one model for each side suffices, it is more convenient 
to have different sizes, but in a short man the splint is put on 
high up, while in a tall man lower down. It can be made 
anywhere, as any surgeon with a hammer and anvil should 
experience no difficulty in turning out a model from which 
as many as desirable may be made. 

i have at present a leg-splint based on the same principle 
—namely, the permanent fixation of the splint to the trunk, 
so that the limb is applied to the splint and not the splint to 
the limb. In the near future I propose describing it in detail. 

I would like to thank Lieutenant-Colonel W. B. Hendry 
for the kindness shown me. He has given me every oppor¬ 
tunity to use his patients to experiment with the splint, and, in 
fact, it was upon a patient of his that I fitted my first model. 


TEMPORARY “PILONS.” 

By Dr. A. H. BIZARRO, 

LATH INTERNE OF THE LISBON HOSPITALS ; ASSISTANT SURGEON TO WELSH 
METROPOLITAN WAR HOSPITAL, WHITCHURCH, NEAR CARDIFF. 


The word “ pilon ” is used in French-speaking countries 
for pestle or stamper. It means, from an orthopaedic point 
of view, any device of prosthesis to enable cases of ampu¬ 
tation to use their stumps for deambulatory purposes. Con¬ 
sidering the great number of amputations during the war, 
and the drawbacks of keeping patients without using their 
stumps before being fitted with artificial limbs, any tem¬ 
porary appliance to enable patients to walk while awaiting 
complete healing of the stump and all other details required 

Fig. 1. 



Temporary pilous as applied to amputations through the thigh. 

for the application of a definite artificial apparatus, would be 
of great practical use. Professor Depage and Dr. Martin 
(Belgium) were in their clinic among the first to make use of 
temporary pilons in these cases. 

It is unnecessary to state the disadvantages of keeping an 
amputated limb in disuse for a prolonged period. The stump 
is liable to various types of deformities impairing the function 
of the joints, to cedema, terminal adhesions of the scar, 
hypersensibility, &c. The use of crutches may not only 
provoke and accentuate all these alterations, but will give 
rise to postural deformities of the body by reason of devia¬ 
tion of its gravitation centre as a whole. Besides, crutches 
can give rise to various inconveniences by pressure on vessels 
and nerves in the axillary region and on the points of contact 
of the hand due to grasping the handle. 


Any temporary device that allows such cases to walk 
soon after the amputation has advantages which can be easily 
foreseen. The cicatricial processes are quickened, the stnmp 
gets used sooner to its proper work, the stay of the patient 
in hospital as a convalescent is shortened, and the definite 
artificial limb can be applied in much better conditions for 
a quick practical success, saving most certainly a sum of 
money in the great majority of cases. Besides, the pilons I have 
made can last several months in good condition for daily use. 

The material required consists of a wooden frame, easily 
made, poroplastic, webbing, plaster, bandages, and a little 
felt. The first step in apply¬ 
ing a pilon is to make a 
mould of the stump with 
poroplastic. With the 
patient standing (particu¬ 
larly in thigh cases) on 
the sound leg the bony 
tuberosities should be well 
marked, and the upper end 
of the first layer well 
adapted to them so as to 
support the weight of the 
bony in walking. The lower 
end of this first layer, in the 
great majority of cases, is 
left open, and all the sup¬ 
port of body takes place on 
the superior partof the tube. 

Having moulded and fixed 
this inner coat of the pilon, 
keeping it very smooth on 
its inner face, it is covered 
with a few layers of plaster. 

Then, having tried it well 
on the patient, the wooden 
frame is measured, allowing 
for the heel of the boot, and 
is fixed to the inner cylinder 
by means of plaster. Web¬ 
bing piecesare included in it, 
and when the plaster is dry, 
the inner cylinder is fixed to 
the frame by means of screws or rivets to make the whole 
more solid. For stumps of the thigh felt only is used on 
the upper part of the poroplastic, and I must emphasise that 
in these cases the bottom of the cylinder is entirely open. 

To avoid softening of the structure of the cvlinaer due to 
perspiration, particularly in warm weather, holes of 5 cm. 
diameter can be drilled through the supporting belt which 
at the same time makes the pilon lighter. 

The cheapest form of wooden frame is a short cylinder 
5 to 10cm. long and 5 to 7 cm. in diameter according to site of 
amputation, with two bars of different length on either side of 
it. These are fixed to the former by screws, and the “ heel ” 
can be covered by a circular rubber heel or a pieoe of leather. 

Short stumps of the thigh require a long outer wall of the 
pilon, and good fixation to the trunk by means of a lateral 
bar of iron. I have a special design of articulation which 
has not yet been tried in this service. For short stumps of 
the leg good results are usually achieved by making a 
secondary cylinder for the thigh and fixing it to the lower one 
by a bilateral articulated piece opposite the knee. 

Patients fitted with .pilons are allowed to walk, using 
walbiDg-sticks, and in a short time they recover good 
co-ordination of movements and muscular power of the 
stump, getting about without any manual means of support. 
In cases requiring extension of the soft parts this can be 
applied to the lower end of the pilon by means of an india- 
rubber tubing. (Fig. 2.) When the patient goes to bed it 
can then be applied to the weight as in the usual cases. 
The photographs reproduced elucidate the pilon better than 
any detailed account. 

These temporary pilons cost very little, and as a rule last 
for a very loDg time. When the stamp gets thinner the 
bucket can be made to fit the thigh better by a thin layer of 
felt conveniently applied on its inner surface. The appliances 
save time, give great moral comfort to the patients, and in 
the long run save money, not only as regards the fitting of the 
definite artificial limb, but also in diminishing the period of in- 
hospital treatment. In a word, they make the cases more ana¬ 
tomical in a shorter period of time. I have a similar derice 
for the upper limb which has not yet been tried in this country. 

My thanks are due to Lieutenant-Colonel E. Good&ll, 
officer in command of the Welsh Metropolitan War Hospital, 
and Lieutenant-Colonel Lynn Thomas, C.B., O.M.G., con¬ 
sulting surgeon, who introduced the pilons into the hospital, 
and to Mr. Geary Grant, the surgeon, whose oases kindly 
were given to roe for the carrying out of the work. 
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A CASE OF 

PHARYNGEAL DIVERTICULUM. 

By JAMES McCLURE, M.D.Glasg., F.R.C.S. Eng., 

ASSISTANT SURGEON, LONDON TEMPERANCE HOSPITAL. 


I desire to draw attention particularly to two points of 
importance in the diagnosis of pharyngeal diverticulum. In 
the first place, in a suspected case, where a negative radio- 
graphic examination has taken place, undue weight should 
not be attached to this, but further examinations should be 
“Carried out subsequently and attempts made to imitate the 
average consistency of the regurgitated material in preparing 
the opaque meal. Secondly, though the natural secretion 
from the mucous membrane of the pharynx and oesophagus 
is alkaline, yet food retained in a pharyngeal pouch may 
rapidly decompose, and a strongly acid reaction therefore 
should not lead one to conclude that the regurgitated food 
must have come from the stomach. The acidity in the 
following case was due to lactic and not to hydrochloric 
acid. 

A. B., aged 44, consulted me on Feb. 8th last on the advice 
of his medical attendant. He stated that, at intervals varying 
from 2 to 24 hours after swallowing food, regurgitation of 
small particles took place into his mouth. This was painless, 
uiiassociated with effort or nausea, and had occurred at 
irregular intervals over a period of at least three years. In 
addition, for the last twoor three months he had been troubled 
occasionally with “ sour mouthfuls ” and a bad taste in his 
mouth. His doctor told me that he had been radiographed 
for a pharyngeal pouch with negative results, that the 
regurgitated food had invariably been found to be strongly 
acid, and that after the passage" of bougies under an ana?s- 
thetic a diagnosis of oesophageal spasm had been offered by 
the surgeon who saw him at that time. 

Previous history .—He had had no previous illness of any 
importance, gave no history of syphilis, and had always led 
a careful and abstemious life; but he worried about trifles, 
he said,and remarked that 
his present disability was 
more pronounced when he 
had had more worry than 
he could “ shake off.” His 
teeth, which had always 
been bad, were extracted 
nine years ago and re¬ 
placed" by dentures. Even 
then, however, he never 
masticated his food 
thoroughly, and especially 
during the last two years 
he used to bolt his food 
in consequence of in¬ 
creased work and hurried 
meals. 

History of present con¬ 
dition .—During the winter 
of 1914-15 he had been 
singing more than usual, 
and in his professional 
capacity had put such an 
extra strain upon his voice 
that he had to consult a 
laryngologist about a dry 
and painful throat. On 
that occasion he spoke for 
the first time to any doctor 
about the return of food 
into his mouth. He did so 
because he felt there was 
some “ slight stoppage just 
behind the throat,” and thinking this stoppage and the sore¬ 
ness of the throat were due to one and the same cause he con¬ 
cluded that the throat examination would show what was 
wrong. Under treatment his throat symptoms improved, but 
the regurgitation of food persisted. As this was painless, he 
waited till May, 1916, when a recurrence of throat trouble 
made him consult his doctor, who told him that he probably 
had a pharyngeal pouch and advised him to see a surgeon. 
He did so, and after examination was told he was suffering 
from “ nervous spasm of the muscle.” 

Examination .—I saw the patient with his doctor on 
Feb. 8th. In addition to the history given above, he told 
me that mouthfuls of a white frothy substance used to enter 
his month with a gurgling noise, especially when he stooped 
down to tie his shoe laces in the morning. He had no 
difficulty in swallowing liquid or solid food; but he felt as 
though some food 44 lodged ” or stuck at times just behind 
his throat. He had not noticed that this occurred with his 


head in any one position more than in another. After a 
violent fit of coughing or hawking of mucus, food used to 
regurgitate more freely. Currants, haricot beans, sardine 
and aperient pills were the most likely to “ lodge and come 
back.” In ordinary social intercourse he was always 
apprehensive of regurgitation taking place accompanied by 
gurgling noises. Eighteen months ago he weighed 11 st. ; 
his weight was now 10 st. 3ilb. 

External examination revealed no fullness of the neck 
except for some slight enlargement of the thyroid gland. 
In examining this a gurgling noise was heard inside the 
mouth. This was repeated when holding the tongue 
forward in the course of an examination of the larynx. 
This gurgling could be heard distinctly some yards away : it 
lasted about five seconds and was apparently due to the 
escape of gas from his pharynx ; the gas was odourless. A 
full-sized gum-elastic bougie was passed into the stomach 
without difficulty, but shortly afterwards the soft tube of a 
Senoran’s aspirator was arrested about 7 inches from the 
teeth. A provisional diagnosis of pharyngeal diverticulum 
was given and operative treatment for its removal was 
advised if X ray examination confirmed the diagnosis. 

X ray examination .—The patient was X rayed by Mr. 
Archibald Reid on Feb. 12th. About 8 ounces of barium 
emulsion were prepared and specially made of a thicker 
consistency than usual. While the patient lay on a couch 
in a semi-recumbent posture he was told to swallow half of 
the emulsion slowly and in small quanties at a time. Five 
minutes afterwards he was allowed to get up and was then 
screened in the right oblique and postero anterior positions. 

In the right oblique position nothing abnormal was seen 
at first in the region of the pharynx or oesophagus. A bismuth 
cachet was swallowed and this*rapidly traversed the gullet 
and reached the stomach without delay. 

More emulsion was given and in the postero-anterior 
position a small crescentic shadow was observed behind the 
tracheal rings. Though the pouch contained but a small 
quantity of emulsion, the shadow cast by the barium could 
be seen rising and falling with every effort at deglutition. 
Sufficient evidence was thus obtained to confirm the clinical 
diagnosis. It was now possible towards the end of the 
examination to see the shadow in the right oblique as well 
as in the postero-anterior positions. A subsequent attempt 


was made to fill the sac more completely. This succeeded, 
and Figs. A and B are the appearances seen in the skiagrams. 
It will be observed that the lower margin of the shadow 
reaches to the level of the body of the second dorsal 
vertebra. 

Operation on Feb. 18th .—Intratracheal insufflation of ether 
was carried out by Dr. Howard Jones, and with the assist¬ 
ance of the patient’s doctor and Mr. Neil Sinclair the 
oesophagus was exposed by an incision along the 
anterior border of the left sterno-mastoid muscle 
from the sterno-clavicular articulation to the upper 
border of the thyroid cartilage. A distended anterior 
jugular vein, which appeared to lie farther from the 
middle line and to cross below the sterno-mastoid at a higher 
level than usual, was cut between two ligatures. The 
sterno-mastoid muscle with the carotid sheath was drawn 
outwards, exposing the infrahyoid muscles. The anterior 
belly of the omohyoid was divided, and its nerve of supply 


Skiagrams xhowing Rounded Outline and Broad Pharyngeal Attachment of Pouch. 

Fig. A. Fig. B. 



Postero-anterior view. Right oblique view. 
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from the anaa hypoglossi was seen entering its deep surfaoe 
towards s the posterior border. Retraction inwardB of the 
sterno-hyoid and sterno-thyroid muscles showed up the pre¬ 
tracheal layer of fascia which was very well marked. Division 
of this enabled the lobe of the thyroid to be displaced towards 
the middle line, exposing a cavity in which the finger recog¬ 
nised the vertebra) posteriorly and the cricoid and tracheal 
rings anteriorly. A strand of fibrous tissue prevented com¬ 
plete retraction forwards of the thyroid. This contained the 
inferior thyroid artery, which was isolated by blunt dissec¬ 
tion. After division of its upper and lower branches between 
two ligatures complete dislocation forwards of the thyroid 
lobe was possible. A 10-volt Clar’s forehead lamp was found 
useful at this stage. Embedded in the pale pink areolar 
tissue of the depth of the cavity a thicker and more sub¬ 
stantial-looking structure could be seen distinctly. It 
was white with rounded outline and proved to be the 
pouch. 

A full-sized stomach-tube was passed into the Btomach and 
left in position till the operation was completed. Alongside 
this an ordinary gum-elastic catheter was introduced and, 
uided by the finger in the wound, was coaxed into the 
iverticulum. This helped to demonstrate its size and 
rendered easier the separation of the sac, while the stomach- 
tube acted as a guide for its complete isolation right up to 
its junction with the pharynx. No inflammatory adhesions 
were encountered and the* pouch was easily freed by blunt 
dissection from the surrounaing tissues. There was no dis¬ 
placement of the carotid sheath add, with the exception of 
the slight irregularity in position of the anterior jugular vein 
(noted above) and some enlargement of the lobe of the 
thyroid gland, no anatomical peculiarities were noted. The 
oesophagus was freed to some extent from the loose areolar 
tissue over the longus colli muscle, and in this way the 
pouch and adjacent part of the gullet were brought as* near 
as possible to tne surface of the neck wound. The pouch was 
more or less globular, semi-collapsed, and about the size of a 
golf ball. It was attached to the middle of the posterior sur¬ 
face of the pharyngo-oesophageal junction, about the level of 
the cricoid cartilage. Its communication with the oesophagus 
was not narrowed down to form an isthmus, but was rela¬ 
tively wide and open, measuring about 1 inch in vertical 
diameter. No stricture was seen in any part of the 
oesophagus so far as this was exposed from the cricoid 
downwards. In isolating the sac some of its contents were 
expressed into the pharynx, but aspiration of any septic 
material was effectually prevented by the steady expiratory 
current of air alongside* the intratracheal catheter. 

The catheter was now withdrawn from the pouch, and 
after packing off the cervical tissues with gauze the diver¬ 
ticulum was removed. To prevent any soiling of the wound 
this was done between two pairs of narrow-bladed clamp 
forceps, but owing to the tension with which the sac was 
brought to the surface and to the insecure grip of the 
proximal pair of forceps the stump of the sac slipped from 
between the blades and retracted out of sight behind the 
gullet. Each end of the opening was picked up with a pair 
of Porrier’s forceps, and this made easier the only difficult 
part of the operation—namely, the introduction of a double 
layer of continuous catgut suture to close the opening. On 
account of the depth and narrow space in which one has to 
work, a Killian’s nasal septum needle might prove useful in 
introducing these sutures in any similar case. The first row 
of sutures took up the mucosa, while the second buried the 
first by approximating the fibrous and muscular coat. 
Finally, two or three points of interrupted suture were 
inserted, bringing down the lower fibres of the inferior 
constrictor of the pharynx to reinforce the upper angle of 
the wound. The wound was cleaned and wiped dry and a 
medium-sized rubber drainage-tube was placed down to the 
suture line in the oesophagus and brought out at the lower 
angle of the wound. The cut margins of the platysma were 
approximated with interrupted catgut sutures and silkworm 
gut brought the wound together except where the tube 
emerged below. With the exception of these silkworm gut 
sutures catgut ligatures were used throughout. The stomach 
was washed out through the stomach-tube, and the latter was 
then withdrawn. 

For the first two days the evening temperature registered 
100° F. Its highest point thereafter was 99° F. and by the end 
of the first week it was normal. The drainage-tube was 
removed on the fourth day and replaced by a light gauze 
wick, which was discarded on the tenth day. No food fistula 
developed and the sinus gradually closed down. For the first 
four day8 nothing was given by the mouth, which was con¬ 
stantly rinsed with glyco-thymoline mouthwash. During this 
time salines and glucose were given per rectum, and on the 
fifth day sterilised milk, raw meat juice, and chicken jelly 
were allowed. The amount and frequency of oral feeding 
were gradually increased, when it was seen that no leakage 
had occurred, and when he left the nursing home for 
Brighton at the end of the third week he was taking solids 
easily and with comfort. 


I am much indebted to Captain C. Rhodes Harrison« 
R.A.M.C. (T.), who sends the following histological report of" 
the diverticulum:— 

“ On section two small ulcers were found each about the- 
size of a threepenny-piece and in the removed position they 
were in apposition. They showed loss of epithelium, the 
bases being formed of firm connective tissue in a condition 
of subacute inflammation. The epithelium throughout 
was of the type normal to the oesophagus. In no place was 
there evidence of peptic or other glands and there was no 
keratin formation. The wall showed a fairly firm fibrous 
connective tissue with very scanty and isolated groups of 
muscular tissue.” 

Mr. John Webster, F.I.C., of the Laboratory of Patho¬ 
logical Chemistry, St. Mary’s Hospital, kindly analysed 
the contents of the pouch. He reports as follows :— 

“The filtrate was strongly acid to litmus, but gave no 
acid reaction with dimethylamidoa^obenzene nor with 
Gunzbiirg’s reagent. The acidity was due not to mineral 
acid but to organic acid or acid salts. The liquid gave a> 
marked reaction for lactic acid. On examination for ferment 
activity I found no evidence of the presence of pepsin or~ 
pepsinogen.” 

Harley-place, W. 

Stejtrkal jtetb. 

ROYAL SOCIETY OF MEDICINE. 

SECTION OF OPHTHALMOLOGY. 

Discussion on the Etiology and Treatment of Iritis. 

A meeting of this section was held on June 13th, Mr~ 
William Lang, the President, being in the chair. 

The President made touching reference to the demise of 
Mr. Walter H. H. Jessop, who was at the time of his illnesa 
acting as honorary librarian to the Bowman Library and had 
expressed his intention of making the library as perfect a» 
possible. Owing to the generosity of Mrs. Jessop the 
deceased Fellow’s books had become part of the library, and 
for this all ophthalmologists had cause to be grateful. 

In initiating the debate on the Etiology and Treatment of 
Iritis, the President said that its opportuneness lay in the 
fact that if Fellows could agree as to the cause of the disease 
in the majority of cases of iritis they would be in a strongs 
position should it appear politic to advise the proper autho¬ 
rities to introduce such measures as would prevent much ill- 
health, a great amount of loss of sight, and untold injury to 
the community. He had ascertained that in 200 cases of iritis 
in his private practice the various causes occurred in the fol¬ 
lowing percentages : syphilis. 6 ; gonorrhoea, 12 ; tubercle, 
11 ; general affections, 8 5 ; other causes, 25 5 ; pyorrhoea, 37. 
At one time, syphilis was regarded as the chief cause of 
iritis, and probably hospital figures would show an increase 
on 6 per cent. ; but with the modern anti-syphilitic methods 
he thought it would become the rarest cause, for gummata 
of iris and ciliary body could be made to melt away without 
the disorganisation of the eye whioh was formerly seen. 
Gonorrhoea was not usually considered so potent a cause, 
but hospital practice would probably show a higher per¬ 
centage than 12. Until recently Mackenzie’s work on 
gonorrhoeal iritis had remained unimproved upon. Now, 
however, that the infection had been shown to linger in the 
genito-urinary system for years relapses could be largely 
prevented by local treatment applied in that region. Other 
sources of infection might complicate the cases of iritis, 
such as pyorrhoea, aud produce relapses The tuberculous 
cases of iritis were equally divided between the sexes, 
and the average age of the patients in this form was 
25 years, all but two being between 16 and 35 years of 
age. The treatment of tuberculous iritis, as for tubercle 
of the lung. appearedto be good air, graduated exercise, and 
food rich in fats, as well as such local measures as would 
subdue inflammation and prevent closure of the pupil Of 
the cases 17 were associated with gout, diabetes, herpes of 
the fifth nerve, influenza, and pneumonia. Ten patients bad 
some septic focus on the skin or on a mucous membrane or 
cavity. In 6 cases there was disease of tonsils, and 23 
patients had an affection of the alimentary tract, while 
7 had a diseased condition of the genito-urinary system. 
One case followed a smart blow on the eye. and another 
, patient had iritis as a sequel of sympathetic ophthalmia. 



Tm Lancet,] BOYAL SOCIETY OF MEDICINE : SECTION OF OPHTHALMOLOGY. [June 23,1917 957 


In no less than 74 of the 200 patients the sole cause found 
was pyorrhoea. When these cases were seen early and the 
offending stamps or teeth were removed the clearing np of 
the iriiis was strikingly rapid. Of the remaining cases 
22 had pyorrhoea in association with other diseased condi¬ 
tion. In the cases in which pyorrhoea alone was found there 
were twice as many women as men. Of the total number 
48 per cent, had their mouths affected, and it would be of 
great value if members of the dental profession could 
recommend a preventive of this appalling state of affairs, 
which seemed to lay the foundation for numberless diseases 
involving all parts of the anatomy, including the eye. 

Sir Anderson Critchbtt directed his remarks to the 
treatment of iritis. Forty years ago Sir John Tweedy made 
the suggestion that in many cases where atropine proved 
ineffective the sulphate of duboisine was a more powerful 
mydriatic, and in some cases he had found that where 
atropine was practically powerless he had been able to break 
down synechise with the more powerful drug. It was never 
necessary to use more than 2 grains to the ounce, the 
equivalent of 6 or 8 grains of atropine. It must not be 
allowed to pass down the duct into the throat. Leeches he 
still regarded as very useful in the early stages. Gonorrhoea 
was admittedly a frequent cause of iritis. He quoted the 
opinion of the late Mr. Nettleship as to the real good con¬ 
ferred by iridectomy in some cases of iritis, but the pro¬ 
cedure was contra-indicated in keratitis punctata, chronic 
thickening of the iris with very extensive synechias, and the 
existence of myopia. Mr. Nettleship considered it a mistake 
to reserve that procedure until all other plans of treatment 
had been patiently tried. In his (Sir Anderson Critchett’s) 
own experience few things had impressed him more than the 
extraordinary value of iridectomy both as a preventive and 
as a curative agent in the cases for which it was specially 
appropriate. But it must be a good iridectomy. 

Mr. J. G. Turner discussed the subject from the stand¬ 
point of the odontologist, and referred to the work he did 
with the late John Griffith in trying to trace the relationship 
between dental sepsis and eye diseases, ba«ed upon the 
observed connexion between gonorrhoea and iritis. Probably 
the causal agent was an infection by means of the blood 
stream or lymph stream, either toxic or, more probably, 
actually microbial, and seldom by direct continuity of tissue. 
Only seldom was a mouth seen which was free from the 
possibility of infection, and even when the last tooth had 
gone and a plate was substituted the danger had not gone, 
for an artefact factor was introduced in the production of 
dental sepsis. When the periodontal sulcus was infected it 
was a practically undrainable area. When sticky food was 
•eaten the area referred to close to the neck of the tooth was 
not cleansed, and a nidus was thus formed for the multipli¬ 
cation of germs. A second source of sepsis was by caries 
and a septic tooth. A dead tooth always was septic so long 
as it remained in the mouth. A German investigated a large 
number of dead roots, and he did not find one which was 
aseptic. There was nothing which would penetrate and 
follow up the minute canals of the dead root. “ An eye for 
an eye and a tooth for a too'h ” might stand, but a tooth for an 
eye was a bad bargain. Tooth-cleaning, to be really effective, 
should be taught by an expert. Most of the ordinary cleaning 
was futile, because it did not reach the gum edge ; the lingual 
surfaces of the teeth were practically untouched. Much 
might be done in the way of prevention by avoiding s' icky 
foods. He had looked through the skulls of various races 
and various ages of mankind, as well as skulls of animals, 
and they followed the one rule : Where the food was sticky, 
starchy, and sugary, decay and pyorrhoea were found ; 
where the food was only meat, neither decay nor pyorrhoea 
existed. 

Dr H. Lyon Smith said he had been working at the 
causation of arthritic conditions for eight years, and the 
evidences which he had obtained that bacteria, or their 
toxins, were the chief causes of arthritic trouble were derived 
by studying vitiated conditions of blood, most of which he 
believed were brought about by bacteria. The toxins and 
the bacteria prepared the ground; it was the element of 
strain or injury which determined the site. Therefore he 
bad considered it sound practice to recommend every arthritic 
person to have his refraction carefully tested by an expert, for 
he believed many cases of iritis might be prevented if eye-strain 
were avoided. It was long supposed that tubercle bacilli, 
gonococci, and the syphilitio virus were the only organisms 


capable of setting up iritis; but the bacteria of pyorrhoea 
and those concerned in nasal catarrh, bronchitis, colitis, 
urethritis, salpingitis, &c., were all equally capable of pro¬ 
ducing it. In August, 1915, he published a paper describing 
a test by direct haemolysis as a method of detecting bacterial 
toxins in the blood, and he was not aware that the state¬ 
ments he then made had been contradicted. He examined 
the blood of 450 people, most of them suffering from chronic 
rheumatism or gout. In 8 iritis was a secondary trouble. 
In 4 of the cases the influenza bacillus or its toxin was 
answerable, in 3 the tubercle bacillus, and gonorrhoea in 
only 2 cases. The toxins of streptococci and staphylococci 
were present in all the 8 cases, and in 3 B. pyocyaneus , 
which latter was a very depressing organism and was a 
common inhabitant of the alimentary tract. The bacillus of 
influenza elaborated a great variety of toxins, many of which 
were specially prone to attack nerve tissue. He believed 
iritis was a not infrequent sequel of a severe attack of 
influenza. In treatment strong bodily reactions by means 
of injections must be avoided when the eye was involved. 
For example, when using tuberculin a commencement should 
be made with something less than 1/250,000th of a mgm. 
He had heard such a dose spoken of scornfully as too small 
to give an effect either way, but experiments with colloid 
mixtures showed definite effects from even billionth 
dilutions. 

Captain A. W. Ormond, R.A.M C., thought Mr. Turner’s 
contentions proved rather too much, for on his thesis iritis 
should be much more common than was the case, especially 
in out-patient ophthalmic practice, where the general run 
of mouths was deplorable. Did rheumatic fever produce 
iritis at all ? He also asked for a scientific definition of gout. 
He did not think it possible that errors of refraction and eye- 
strain could cause iritis. An important point was as to the dura¬ 
tion in an active stage of the gonococcus in the tissues ; it had 
been said that it remained in the crypts of the prostate for 
15 or more years, but that did not coincide with other state¬ 
ments. He found leeches very useful for iritis, but they 
were difficult to obtain. He found great comfort was 
obtained by the continuous application of the electric coil. 

Mr. Ernest Clarke believed that a point of strain or 
traumatism was the point for the manifestation of gout when 
it was in the system. If the metatarsal joint was defective 
gout manifested itself there ; if eye-strain were present, 
iritis would probably occur. He always tried correction of 
the latter before recommending iridectomy. 

Dr. C. E. Lakin said he could not remember an instance 
of a toxic case being associated with a local outpouring of 
inflammatory fluid. He strongly supported the view that in 
iritis a microbial infection was at work, due to an embolic 
process. He believed the reason the iris was affected was 
that at the junction of the iris and the ciliary body there was 
a change in vascularity from a highly vascular to (compara¬ 
tively) an avascular arrangement, the latter containing less 
haemoglobin and less oxygen, and hence organisms were able 
to flourish there. 

Mr. Leslie Paton related a case in which he was able to 
derive proof that the eye condition was directly due to the 
foul condition of a tooth stump. The case started as one of 
deep keratitis profunda, and iritis developed later. 

The President replied on the various points raised. 


Donation to Dundee Royal Infirmary.— At the 
annual meeting of the Dundee Royal Infirmary held on 
June 11th the chairman stated that the total expenditure 
for the year was £27,362, and the deficiency on the year’s 
working was £10,089. This deficiency has been wiped off by 
Mrs. Marryat, of Belmont, sister of the late Sir James K. 
Caird, Bart., and the directors expressed their sincerest 
thanks to that lady for her great kindness. A further 
donation of £210, and legacies amounting to £250 were also 
intimated. 

The late Dr. Winslow Anderson.— The death 
occurred in May in New York of Dr. Winslow Anderson, at 
the age of 57, who was for manv years the editor of the 
Pacific Medical Journal. Dr. Anderson, who graduated at 
the University of San Francisco in 1884, later took the 
English double qualification, and proceeded to the Member¬ 
ship of the Royal College of Physicians of London. He was 
originally interested especially in pharmaceutical chemistry 
and materia medica, bat later became professor of abdo¬ 
minal surgery and gynrocology in the College of Physicians 
and Surgeons of San Francisco, over which institution he 
was presiding at the time of his death. 
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On Causation , with a Chapter on Belief. By CHARLES A. 

Mercier, M.D., F.R.C. P., F.R.C.S. London : Longmans, 

Green, and Co. 1916. Pp. 228. Price 4s. net. 

Dr. Mercier has a happy gift of infusing a strong vitality 
into every subject on which he writes; he possesses, more¬ 
over, many of the qualities of the first-class critic — 
namely, an incisive and entertaining literary style, a 
habit of going straight to the main points, and a mortal 
animosity towards all forms of pedantry and humbug. In 
his latest work all these characteristics are displayed 
to their fullest extent. Dr. Mercier has—one would 
almost think intentionally—looked round for the dullest 
and driest science he could find ; he has pitched on logic, 
and seems to take a malicious satisfaction in re-animating 
that venerable study and in directing his shafts of criticism 
against its orthodox exponents. To admire Dr. Mercier’s 
virility of method is, however, a different thing from endorsing 
all his conclusions. We venture to think that the main 
value of the book lies in the clean drive through the pedantry 
with which logic has been surrounded ; the inherent hetero¬ 
doxy or even iconoclasm ; the freshness of its point of view. 
Dr. Mercier ignores or ridicules most of the work of his pre¬ 
decessors : his doctrines should cause the disciples of Aristotle 
to groan in their tombs. It often happens, however, that 
those who entirely cut the painter as regards the past, 
while gaining much in originality and vigour, lose somewhat 
in solidity of foundation. Dr. Mercier has not altogether 
escaped this danger. He begins by examining the theories 
of causation advanced by Hume, Mill, Welton, Professor 
Karl Pearson, Mr. Bertrand Russell, and Dr. McTaggart. 
After stating in turn the views of each, he proceeds 
to demolish them all with satirical impartiality. As 
regards such of these authors as are still living 
his criticisms are often cogent and sometimes appear un¬ 
answerable. But we do not think he fully appreciates the 
strength of the positions occupied by Hume and Mill, nor, 
indeed, by Mr Russell, with whose works Dr. Mercier does 
not seem to be so well acquainted as he is with those of his 
other victims. Dr. Mercier condemns all theories of causa¬ 
tion which reduce it to the elementary factors of antecedence 
and consequence. There is something more, he thinks, in 
the relation of cause and effect than mere invariability of 
association or succession. He drags in the conception of 
“ Power ” in the cause, which compels the effect to follow. 
A cause, he holds, is something more than appears on the 
surface; it contains an active principle—though Dr. 
Mercier does not use the word—which renders the effect 
inevitable. In this conviction we may see an analogy with 
Dr. Mercier’s views on vitalism. While in physiology he is 
prepared to believe that there is some 11 vital ” agency which 
enters into the working of the organism and removes it from 
the sway of material and physical laws, so in logic he roundly 
affirms something of a metaphysical nature in the cause by 
which the effect is produced. The subject is thus linked up 
with wider philosophical tendencies, and agreement or dis¬ 
agreement with Dr. Mercier is likely to depend on the general 
school of thought to which the reader belongs. 

After full discussion of the theory of the subject, Dr. 
Mercier comes to the practice. He illustrates the need for 
a clear and correct concept of cause by reference to the 
official publications on the causes of death and insanity. 
He has no difficulty in showing the extreme vagueness of 
these statistics, consequent upon inadequate definition of 
what is meant by cause. “The old legal maxim says that 
fraud lurks in generalities,” and, as Dr. Mercier well adds, 
“to the uncritical it often seems that safety lies in 
generalities.” He devotes an acute chapter to “ Methods of 
Ascertaining Causes,” and insists with truth that, if the rules 
there laid down were followed, the identification of many 
causes of insanity would be facilitated. Among the most 
interesting chapters in the book to the average reader are 
that dealing with “Errors in Attributing Causation,” and 
the final chapter on “Belief.” Throughout the work Dr. 
Mercier lightens and strengthens his arguments by a remark¬ 
able power of illustration and analogy. Though it cannot 
be anticipated that the book will give any satisfaction to 
orthodox logicians, yet it is one that they can scarcely pass 
by without some definite reply. At any rate, such silence 
would be fairly construed as a confession of weakness. 


Notes on Military Orthopedics. By Robert Jones, C. B. t 
F.R.C.S. Edin., &c., Colonel, A.M.S. London: Cassell 
and Co. 1917. Pp. 132. Price 2s. 6d. net. 

As Sir Alfred Keogh remarks in his introductory note, the 
publication of this book is most opportune, and the long - 
experience and reputation of the author its best recom¬ 
mendation. The volume, tersely but lucidly written, will be 
cordially received by military surgeons, who will find in it 
the practical application of orthopaedic principles to the 
treatment of war injuries. In a few sections, each concerned 
with one of the main problems of military orthopaedic surgery, 
a large amount of helpful instruction is imparted. The 
chapters dealing with the disabilities of the knee-joint and 
with bone-grafting arespecially useful. Himself t he champion 
of the manipulative school in the treatment of fractures, Sir 
Robert Jones emphasises the utility of efficient mechanical 
measures ; when open operation is rendered absolutely neces¬ 
sary by the occurrence of faulty or deficient union he employs- 
bone-grafting in lieu of plates and screws. He holds, by the 
way, that the latter methods require less surgical skill than 
does the carrying out of the technique of bone-grafts. 

The omission of a special chapter dealing with the treat¬ 
ment of stiff joints by manipulation, or so-called bone-setting, 
is, perhaps, unfortunate, seeing how extensively these 
methods are at present being applied by orthopnedic 
surgeons in military hospitals. 


Traitement et Restanration des Lesions des Nerfs. By Mdrne. 

Athanassio-Benisty. Paris: Masson et Cie. 1917. 

Pp. 179. Price 4 francs. 

Issued as a sequel to the same author’s “ Formes Cliniquea 
des Lesions des Nerfs,” lately reviewed in this journal, this 
volume, with a preface by Professor Pierre Marie, is devoted 
to a full exposition of the methods of treatment of injured 
nerves and of the consequent paralyses, by surgical v and 
mechanical means. A chapter is also given to the symptoms 
indicating serious injury to the nerves. Taken together the 
two volumes give an excellent account of the new knowledge 
of nerve injuries acquired during the present war. 


Stefa Indentions. 


THE LUC QUARTZ GLASS SYRINGE. 

We have received from Messrs. Allen and Hanburys, 
Limited, Wigmore-street, W. 1, a glass syringe which 
possesses the practical merit of withstanding sudden and 
extreme change of temperature occasioned by any form of 
sterilisation. The instrument, of which we give an illustra¬ 
tion, is called the Luo and is made of fused quartz glass, 
being so constructed that it is unnecessary to separate the 
parts before sterilisation. The complete syringe may be 



placed in boiling water without fear of breakage, distilled 
water may be drawn up into it and boiled over a flame, or 
hot oil at a high temperature drawn up. The only precau¬ 
tion required is to withdraw the piston from the barrel into 
the metal container attached to it in order to prevent the 
glass barrel, which does not expand when heated, being 
broken by the expansion of the metal piston within it. The 
apparatus, its metal case, and a needle-holder ran also be 
sterilised as a whole by dry heat, thus preventing any risk 
of rusting either the case or the needles. The price of the 
syringe varies, according to the size and accessories, from 
£1 10*. to £3. 
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LONDON: SATURDAY, JUNE 23, 1917. 

The Treatment of Septic Wounds. 

Sib Almroth Wright possesses uncanny skill in 
investigating physiological processes, in devising 
ingenious experiments to discover the defensive 
powers of the body, and in initiating, on the con¬ 
clusions which are drawn from these experiments, 
therapeutic measures new in direction and valuable 
in result. He has not contented himself with the 
work he has already done, and been busy merely 
with elaborating or perfecting it, as might be 
hastily assumed from his recalculations ; his labour 
has been progressive, the common direction of his 
energies being the obtaining of a perfect method 
of treatment of infected wounds. In the present 
number of The Lancet he has set forth the con¬ 
clusions at which he has arrived to-day ; the basis 
of his address was delivered some weeks ago at 
the Royal Institution, since when he has had 
opportunities of adding to his message in numerous 
particulars. 

The address is a piece of straightforward 
arguing, which deserves close reading. To appre¬ 
ciate fully the basis of fact on which Sir 
Almroth Wright has founded his methods, we 
must recognise that the natural defensive power of 
the body against microbic invasion is twofold: it 
depends partly on the phagocytic action of the leuco¬ 
cytes and partly on the destructive action of the 
effused serum. The power possessed by the serum 
is of vast importance, and is closely associated with 
the power of normal blood serum to neutralise the 
digestive ferments and especially trypsin ; and 
certain experiments, which are reported, indicate 
that it is this antitryptic action which enables 
the serum to inhibit the growth of septic 
micro • organisms. The phagocytic action of 
the leucocytes is a process whose signi¬ 
ficance has now passed into common patho¬ 
logical knowledge. But before the leucocytes can 
engage invading microbes they must have migrated 
from the capillaries. This preliminary action of 
resistance can be stimulated, for certain sub¬ 
stances applied to the surface of a wound have 
the power of increasing this emigration, just as 
other substances can reduce the diapedesis to a 
minimum. For instance, a weak salt solution 
favours the migration of leucocytes, but a 5 per 
cent, solution of salt will reduce it greatly, while 
in the presence of gross sepsis the resisting 
movement is brought almost to a standstill. 
Another feature in this elaborate physiological 
process is brought to attention by Sir Almroth 
Wright. Septic wounds can be divided into 
what he terms u live spaces ” and “ dead spaces.” 
In a live space the tissues are well supplied 
with blood; there is an abundant flow of anti¬ 
bacterial lymph and the terrain is suitable for 


phagocytic action. In a dead space the tissues 
have been bruised and cut off from their blood- 
supply, so that the serum and the leucocytes can 
only act in their different ways at a serious dis¬ 
advantage. The infection quickly spreads into 
neighbouring tissues, toxins are absorbed, and the 
patient has septic fever. An abscess cavity is, of 
course, the typical dead space. The application of 
knowledge of this kind, gained by laboratory experi¬ 
ment, to the treatment of septic wounds follows 
clearly enough, whether we are dealing with 
old-established principles or a new technique. 
The first point in the treatment of an infected 
dead space must be drainage, and every portion 
of a wound which would, if left to itself, 
become a dead space must be laid open. Then 
comes the treatment of the infected walls, and with 
regard to the extent of infection we have to 
remember, and remember always, the conditions of 
war. Often it must happen that hours or days 
elapse before the wound comes under the 
surgeon’s hand. An infected wound if left to 
itself grows dry, in which case the capillary 
circulation will cease and there will be no outflow of 
bactericidal lymph, while there will be an enormous 
increase in the growth of septic organisms; thus 
sloughs are formed and the sepsis tends to spread. 
This drying process will go on during the transport 
of the wounded if no salutary interference is 
forthcoming. But should the wound be simply 
kept moist there will follow a great increase in 
the number of microbes, the leucocytes poured out 
will die, and the tryptic ferment set free will 
exert an erosive action on the walls. Again the 
infection tends to Bpread. What shall be done, 
then, to wounds during transport when they 
cannot be dressed *? Sir Almroth Wright answers 
this question with an illuminating account of 
the investigation into the action of antiseptics 
in living tissues. He shows that the influence of 
an antiseptic applied to the interior of a wound 
is bound, in ordinary circumstances, to be super¬ 
ficial, and that frequent re-application of an anti¬ 
septic during transport will fail of the desired 
effect; whereas the employment of a suitable 
hypertonic solution will favour the outflow of 
lymph and so drive back the invading microbes. 
The routine of treatment at the hospital, which all 
these researches lead up to, is no new thing. The 
wound has to be made clean, and this can be 
accomplished by thorough drainage and the use of 
hypertonic salt solution, which both assists to 
remove dead tissues by a process of cleansing 
digestion, and at the same time causes an increased 
flow of lymph to combat the infection itself. 

Sir Almroth Wright’s address closes with an 
instructive discussion of the use of Dakin’s solu¬ 
tion and of the Carrel method. So far as Dakin’s 
solution is concerned, the conclusion is reached 
that it has little antiseptic power, which is quickly 
lost by evaporation, and then its action is physio¬ 
logical, and the outpouring of lymph and leuco¬ 
cytes goes on. With regard to the Carrel method, 
Sir Almroth Wright argues that it cannot act by 
completely sterilising the wound; but he regards 
the procedure as of extreme value, for it furnishes 
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a new and improved technique for physiological 
treatment of an infected wound, while he considers 
that its success depends very little on the anti¬ 
septic action of Dakin’s fluid. The author has 
spared neither pains nor time in the investigation 
of a very difficult and important subject, and the 
address must be read closely, if the basis of the 
arguments is to be fully realised. 


Depopulation and the Endowment 
of Motherhood. 

The smallness of the birth-rate in France is a 
familiar topic to which the war has added a new 
and poignant interest. In the Revue (VHygiene 
for April-May, 1917, appears the report of a small 
commission on depopulation in France, regarded 
from a physiologico-medical point of view, pre¬ 
sented by Professor Charles Richet to the Academy 
of Medicine. The facts are well known, but bear 
repetition in the striking form in which Professor 
Richet presents them. The annual number of 
births, which in 1876 slightly exceeded 1,000,000, 
had fallen in 1913 to a little over 745,000, and the 
proportion per 10,000 of population from 210 in 
1910 to 172 in 1911. As is usual with a low birth¬ 
rate, infant mortality also stands at a low figure, 
but, as Professor Richet points out, no decrease in 
the infant mortality rate can compensate for such 
a fall in the birth-rate. While at the end of the 
first year of life in Russia, for example, taking 
the birth-rate at 465 per 10,000 inhabitants, 
against one of 200 in France, the 465 babies 
might have been reduced to 372, a larger pro¬ 
portion of the 200 French babies would survive, 
and yet the total number not exceed 180. 
The low birth-rate is present in all sections 
of the community, urban and rural, rich and poor, 
worker and intellectual alike. The drop is, in 
fact, common to all European nations, but greater 
in France than elsewhere. Taking the birth-rate 
in each country for the decade 1841-50 as the 
standard and calling it 100, the rate in the decade 
1901-11 was only 74 in France, compared with 84 in 
England and Sweden, 89 in Austria-Hungary, and 
92 in Germany. For every additional Frenchman 
per year there were 70 Russians and 200 Europeans. 
In France it would take 370 years to double the 
population, whilst in Germany a century would 
see the number of inhabitants trebled. 

Whilst many causes such as the emigration into 
towns, alcoholism, the effect of the civil code and of 
increasing irreligion have been called in to account 
for some share at least in the diminution, the 
prime cause is undoubtedly, Professor Richet 
assured his hearers, the sterility or, more correctly, 
the non-fecundity of marriages, 15 per cent, of which 
are absolutely sterile, the remaining 85 per cent, 
of parents limiting the number of their offspring 
to an agreed figure. Certain districts of Paris of 
a higher social class have a still smaller birth-rate 
than more populous parts of the city, but there 
is no doubt that all classes have adopted neo- 
Malthusianism as their family religion. In 1891 a 
family with seven children or more was a rarity in 


Paris (1*3 per cent, of the total number of families), 
and even in the country the proportion in the last 
Census year (1911) did not exceed 3 per cent. Pro¬ 
fessor Richet’ s Commission holds that argument 
is likely to be fruitless, inasmuch as the small¬ 
ness of the family in France is a question of 
economy and foresight. A child up to the age 
of 15 years costs the family exchequer at 
least 400 francs per annum, representing one- 
sixth part of the average paternal earnings. 
Three children would account for half the 
income, and are therefore the extreme limit for 
the prudent wage-earner. The only practical 
remedy, states the Commission, is the endowment 
of motherhood by an allocation commencing 
from the moment that pregnancy becomes certain 
and lasting to the end of the first infancy, a 
period defined by the eruption of the twentieth 
tooth. The Commission holds, indeed, that families 
with no or few children should pay for those who 
have many, and regards 2000 francs a head as a 
Very moderate price for the country to pay for a 
potential Frenchman. 

We began by saying that the fact of the 
decreasing birth-rate was well known in France. 
It is also well known in this country. Bat opinion 
on this side of the Channel is widely divergent on 
the best way of dealing with the relative depopula¬ 
tion. Professor Richet’ s solution was evidently 
acceptable to a majority of his hearers at the 
Academy of Medicine, who are said to have warmly 
applauded his concluding remarks. In the dis¬ 
cussion which followed it was left to a single 
speaker, M. Barri£, to query where the revenue 
was to be found to provide for the endowment of 
motherhood. But the idea of a State subsidy for 
large families and of State assistance for the 
young children of widows is no new one in France, 
and is leading on there, as it has done in America, 
to the provision of child pensions as a matter of 
ordinary State policy. Judge Henby Neil, of 
Chicago, who is now in this country on a mission 
to popularise what is practically an endowment of 
motherhood, states that pensions to widows with 
young families to bring up are already given 
in 27 out of the 48 States, one State at least 
granting them—as Professor Richet also proposes 
to do—to mothers irrespective of their civil state. 
In the States where the provision is in force the 
maintenance is granted in respect of all children 
under 14 years of age, ranging from 7i to 
10 dollars a month for each child. An advocate 
of the scheme points out that whereas it coats 
a hundred dollars a year to support an orphan by the 
pensions system, it has cost the State an average 
of three hundred dollars a year to support a child 
in an institution. The war is familiarising the 
whole civilised world with the notion of endowing 
motherhood in one form or another, and more is 
likely to be heard of it. 


The National Baby Week.—A Richard Burbidge 
Fund ” will be opened at Harrod’s Stores on July 2nd, and 
during the National Baby Week it will welcome every 
offering, however small, ^he late Sir Richard Burbidge was 
the chairman of the Finance Committee of the movement 
and the fund is intended to memorialise bis interest in the 
work. 
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THE CROONIAN LECTURES. 

In the second Croonian lecture 1 at the Royal 
College of Physicians of London Colonel J. G. 
Adami dealt with the difficult subject of adaptation 
in bacteria, and the consequent evolution of disease. 
After indicating the absurdity of thinking that 
the infectious diseases now known to us have 
afflicted man from his first appearance on the 
planet, he pointed out that if bacteria have been 
present from the beginning of the world, this would 
not imply that the specific infections have been 
in existence for the same period, for zymotic 
phefiomena must run parallel with geological, 
which teach differently. The reason why we 
cannot recognise the descriptions of epidemics 
given by classical authors is not necessarily that 
they were incapable of noting characteristic 
symptoms; more probably they described condi¬ 
tions no longer existing. It is known that in 
more recent times infections have come and gone. 
The tritest example is the sudor anglicus, or 
“ sweating sickness,” but many diseases have made 
their appearance in comparatively recent times—e.g., 
diphtheria, cholera, syphilis. Here Colonel Adami 
warned his audience that a second principle may 
have to be considered. Certain of these diseases 
may have been present for an indefinite period 
endemic in a particular locality, and then with the 
opening up of trade routes have spread rapidly. 
Admitting this, the conclusions reached by a study 
of the geographical distribution of animals and 
plants must also be admitted—i.e., where a species 
(such as the rabbit or sparrow) when introduced 
into another continent shows an immediate spread 
—the fact that it was not there before forms an 
indication that the spread had arisen at a period 
subsequent to the separation of one continent from 
another. Whichever side was taken in the syphilis 
controversy, said Colonel Adami, it had to be con¬ 
fessed that this disease was non-existent in early 
Egypt or in the Rome of the time of Galen. 

The Croonian lecturer’s picture of the evolution 
of an infection is very interesting:— 

44 If every infection is due to the diffusion through the body 
of the toxins of one or other particular fpecies of micro¬ 
organism, it deserves note that pathogenic microbes do not 
form an order by themselves, but, on the contrary, are 
singularly diverse in their affiliations. With scarce an 
exception every genus of micro-organism has its representa¬ 
tives among the pathogenic microbes, or, conversely, every 
pathogenic microbe has closely related forms differing from 
it in little beyond the fact that the one is virulent, growing 
in or upon the tissues, the other non-virulent. Next, these 
closely allied species are found suggestively either growing 
in the cavities and on the mucous surfaces of the body, or in 
the water and foodstuffs taken up by the individual. This 
state of affairs in itself strongly indicates that at some 
period or other pathogenic microbes have originated from 
those saprophytic on the body surfaces or existing in the 
foodstuffs. This natural deduction has been opposed notably 
by the German school of bacteriologists, with the late Robert 
Koch at their head, who stood out for the fixity of bacterial 
species.” 

In studying bacteria two apparently opposite and 
contradictory facts are to be made out: on the one 
hand they are extraordinarily conservative, but 

1 A summary of the first Croonian lecture was published In 
Tue Lascet of June 16th (p. 921). 


on the other there are certain changes of environ¬ 
ment which lead to certain and definite modifica¬ 
tions in the properties of bacteria, the orders of 
variation being usually given as three—fluctuations, 
mutations, and impressed variations or modifica¬ 
tions. Colonel Adami brought evidence forward 
to show that in the bacteria at least what are 
usually considered as mutations, or chance varia¬ 
tions, are in truth impressed variations due to 
specific alterations in environment. Whereas 
under the ordinary conditions of experiment 
certain members only of a bacterial colony 
take on the property of fermenting a foreign 
or new foodstuff, this condition of experiment can 
be so altered that all the members of the colony 
with absolute precision can be made to acquire this 
new property. The experiment can be so arranged 
as to demonstrate that here is no question of 
chance variation, of the survival of those forms, 
and those forms alone, which have exhibited varia¬ 
tion in a favourable direction—no question, that is, 
of survival of the fittest—but that there is, within 
certain limits, direct adaptation in the Spencerian 
sense, direct equilibration between the organism 
and its environment. Certain experiments recently 
conducted by Major F. B. Bowman, C.A.M.C., with 
the typhoid bacillus, proving this point, were given 
in detail, and similarly, as an example of 
variation by loss of factors, there is the 
classical experiment, ever quoted, of Pasteur 
and his lieutenants, Roux and Chamberland, 
in which by exposing any culture of the 
anthrax bacillus over a given period to a given 
temperature of growth with absolute precision the 
power of the spore production is lost, and now 
for years—and thousands of bacterial generations— 
grown under ordinary conditions spore produc¬ 
tion does not manifest itself. Now if this be 
true of other properties, it must be true regarding 
virulence, and we have methods by which we can 
exalt or depress the virulence and pathogenic pro¬ 
perties of bacteria, while we can take harmless 
non-pathogenic bacteria and with absolute pre¬ 
cision, and not by chance variations, convert these 
into highly pathogenic virulent forms. It is this 
direct adaptation, evidently, that explains the 
origin of the infections. 


INCIDENCE OF INFECTIOUS DISEASE IN 1916. 

The report of the Medical Officer of the Local 
Government Board on the incidence of notifiable 
infectious disease during the year 1916 has now 
been published and contains, as always, much 
information of vital interest as to public health. 
As in previous years, the rates of infectious 
sickness in each thousand of the several popula¬ 
tions are given in the local tables for 1916. The 
returns indicate that a considerable proportion of 
the cases were imported from abroad, having been 
notified at the seaports, which are therefore espe¬ 
cially exposed to danger. In England and Wales ohly 
4 cases of typhus fever were reported last year, as 
compared with 45 in the year preceding. Scarlet 
fever was notified in 75,722 instances, or fewer 
by 51,364 than in 1915; diphtheria in 51,707 
instances, or 1890 fewer than in the preceding 
year; enteric fever in 5564 cases, as compared 
with 6364 in 1915 (in 17 instances paratyphoid 
was specifically mentioned). 1996 cases of puer¬ 
peral fever were notified, against 2057 in 1915; 
18,520 cases of erysipelas, as compared with 23,382; 
1306 cases of cerebro-spinal fever, against 2566 
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in 1915; 689 cases of acute poliomyelitis, against 
517 in 1915. Small-pox was reported, sometimes 
erroneously, in 149 instances last year, 55 of 
them being notified from places connected with 
seaports. The cases reported in 1916 were more by 59 
than those reported in 1915. It will be noted that, 
with the exception of the two last, all the principal 
infectious diseases are reported to have been less 
prevalent in 1916 than in the year immediately 
preceding. Since 1911 the incidence of pulmonary 
tuberculosis has been notifiable throughout the 
country. In terms of population the disease was 
apparently observed during 1916 in the case of 2 10 
per 1000 living, or somewhat more than in the 
preceding year. The reported cases, however, 
include a considerable number of duplicate notifi¬ 
cations—a fact which must be taken into account 
in interpreting these rates. The rate was equal to 
3'19 per 1000 of the population in London, and to 
1*96 per 1000 in extra-metropolitan England. 


THE FACTORS OF CARDIAC IRRITABILITY. 

Dr. J. Strickland Goodall’s Chadwick lecture on the 
Soldier’s Heart, being based on the critical analysis 
of 2250 cases, and not on mere obiter dicta , is 
worthy of careful consideration. He starts from 
the postulate that since the heart is composed of 
both nervous and muscular elements it may become 
over-excitable as regards either component. Nervous 
irritability is usually characterised by increased 
rate, while the rhythm may or may not be affected. 
He classifies the nervous irritable heart into three 
groups. The first is the emotional, susceptible, or 
unstable heart. It is essentially physiological, but 
reacts violently and excessively to every emotion, 
such reaction being aggravated by overwork, 
alcohol, tobacco, and anything which impairs 
nerve control or injures the general health. 
The second is the youthful or fretful heart, 
which 11 speeds up ” during inspiration and 
slows down during expiration. It is entirely 
physiological, and should not be regarded as a bar 
to active service. The third type is where there is 
tachycardia, either permanently, as in Graves’s 
disease, or periodically, as in paroxysmal tachy¬ 
cardia. He believes that in persistent tachycardia 
fright or other emotion causes the suprarenal to 
pour adrenalin into the circulation, and the thyroid 
exerts itself to neutralise this. The over-action of 
the suprarenal is temporary, but the thyroid con¬ 
tinues to over-act. He regards the first and third of 
these types as only fit for sedentary or light military 
duties. Irritability of the heart muscle is indi¬ 
cated by a definite but variable irregularity of the 
pulse. He believes that the irritable heart of the 
soldier falls into this category, and that it is 
begotten by overwork and under-rest. X ray 
examination shows that hearts which exhibit 
a persistent over-excitability either of muscle or 
nerve are too horizontal in position because they 
are too soft, so that they lie more or less on 
the diaphragm and may be deformed by distension 
of the stomach. This horizontal type is found in 
old age, in sedentary workers who take too little 
exercise and are often the victims of a chronic 
toxaemia, after infective conditions, and after long- 
continued overwork or mental strain with in¬ 
sufficient rest. The tone of any organ depends 
primarily on two factors, the integrity of the nervous 
control of the organ and systematic use followed by 
adequate rest. Lack of tone arises from impaired 
nervous control, habitual overwork with insufficient 


rest, or disuse, insufficient use, or misuse. An 
exhausted tissue or organ is also over-excitable, 
and hence we find that with atonia there is over¬ 
excitability. The whole heart may suffer in this 
way, or the change may be confined to the auricles 
or to either ventricle. The right ventricle is 
affected mainly by overstrain, the left by arterio¬ 
sclerosis. Auricular over-excitability is much 
commoner in soldiers than in civilians, and Dr. 
Goodall is of opinion that it is a more serious 
condition than ventricular over-excitability, as it 
usually passes into some graver condition, such as 
auricular flutter or fibrillation. 


PUBLIC HEALTH WORK FOR WOMEN. 

Public health work affords to-day good openings 
to well-educated women who have qualified by 
training. Women can thus equip themselves to 
become sanitary inspectors, health visitors, super¬ 
intendents of schools for mothers and similar 
institutions, relieving officers, lady almoners, 
lecturers and teachers giving instruction in matters 
connected with sanitation and health, secretaries 
to local health societies, and officers in con¬ 
nexion with the carrying out of the National 
Insurance Acts and the Poor-law. Vacancies in 
such positions are increasing in number and 
variety, and although they may not offer all the 
opportunities that the medical profession holds out 
to clever and ambitious women, yet they have the 
compensating advantage of not necessitating a 
long, exacting, and costly education. A course of 
instruction is offered by the National Health Society 
under which a training of from four to six months 
is given, with a view to fitting students for the 
posts enumerated, the period of subsequent train¬ 
ing necessarily varying in accordance with the 
intentions of the student. The National Society, 
in fact, offers itself as an organisation prepared to 
help its associates, and women generally, by advice 
in the selection of a particular career, and to 
provide, so far as it can, teaching, encouragement, 
and assistance in the obtaining of posts. Miss 
Fay Hay Lankester, the secretary of the National 
Health Society, 53, Berners-street, London, W. 1, 
invites communication with her from women who 
are desirous of helping their country and them¬ 
selves by undertaking useful work. 


NEURASTHENIA IN SOLDIERS. 

Lecturing at the Royal Institute of Public 
Health on June 13th, Sir John Collie stated the 
predisposing causes of neurasthenia in soldiers 
to be the fear of being afraid, want of sleep, 
and the terrifying experiences. The emotional 
suppression cultivated by every good soldier added 
its quota to the state of anxiety predisposing to 
war-strain. He distinguished three types of neur¬ 
asthenia : the first stage of mere asthenia or weak¬ 
ness; the more advanced cases with well-marked 
tremor, extreme nervousness, and loss of weight; 
and a hypochondriacal class whose self-control had 
always been subnormal, and unfitted by tempera¬ 
ment to be soldiers. In the treatment of the neur¬ 
asthenic the whole environment should be one of 
cheerfulness and hope, combined with confident 
reassurance of complete recovery. Many of these 
cases, Sir John Collie said, were now treated im¬ 
mediately behind the firing line, where the early 
application of psycho-therapeutic methods had been 
signally successful in cutting short attacks. Each 
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army now had its special shock hospital staffed by 
selected medical officers. A Special Medical Board 
for Nervous Disorders, of which he was president, 
dealt with men discharged for neurasthenia, 
re-examining them after leaving the service from 
time to time. This board was in close touch with 
the local War Pensions Committees throughout the 
country, and assisted men to obtain work in civil life. 
Several large proprietors had agreed to employ men 
recovering from the effects of shell shock on the land, 
and arrangements were being made to form camps 
in country districts where the men would be housed 
during the summer months. The first Home of 
Recovery had been provided at Golders Green by 
the British Red Cross Society and the Ministry of 
Pensions. The Ministry of Pensions had arranged 
for intensive French culture to be a feature of the 
outdoor training of the men, a pursuit which, with 
its comparatively light work, should be specially 
suitable for large numbers of men suffering from 
functional nerve disease. 


INDUSTRIAL ACCIDENT MORTALITY IN AMERICA. 

The increased insecurity of life during the 
European War made itself felt in America during 
1916 and is seen in the mortality statistics 
compiled by the Metropolitan Life Insurance 
Company for their 9,000,000 white policy-holders. 
The accident rate for the working classes of the 
United States in 1916 was found to have increased 
five points per 100,000 living over the rate for 1915, 
in contrast with the tendency in recent years 
toward a reduction in the fatal accident rate. The 
total rate of 73’5 (68*9) included traumatism by 
fall, 13*7 (12*4); accidental drowning, 9'5 (11*9); 
traumatism by automobiles, 8'8 (5’7); burns, 8*4 (8*1); 
traumatism by steam railroads, 7’6 (7*3); and other 
less frequent causes. The figures in brackets are 
the corresponding rate for 1915. Accidental drowning 
alone shows a decrease, chiefly due to the inclusion 
in 1915 of the deaths in the Eastland disaster. 
Mortality from automobile accidents and injuries 
showed by far the largest increase, being responsible 
indeed for three-fifths of the increase in the total 
accident rate in 1916. The company attributes the 
general rise to increased activity in industry and 
the speeding-up incident to war conditions. It is 
instructive to see this result proved by figures 
for a non-combatant country. Probably in every 
country of the world 1916 was a less safe year to 
live in. _ 


THE WORK OF ASYLUMS IN EGYPT. 

The official report for the year 1916 of the 
Lunacy Division of the Ministry of the Interior, 
Egypt, gives welcome evidence of the steady 
advance which is being made in lunacy adminis¬ 
tration in Egypt. Much of the non-medical work 
has now been taken over by the General Board of 
Administration, relieving the heads of asylums of 
an enormous burden and setting them free 
for their special work. Again this year, as is 
usually the case, there is an excess of applicants 
over available accommodation. The two asylums 
together provide room for 1550 patients, and of the 
1516 lunatics notified 970 were admitted, while 575 
patients were sent back to their friends uncured 
but supposed to be harmless. Besides these, 324 
British soldiers were treated by Dr. J. Warnock in a 
small special hospital. Although in itself one 
man’s work, the Criminal Lunacy Department has 
&1 bo fallen to Dr. Warnock, who has tabulated the 


forms of insanity associated with various forms 
of crime as well as the special causes con¬ 
tributing to the criminal lunacy. Among the latter 
pellagra plays a very important part in Egypt; 
haschish is also a common cause. Careful examina¬ 
tion of the Wassermann reaction revealed the 
frequent presence of syphilis, not alone in cases 
of general paralysis, but in many other forms of 
mental disorder. A number of patients were received 
as voluntary boarders, a gratifying recognition 
of the nature of mental disorder among native 
Egyptians. The death-rate was 11*2 per cent, of 
the average asylum population. Pathological study 
was carried on in the asylums notwithstanding the 
war, and dealt chiefly with ankylostoma, malaria, 
and bilharzia. The associated asylum of Khanka, 
under the direction of Dr. H. W. Dudgeon, employs 
many patients on the land, who provide vegetables 
for both institutions. The report gives evidence of 
the untiring service of the responsible authorities, 
of which the award to Dr. Warnock of a New Year 
honour was a timely recognition. 


A 8TANDARD OF CLEANLINESS. 

In a pamphlet dealing with uncleanliness among 
elementary school children, reprinted from School 
Hygiene for February last, Dr. A. H. Hogarth, 
medical officer of health for Buckinghamshire, 
laments the inability of many school medical officers 
to understand the elementary principles underlying 
statistical calculations, and states that no accurate 
representation apparently exists of the extent of 
uncleanliness among school children. He mentions 
the common grounds of statistical fallacy, enun¬ 
ciating four requirements which must be satisfied 
in examining children for the purpose in view, viz., 
non-selection, non-preparation, accuracy of examina¬ 
tion, and the statement of a standard of cleanliness. 
For his own county he has adopted a classification 
into seven groups, each capable of precise definition, 
starting from (1) clean, through (2) nearly clean— 
that is, hair not containing more than 10 or 12 nits, 
ora head, face, and neck in need of washing—and 
(3), (4) nits only, counted by tens or by hundreds, to 
(5) few nits plus one or more lice, (6) many nits 
plus lice, and (7) a dirty and neglected child 
whose home is to be visited by the N.S.P.C.C. 
He gives percentage tables of inspections during 
the years 1912-15, in which at a first inspection the 
number of clean children progressively increased 
from year to year, the figures in boys being 75, 85, 
94, 96, and in girls 40, 58, 75, 81. Surprise visits 
are paid by the medical officer to the worst schools 
reported by the nurses with a view to searching 
out the persistent offenders and taking them to the 
police courts. This policy has made itself felt in 
every parish of Buckinghamshire, there being no 
subsidiary court which has not tried a batch of 
such cases, and no local newspaper which has not 
faithfully reported them. Between January, 1912, 
and December, 1915, 313 parents were summoned 
on account of 352 children, and 284 parents were 
fined from 1«. to 10«. each. The committee’s prac¬ 
tice of keeping an exact record of the numbers of 
nits or lice found at each examination by the nurse 
has proved most useful in obtaining convictions 
in court. Statistical accuracy has been more than 
its own reward. 


The office of the Ministry of Pensions has been 
removed from Great George-street to Westminster House, 
Millbank, S.W. 1. 
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Corresjjanhnrt. 

"Audi alteram partem." 

WAR EMERGENCY FUND OF THE ROYAL 
MEDICAL BENEVOLENT FUND. 

To the Editor of The LANCET, 
ft Sir, —We beg to support the urgent letter of appeal to 
this Fund which appeared in last week’s medical journals. 
This Fund was instituted by the Royal Medical Benevolent 
Fund last year to afford assistance to members of the pro¬ 
fession who, in consequence of having joined the Army 
Medical Service, find themselves in temporary difficulties. 

We very strongly commend the claims of this Fund to the 
generous support of both the profession and the public. 

We are, Sir, yours faithfully, 

FREDERICK Taylor, President, Royal College of Physicians. 

W. WATSON CHEYNE, President, Royal College of Surgeons. 

W. H. Norman, Surgeon-General, R.N., 

Director-General of the Medical Department of the Navy. 

ALFRED H. Keogh, Director General, Army Medical Service. 

William Osler, 

Regius Professor of Medicine, University of Oxford. 

Thomas Clifford Allbutt, 

Regius Professor of Physic, University of Cambridge. 

'John Tweedy, 

Late President, Royal Medical Benevolent Fund. 

11, Chandos-street, Cavendlsh-6quare, W. 1, June 16th, 1917. 

%* We publish elsewhere the details of certain cases 
which have already been relieved by the War Emergency 
Fund.—E d. L. 

EDUCATION OF THE LEFT HAND OF 
DISABLED SAILORS AND SOLDIERS. 

To the Editor of The Lancet. 

» Sir, —Under the above heading Dr. C. W. Hutt records, 
in The Lancet of April 7th (p. 553), the method used by 
M. Tamenne for teaching writing with the left hand to men 
who have lost their right hand. The results achieved are 

A 


the edge of the desk towards the right . At the 

same time the slope of the writing should be backwards at 
about 45° to the writing line, at least to commence with. In 
this method it will be found that the fingers are in the most 
i natural position for writing, the arm and wrist being 
I in a straight line, and there being a wide sweeping move¬ 
ment of the wrist if required. It will be found, and 
can be seen every day with those trying to teach themselves 
to write with the left hand, that to write straight across the 
paper—i.e., parallel to the edge of the table—leads to a 
most cramped position and to great limitation in the move¬ 
ment of the wrist, and that a great deal of the movement 
across the sheet has to be made with the upper arm. 

This difficulty M. Tamenne has experienced, and following 
his rule (5) “ always take care that the hand is immediately 
below the point where he is writing,” he states, “ the man 
will find this difficult to carry out and the effort to do so 
will tire his hand.” Precisely so, because the position is 
cramped and unnatural. My method I have demonstrated 
to the men coming before a Medical Board here, and they 
unanimously declare that it is much easier than the 
“straight across ” method which they try for themselves^ 
If anyone will try the two methods for himself for a 
short time he will see the difference. I endorse em¬ 
phatically the importance of not attempting to get on 
too fast. Also it makes an enormous difference if the 
teacher can write left-handed. The importance of this I 
found some years ago, when I was responsible for a boy of 
13 who had a right-sided birth palsy. Several schools had 
vainly tried to teach him to write with his left hand and the 
result was lamentable. I found that the reason was that 
his damaged brain could not translate to his left hand the 
motions shown him by his tutor’s right hand. The only 
remedy was to learn to write with one’s left hand, so that 
he could copy the movements. This I did with an entirely 
satisfactory result, as he easily copied the movements he 
saw. The idea of slanting the writing 1 got from watching 
a left-handed clerk many years ago. 

There is one thing that is important, not to start the men 
with a broad pen, or they are apt to make blots owing to 
the reverse way the pen is held as compared with the writing. 
A fine fountain pen I find the easiest to use. 

The reverse print (photograph B) shows how exactly 
similar the position I describe is to the correct right hand 

B 



The photograph A shows the position of the hand and paper when writing with the left hand. Photograph B is a 
reverse print from the same negative, showing similarity of position to correct right hand method. 

undoubtedly satisfactory, but it will be found that it is method. Later on, as in ordinary writing, the slope can 
infinitely easier to write in exactly the opposite manner, and become more upright; but I am convinced that it is easier to 
the reasons will be appreciated when explained. commence in the manner shown. 

Firstly, instead of the line of the writing sloping up lam, Sir, yours faithfully, 

towards the right shoulder as shown in the article of Elwin H. Nash, Major R.A.M.C. 

April 7th, the line should be at an angle of about 50- with The Lord Derby War Hospital, Warrington. 
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THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH. 

To the Editor of The Lancet. 

Sib,—I was much interested in Professor A. R. Cushny’s 
paper on Digitalis in Auricular Fibrillation in your issue of 
June 9th, especially in view of the recent correspondence in 
your columns on the Lumleian lectures. Up to the present 
it has been assumed that the beneficial action of digitalis in 
auricular fibrillation is due to the blocking of impulses from 
auricle to ventricle through stimulation of the inhibitory 
mechanism of the vagus. But Professor Cushny states in his 
paper— 

That in a number of observations which I made In Mackenzie’s wards 
with Marris and Silberberg we satisfied ourselves that in auricular 
fibrillation the change in conduction is not inhibitory In nature, for it 
is not prevented by complete paralysis of the vagus by atropine. 

Later on he says— 

We have two types of digitalis action on the heart. The second 

or anomalous reaction occurs in the auricular fibrillation in man and 
not in that experimentally induced in animals; here the heart is 
slowed bjf direct action on the muscle independently of the normal 
inhibitory mechanism. 

In his final paragraph Professor Cushny says — 

Another result of digitalis on the animal heart is the increase in the 
strength of contraction. Does this play no pirt in the improved 
efficiency of the heart ? 

Since the advent of electro-cardiography it seems to me 
that the neurogenic doctrine has been exalted to a position 
of undue importance, more especially in relation to so-called 
auricular fibrillation. The irregularity of rhythm in the 
ventricle in auricular fibrillation is attributed, as far as I 
am aware without any sufficient evidence, to the irregular 
transmission of feeble, incoordinate stimuli from the flicker¬ 
ing fibres of the fibrillating auricle, which one would not 
suppose capable of exciting a contraction in the ventricle. 
But even admitting this, how can the mere cutting 
off of a few nervous impulses from auricle to ventricle 
by itself restore the functional efficiency of a heart muscle 
that has broken down under stress ? Yet that has been the 
explanation given of the action ot digitalis in these cases. 
It is a great satisfaction, therefore, to find that so dis¬ 
tinguished an authority as Professor Cushny has now raised 
the question as to whether it is not after all increase in the 
strength of the contraction of the cardiac muscle induced by 
digitalis, which plays an important part in improving the 
efficiency of the heart. It is not merely in auricular fibrilla¬ 
tion that digitalis is of value. Any clinician knows the 
extraordinarily satisfactory results obtained from the 
administration of digitalis in cases of heart failure and 
dropsy associated with mitral incompetence, even when the 
pulse is quite regular and there is no question of “ auricular 
fibrillation.” Surely the beneficial effect in these cases is 
due to the action of digitalis in improving the tonicity of 
the cardiac mnscle, so that the dilatation is reduced, the 
force of the beat improved, and the quantity of residual 
blood diminished. 

In mitral stenosis, whatever may be the case in the 
valvular lesions, the heart is working at a great mechanical 
disadvantage. The left ventricle is small, imperfectly sup¬ 
plied with blood, and has comparatively little work to do. 
The right ventricle hypertrophies on account of the extra 
work imposed by the steady increase of pressure in the 
pulmonary circulation due to the narrow nozzle at the distal 
end in the form of the stenosed mitral orifice. The pressure 
in the left auricle is also greatly raised and is an important 
factor in maintaining as rapid a flow of blood as possible 
through the narrow orifice during diastole. When the right 
ventricle fails, the pressure in the left ventricle falls and 
the supply of blood to the left ventricle becomes evr n more 
insufficient and irregular. The beneficial action of digitalis 
in such a case may well be explained by its effect in 
restoring the tonicity and efficient action of the right 
ventricle, which is the important factor in maintaining a 
working circulation. A time must come, however, in 
severe cases of mitral stenosis at which the almost im¬ 
passable barrier of the button-hole mitral orifice causes a 
complete breakdown of the right ventricle, and neither 
digitalis nor any other drug is of any use in averting the final 
catastrophe. 

To take another point. How is it that digitalis, which 
has such a beneficial effect in auricular fibrillation, is of no 
service in paroxysmal tachycardia, Graves’s disease, or, 
indeed, in any other form of tachycardia? If it can arrest 


impulses from auricle to ventricle with beneficial results, as 
is postulated in auricular fibrillation, why does it fail in the 
latter group? 

The modern conception of heart failure seems to ignore 
the important fact that there is a right and a left side of the 
heart, and that we may have failure either of the right or 
left ventricle, not necessarily of both. In mitral disease the 
stress falls on the right ventricle, in Bright’s disease or high 
tension in the peripheral circulation on the left ventricle. 
In the former we get right heart failure eventually, in the 
latter left heart failure if the patient survives other acci¬ 
dents. In each instance the ventricle, which has most work 
to do, hypertrophies to meet the extra strain, and digitalis 
when administered will naturally have its preponderating 
effect on the side which has the larger mass of muscle. 

The inhibitory mechanism of the vagus on the heart has 
been described as analogous to reins in the hands of a skilled 
driver controlling a regularly trotting horse. If the horse is 
exhausted and nearly dead-beat no amount of pulliDg on the 
reins will help him on his way ; what he needs is a powerful 
pick-me-up. In the pathological conditions of the heart to 
which I have alluded above, digitalis, if I may so interpret 
Professor Cushny's results, appears to act as a direct pick- 
me-up for the exhausted heart muscle rather than as a 
stimulus to the inhibitory mechanism of the vagus. This is 
what we might expect from Nature’s common-sense methods. 

There are many other questions of interest raised by Sir 
R. Douglas Powell, Dr. Colbeck, and Dr. Alexander Morison 
in their letters to The Lancet of June 9th and 16th, 
amongst them the question of back pressure and the signifi¬ 
cance of cardiac murmurs. The disastrous effects of back 
pressure on the lungs in mitral stenosis are so self-evident, 
both from the pathological and clinical standpoints, that I 
do not think it is necessary to dwell on them. As regards 
the significance of murmurs, every clinician knows that the 
presence of a mitral systolic murmur in itself may be of 
little importance ; what really matters is the degree in which 
the functional capacity of the heart is impaired, and this 
one can easily jndge by the response of the heart to 
increased work on exertion and whether or no cardiac sym¬ 
ptoms are readily induced thereby. But one cannot afford 
to ignore the grave effects in mitral stenosis or aortic 
lesions of any serious degree on the hydraulics of circulation 
and the mechanical embarrassment of the heart entailed 
thereby, apart from other considerations. 

That work of the greatest importance has been done by 
Sir James Mackenzie by his polygraphic tracings and by 
Lewis with the electrocaidiograph in elucidating the 
problems of heart-block, extra-systole, and sinus arrhythmia 
I should be the first to admit, but for the reasons given 
above I am unable to accept in its entirety the doctrine of 
auricular fibrillation.—I am, Sir, yours faithfully, 

John F. H. Broadbbnt. 

Seymour-street, W., June 18th, 1917. 


THE USE OF POLYVALENT VACCINES IN 
DYSENTERY. 

To the Editor, of The Lancet. 

Sir,—A s a result of the investigations of Dr. J. H. Harvey 
Pirie on the bsmilli causing dysentery in African natives in 
the Carrier Corps depot at Nairobi, it was decided to try the 
effect of a polyvalent vaccine as a therapeutic measure. 
From the literature available it appeared that the drawback 
to antidysenteric vaccines was their extremely toxic 
character. It was thought that possibly the heat used to 
sterilise the vaccines might be in some way a cause of this 
toxicity and it was decided to try to prepare a vaccine 
sterilised by antiseptics alone. 

The first antiseptic tried was eusol, but, although the 
solution was freshly prepared, it was found that it failed to 
sterilise the cultures, even when added in large doses. 
Recourse was then had to 04 per cent, carbolic acid, the 
antiseptic employed in this laboratory in the preparation of 
autogenous vaccines. It was found that the addition of this 
strength of carbolic acid brought about complete sterilisation 
in about two days. 

Dr. Pirie selected from his stock of local strains a Shiga 
bacillus and bacillus of the Morgan type. These were 
incubated in peptone broth for 48 hours at 37° C. The 
cultures were then carbolised and tested for sterility after 
48 hours. The vaccine was administered to Africans 
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suffering from dysentery at the Carrier Depot Hospital, 
Nairobi, and it was found to cause no toxic symptoms. The 
treatment was begun on Sept. 1st, 1916, and since then 350 
cases have been treated or are under treatment at the time 
of writing. The results have been most promising, and at a 
later date it is proposed to publish complete statistics. The 
majority of cases respond immediately, and others which do 
not show much marked improvement are often complicated 
by bilharziasis. 

The vaccine has since had a bacillus of the type Flexner 
added, with improved results. It now consists of six different 
strains in the following proportions : B. Shiga. 1 part; 
bacillus resembling B. Shiga in all its sugar reactions, but 
motile, 1 part; bacillus of the B. Flexner type, 1 part; three 
different strains of the B. Morgan type, 3 parts. The 
cultures are made in flasks of peptone broth and grown for 
three days at 37° C. They are then carbolised, tested for 
sterility after two days, mixed in the above proportions and 
issued as required. 

Tnerapeutic inoculation was first attempted with a dose 
of 5.000,000 B. Shiga and 5.000,000 of mixed strains of 
B. Morgan type, increasing by 5,000,000 daily, but it was 
found that more satisfactory results were obtained with large 
doses at longer intervals. The usual dose at present is 1 c.c. 
of the vaccine, made in the manner and proportions 
described above, on the day of admission. On the eighth 
day 2 c.c. are injected subcutaneously; on the fifteenth day 
3 c.c. and, if necessary, on the twenty-second day 4 c.c. 
Still larger doses are being tried at the time of writing, but 
it is too early yet to form an opinion as to whether these 
bigger doses are advisable or not. 

In addition to the use of the vaccine as a therapeutic 
measure African porters passing through Nairobi Depdt are 
being submitted to prophylactic inoculation. Unfortunately, 
so far no figures are available to show whether this inocula¬ 
tion is of any value or not. 

We are, Sir, yours faithfully, 

Philip H. Ross, 

Director of Laboratories, British East Africa; Honorary 
Adviser to the Director of Medical Services, E.A.F. 

W. H. Kauntzb, 

Captain, West African Medical Staff (attached Bast 
African Medical Service). 

THE POPULATION OF ASYLUMS FOR 
THE INSANE. 

To the Editor of The Lancet. 

Sir, —For some time past the Daily Graphic has been 
publishing articles vituperating public asylums and all 
connected with them. On June 13th this newspaper prints 
a long article entitled “Heroes in Asylums.” Nearly one- 
half of this is taken up with the correspondence of a person 
who writes: “I have been detained by the Lunacy Com¬ 
missioners ever since December, 1905, as a lunatic.” Further 
on it states that a patient was visited by a Daily Graphic 
representative, who we must suppose is an expert, and who 
could find nothing the matter except “twitching of the 
nerves (**6*) and a highly strung manner which is typical of 
nervous patients.” This kind of nonsense has been read by 
many and if no reply is made the public naturally say that 
“silence is consent.” Writing to the Daily Graphic has 
been tried, but the letter was not inserted. I am writing 
therefore to crave the indulgence of your columns and to 
state that the article in question contains numerous 
inaccuracies, to put it as mildly as possible. This informa¬ 
tion is not needed by your readers, but I am hoping that 
through the instrumentality of medical men the public may 
learn where the truth lies. In the Times on the same day a 
coroner is reported to have stated that it was a scandal that 
so many insane patients were discharged from asylums. 

I am, Sir, yours faithfully, 

R. H. Steen. 

City of London Mental Hospital, near D&rtford, Kent, 

June 16th, 1917. 


Irish Medical Association.— The annual general 
meeting of this association was held on June 14th, Dr. R. 
Marlay Blake presiding. Some discussion took place with 
reference to the Mid wives Bill for Ireland which has been 
drafted by the Local Government Board, and the opinion was 
expressed that the Bill should be submitted to the medical 
profession before being introduced to Parliament. 




The Casualty List. 

The following names of medical officers appear among 

the casualties announced since our last issue :— 

Killed . 

Capt. F. J. H. T. Frere, M.C., R.A.M.C., qualified at Durham 
in 1913 and held the appointment of house surgeon at 
Newcastle Royal Infirmary. He joined the R.A.M.C. on. 
the outbreak of war and saw service in Gallipoli. The- 
award of the Military Cross was announced in 
The Lancet of Feb. 5th, 1916, p. 321. 

Capt. O. Hairsine, M.C., R.A.M.C., was a student at Middle¬ 
sex Hospital, and qualified in 1914, just prior to the 
outbreak of war, and thereupon joined the R.A.M.C. 
Capt. Hairsine was in the retreat from Mona, and the 
award of his Military Cross was recorded in The Lancet- 
of Jan. 22nd, 1916, p. 215. 

Capt. L. E. Clark, Canadian A.M.C. 

Capt. D. R. King, R.A.M.C., qualified at Glasgow in 1914 and 
shortly afterwards joined np. 

Died of Wounds. 

Lieut. W. A. Smith, R.A.M.C., attached Royal Field Artillery. 

Wounded. 

Capt. O. De Muth, R.A.M.C. 

Lieut. A. G. fl. Smart, R.A.M.C. 

Capt. W. M. Cox, R.A.M.C. 

Capt. A. C. GileB, R.A.M.C., attached 8. Lane. Regt. 

Capt. J. McMillan, R.A.M.C., attached M.G.C. 

Col. A. W. N. Bowen, R.A.M.C. 

Capt. P. Hudson, R.A.M.C., attached Hamps. Regt. 

Capt. W. B. Loveless, R.A.M.C., attached R. W. Regt. 

Capt. H. C. D. Miller, R.A.M.C. 

Capt. C. Witts, M.C., R.A.M.C., attached High. L.I. 

Capt. K. J. Yeo, R.A.M.C., attached M.G.C. 

Capt. J. J. Sinclair, R.A.M.C. 

Capt. C. H. Carlton, R.A.M.C., attached London Regt. 

Capt. A. J. McCreadie, R.A.M.C., attached Border Regt. 

Capt. A. C. Court, R.A.M.C. 

Capt. R. O. H. Jones, R.A.M.C. 

Capt. J. Marshall, New Zealand M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Second Lieutenant C. P. Lewis, Royal Engineers, killed in 
action, only son of Dr. P. Lewis, of Brixton-hill, 
London, S.W. 

Second Lieutenant I. H. McCaw, Royal Irish Rifles, wounded, 
only son of Dr. J. McCaw, of Dublin-road, Belfast. 

Second Lieutenant C. L. Green, Essex Regt., attached Royal 
Flying Corps, killed in action, elder son of Dr. E. F. 8. 
Green, of South Norwood, London, S.E. 


The Remuneration of the Medical Staffs of 
V.A.D. Hospitals. 

It is now some time since Dr. Howard Marshall raised the 
question in a letter to the Times of the remuneration of the 
medical staffs of V.A.D. hospitals, but nothing has been 
done to place the position of these officers on a satisfactory 
basis. It has come out, mainly as the result of Dr. Marshall’s 
action, that two years ago a form was issued, under the 
authority of a War Office letter, to the various commands, in 
accordance with which remuneration could be claimed 
by the medical officers of V.A.D. hospitals, but the 
existence of the form was not made known to the 
medical officers. Further, the remuneration, when given to 
certain of the officers, was construed as a private transac¬ 
tion. It may be that many medical officers of V.A.D. 
hospitals are prepared to give their services gratuitously 
and to defray their own out-of-pocket expenses, but to many 
others this must be a grave hardship. The whole question 
has for some time been under the consideration of the 
Central Medical War Committee, and it is essentially one 
where the War Office authorities should be ready to cooperate 
with that body and other representative bodies in putting 
matters on a sound financial footing. 
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PERCY EAST LONES, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain P. E. Lones, who was killed in action on 
April 28th, at the age of 30, was the only surviving son of 
Dr. T. E. Lones, of H.M. Patent Office, and King’s Langley, 
Herts. Educated at Watford, Dudley, and University 
College, London, he received his medical training at Uni¬ 
versity College Hospital. Joining the University of London 
O.T.C. in August, 1914, he obtained the qualification of the 
Conjoint Board in the following January, and his com¬ 
mission in the R.A.M.C. a month later. In March, 1916, he 
left for India attached to the 1st Durham Light Infantry, 
and saw service in the Mohmand rising. Returning to 
England last February, he was sent to France, where he 
was killed instantaneously by a shell when in command 

of the bearers at a 
regimental aid-post. 

Captain Lones was 
by nature courageous. 
Swimming was his chief 
sport, and in the 
summer of 1910 he 
saved a boy from drown¬ 
ing in the Thames. His 
senior officer writes of 
him as a reliable officer 
whose loss was keenly 
felt by the division. 
41 Brave to a fault, 
always content, no 
matter what his lot. 
We all considered 
him a great acquisi¬ 
tion to the ambulance.” 
Captain Lones married 
Marian, daughter of 
Edward Wadsworth, of Harlesden, and leaves a widow and 
an infant daughter. - 

FREDERICK HUNTON, M D., B.S. Durh., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain F. Hunton, who fell in action in Palestine on 
May 5th, was 48 years of age and a native of Stockton-on- 
Tees. He was educated at the Bishop Auckland Grammar 
School, taking his M.B., B.S. Durh., in 1891, from the 
College of Medicine in Newcastle-upon-Tyne, and his M.D. 
degree two years later. After acting as assistant to Dr. 
Blandford, of Norton, for four years, he became resident 
medical officer to the Stockton-on-Tees Union Hospital till 
1898, when he purchased a practice at Sedgefield, co. 
Durham, becoming medical officer of health to the rural 
district, and continuing there till 1914, when he volunteered 
for active service in Egypt, and received a commission in the 

R.A.M.C., T., attached 
to the Northumberland 
Hussars, but was posted 
to the 53rd Welsh 
Casualty Clearing 
Station. After seeing 
the wounded come in 
from recent actions near 
Gaza, and on one occa¬ 
sion working amongst 
them for 84 hours at a 
stretch with only four 
horn's’ sleep, he was 
running to succour the 
men who were wounded 
during a bombing raid 
when he himself received 
a piece of the bomb, 
which pierced his chest 
and killed him instan¬ 
taneously. 

A medical friend writes of Captain Hunton 44 He was 
the ideal of a country practitioner, and by his cheery courage 
his professional skill, and his sterling character, he exercised 
a wide influence for good. He was one of those who loved 
the country. 4 1 know every tree on my rounds, and I shake 
hands with them as I pass,’ he was wont to say, and being a 


great huntsman the winter in the South Durham country had 
its special charm for him. But before hunting he always did 
his round of patients, and duty was never better done, 
nor work more faithfully accomplished than by Hunton. 
Few men underwent more accidents : he broke his femur 
at football and had l£ in. of shortening in one limb; he 
broke his collar-bone on a bicycle ; he fractured his ribs on 
at least two occasions ; and he had one kidney removed after 
a hunting accident. After joining the Army he had a com¬ 
minuted fracture of the tibia, which was plated and recovered. 
I have never met a braver man, and in addition to overflowing 
physical courage he possessed moral courage in an equal 
degree. He asked only the question, 4 Is it right ? ’ and 
when satisfied he did not know fear. ” Captain Hunton was 
twice married and leaves a son and four daughters. 


PERCY HERBERT BURTON, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain P. H. Burton, who was killed in action in France 
on May 13th, was the 
youngest son of the late 
Joseph D. Burton, of 
Cambridge Heath. He 
studied medicine at the 
London Hospital, where 
h e became surgical 
clinical assistant 
qualifying in 1914. 

Shortly after the out¬ 
break of war he offered 
his services to the War 
Office and was attached 
to the London Regi¬ 
ment, with which he 
served continuously, 
first in this country and 
latterly in France, from 
the beginning of 1915 
to the date of his death. 

He had only returned to 
his battalion, after a 
short period of leave, four days before he fell. Of a con¬ 
sistently cheery and bright disposition, Captain Burton 
possessed an inherited and intuitive love for his work, 
which had an absorbing interest for him beyond that 
of professional duty. Letters frpm his superior officers 
testify to the value which these qualities conferred on 
his work as a military medical officer. Captain Burton 
leaves a widow but no children. 


CHARLES RYLEY, M.R.C.S. Eng., D.P.H., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major C. Ryley, who died on active service on May 4th, 
was only son of the late Charles Ryley, sometime of New 
Zealand. He took his 
medical course at St. 

Mary’s Hospital, qualify¬ 
ing in 1901, and holding 
resident appointments 
there and at the Pad¬ 
dington Green Hospital 
for Children. In 1904 he 
joined the Royal Army 
Medical Corps, and after 
seeing service in China 
and Bermuda was sent 
to France in 1916 as 
Deputy Assistant Direc¬ 
tor of Medical Services. 

After an attack of peri¬ 
carditis in July he never 
recovered his health 
completely, but insisted 
on remaining at his 
work, “always cheerful 
and amusing,” according to the testimony of his colleagues. 
Finally he collapsed while on horseback and fell to 
the ground, being found dead when he was picked 
up. Major Ryley married in 1905 Christine, daughter 
of Major John Francis O’Brien, and leaves a widow and 
two sons. 
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Middlesex Hospital Mobilisation Centre. 

The officer personnel of the unit authorised by the War 
Office to be raised at the Middlesex Hospital Mobilisation 
Centre by Lieutenant-Colonel Sir James K. Fowler is com¬ 
plete. A supplementary list has been formed from which 
vacancies will be filled as they arise. This list remains open. 
Many offers which could not be accepted have been received 
from men beyond the limit of age for service abroad. Nurses 
and V.A.D.’s trained at the Middlesex Hospital are still 
required for service with this unit. The age-limit is 45 years. 
Applications should be addressed to the Lady Superintendent, 
Middlesex Hospital, W. _ 

Hospital Ships on the Tigris. 

News has recently been received by the British Red 
Cross of the safe arrival at Basra of the Nab ha, one 
of a new fleet of hospital ships built to ply on the upper 
shallow reaches of the river Tigris. The hospital ship of 
which we give a profile view below is a similar vessel 
to the one recently inspected by the King before being 
sent out. With cot accommodation for some 200 patients, 
the ship draws less than 3 feet 6 inches of water, and 
can turn in twice its own length of 160 feet on account of 
an ingenious quadruple rudder. The main or lower deck, 
arranged as a hospital for serious cases, can be closed in 
for warmth—it can be cold as well as hot on the Tigris— 
while the windows turn on pivfats in order to catch any 
available breeze in the hot weather. A plenum system of 
ventilation brings warmed or cooled air from an inlet in the 
top deck to every ward and cabin, and the aeration on the 
decks is well-nigh perfect, for both in the length and breadth 
of the deck open unobstructed channels are left between the 


cots for the air to circulate freely, while an electric fan is 
provided for every cabin and for every group of four cots on 
deck. Gangway doors allow the direct embarkation of fracture 
cases on to either side of the several decks from which, when 
necessary, a cot-lift conveys them to the operating theatre 
on the upper deck. The arrangements have been designed by 
Lieutenant-Colonel R. M. Carter, I.M.S., to provide perfect 
comfort for the patients and facilities for their medical care 
and supervision within a minimum space, and in all this he 
has been eminently successful. The medical and surgical 
equipment is specially complete down to an abundant 
supply of the drugs likely to be required in a tropical country. 


Cerebro spinal Fever in Connexion with 
the War. 

We have received the following report on cerebro-spinal 
fever in the county of Norfolk for 1915 from Dr. J. T. C. 
Nash, the county medical officer of health :— 

Cerebro-spinal fever has shown a tendency to increase in 
England and Wales during the last three or four years. In 
the administrative county of Norfolk in 1915 there were 31 
notifications—10 soldiers and 21 civilians. Of the 20 
civilian cases of which I have notes, 11 were adult females, 
and 6 of the remaining 9 were children, Of the 3 males, one 
was a baker, another a postman, whose occupations might 
bring them into touch with soldiers. Of the first 10 cases of 
cerebro-spinal fever notified 6 were soldiers, 1 was the sister 
of a soldier, himself a victim, and 2 were females who came 
in contact with soldiers. 

The first intimation I had of cerebro-spinal fever in 
Norfolk was from the military, who informed me, on 
Jan. 30th, that two cases occurred in troopers in the 
Aylsham district, who had been removed to the Norfolk and 
Norwich Hospital on Jan. 26th, and the diagnosis had been 
confirmed bacteriologically. One man had returned from 


Wales about a fortnight previously. On Jan. 30th there was 
also a notification of a case at Cromer—a servant girl who 
had mixed with soldiers, and of another case, a female, in the 
Aylsham district who also mixed with soldiers. The next 
case was a soldier in Freebridge Lynn district, notified 
on Feb. 6th. On Feb. 20th there was the notification of a farm¬ 
hand at Fritton, who was taken ill on Feb. 9th and developed 
symptoms of “ brain fever ” on Feb. 12th ; he was removed 
to the Norfolk and Norwich Hospital, where he died 36 hours 
later. A post-mortem examination showed the presence of 
cerebro-spinal meningitis, but the meningococcus failed to 
grow from the cerebro-spinal fluid taken after death. No 
examination had been made during life. 

The next case notified, on Feb. 21st, was a soldier who 
came home to Wymondham on leave from Felixstowe on 
Feb. 6th. He fell ill suddenly on the 8th and was first 
thought to be suffering from enteric fever. My attention was 
asked on Feb. 22nd. On Feb. 23rd he was removed with 
his sister (also now suffering from cerebro-spinal fever—con¬ 
firmed by bacteriological examination of cerebro-spinal fluid) 
to hospi'al. On March 6th I had a notification of a military 
case at Hunstanton, and of another military case at Hilgay 
Fen, Downham. (This man had come from Felixstowe.) A 
further military case was notified from King’s Lynn on 
March 13th, and yet another soldier from Thetford on 
March 22nd. 

As I informed Dr. Farrar, of the Local Government Board, 
on this date, there bad been up to this time 10 notifications 

of cerebro-spinal fever in the 
administrative county of 
Norfolk—4 in January (2 
soldiers), 3 in February (2 
soldiers and 1 civilian—a 
sister of one of the affected 
soldiers), and 2 in March 
(both soldiers). The other 
civilian case was the case 
diagnosed on post-mortem 
examination at the hospital. 
On March 27th a child, aged 
4, was notified from a village 
in Walsingham rural district 
in which troops were billeted ; 
and on the same date a mili¬ 
tary case was notified from 
Sheringham. On March 30th 
a female civilian case was notified from Brundall, near 
Norwich, and a male oivilian case (a postman) from Cromer. 

On March 31st, 1915, I sent a circular letter to all the 
district medical officers of health pointing out that cases of 
cerebro-spinal fever were occurring mostly among troops, 
and stating that the military authorities had made arrange¬ 
ments with Dr. G. P. C. Claridge, of St. Giles Plain, Norwich, 
to make bacteriological examinations of suspected cases and 
contacts. As a result Dr. Claridge’s services were arranged 
for in all districts where they were required or where there 
was any likelihood of cases of cerebro-spinal fever occurring. 

On April 1st 1 received a military communication that a 
military servant who had been at Thurlton, near Loddon, 
had fallen ill with cerebro-spinal fever at Camberley. A sus¬ 
pected civilian case on April 4th was not confirmed by 
bacteriological examination. On April 6th a female child, 
aged 9, was notified at Loddon. The house had been visited 
by a soldier relative a few days previously. On April 8th 
a male civilian (baker) was notified in the Aylsham dis¬ 
trict. On April 12th I received a notification of a female 
(husband a soldier who had visited her eight days previously) 
in Erpingham district, near Cromer. On April 15th a female, 
aged 21, was notified from the Marshland district. She had 
been in contact with soldiers in King’s Lynn. On April 17th 
a military case was notified from Dies; inquiries showed 
that he was merely en passant from Oakley to Cambridge. On 
April 26th a notification was received from London of an officer 
who had recently been at Loddon (Norfolk). Swabbing of 
military contacts in Norfolk showed a few ‘ ‘ carriers ” (13 ?). 
The officer had left Norfolk ill on the 16th. (This case, the 
Camberley case, and the Loddon child notified on April 6th 
have apparently something in common.) On May 1st a 
civilian case was notified from Depwade. No further cases 
were reported during May. The particulars to this date 
show 10 military and 12 civilian cases (9 females, 3 males), 
all of the latter having more or less intimate relations with 
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soldiers. The sex incidence among civilian cases is note¬ 
worthy. 

This completes the first chapter of the history of cerebro¬ 
spinal fever in Norfolk; the rest of the story can be 
summarised as follows:— 

Chapter 2.— A period of six weeks having elapsed, a notification of 
eerebro-spinal meningitis in a female child, aged 2, was received on 
Jane 12th from the Preebridge Lynn district. Soldiers billeted about 
-two miles away. On June 19th a notification was received of a male 
civilian case from West Lynn. The man had come from Hunstanton, 
where troops were stationed and where a military case was notified in 
March. These two cases were in north-west Norfolk. 

Chapter 5.—A period of about two and a half months having elapsed, 
two children at Long Stratton were notified as suffering from cerebro¬ 
spinal fever on August 28th, and on the same date a military case was 
notified from King's Lynn. 

Chapter 4.—No further cases for two months; then 3 cases in one 
•house, notified on Oct. 30th, Nov. 6th, and Nov. 17th respectively—all 
females (one a baby). Contact of the first case with a soldier was 
dearly established ; the others were house contacts. 

Chapter 5— The last notification of cerebro-splnal fever in the year 
was that of a male olvitian, a solicitor living near and frequently in 
Norwich. Exact source of infection was not traced, but cases and 
carriers were occurring from time to time in Norwich. Thus, in the 
last half of the year 7 cases were notified, of which only 1 was a soldier. 
Of'the six civilian esses 3 were young children, 2 were adult females, 
and 1 an adult male. 

The history of the incidence of the disease daring the 
year indicates a gradual transference from the military to 
the civilian section of the population, the first few cases 
being either soldiers or intimately connected with soldiers. 
Later no doubt a vicious circle was established—soldiers and 
civilians affecting each other. 

The difficulty in dealing with outbreaks of cerebro-spinal 
fever lies chiefly in the fact that for every case there are 
generally found numerous “ carriers ” of the germ among the 
contacts. These have all to be subject to bacteriological 
examination, quarantine, and some form of treatment. It 
would not be difficult to overlook a carrier, and the manner 
in which the disease was held in check speaks volumes 
for the efficient aid given by Dr. Claridge. 


The Honours List. 

The following awards to medical officers are announced :— 
Distinguished Service Order. 

Major Robert Thornton Meadows, R.A.M.C. 

For gallant and meritorious service on the ooeasion of the mining of 
a hospital ship. 

€apt. Ernest Stanley Stork, R.A.M.C., attached Yeomanry. 
Por conspicuous gallantry and devotion to duty. He displayed 
untiring energy and devotion to duty in evacuating a large number 
of wounded under heavy fire. He set a magnificent example of 
courage and determination. 

Capt. (temp. Major) Alfred Charles Foster Turner, R.A.M.C. 
For conspicuous gallantry and devotion to duty. He attended 
wounded under heavy fire day and night without rest. He was ever 
present along the line from the A.D.S.tothe most advanced trenches, 
and on several occasions faced enemy artillery barrages In order that 
reserves of stretcher-bearers might reach their objectives. 

Capt. William Ferguson Wood, R.A.M.C., Spec. Res., 
attached Hussars. 

For conspicuous gallantry and devotion to duty. Under most trying 
circumstances and heavy fire he collected and tended the wounded 
without rest or food. He frequently made dangerous tours looking 
for wounded men. 

Bar to the Military Cross. 

Capt. James Alwin Colville Scott, M.C., R.A.M.C., attaohed 
Durham Light Infantry. 

For conspicuous gallantry and devotion to duty. He behaved with 
great courage and coolness in attending the wounded under heavy 
abell fire. For two days he worked continuously, with an utter dis¬ 
regard for bis own safety. By his efforts he was able to ensure the 
rapid evacuation of the wounded, and undoubtedly saved many Uvea. 
/The award of the Military Cross was announced In The Lajncet of 
Jan. 6th, 1917, p. 38.) 

Military Cross. 

Temp. Capt. Vincent Edgar Badcock, R.A.M.C., attached 
Highland Light Infantry. 

For conspicuous gallantry and devotion to duty. He has behaved In 
a most gallant mar ne * on several occasions In attending to wounded 
under intense shell tire, showing an utter disregard of personal 
danger, and setting a fine example to all. 

Temp. Capt. James Harding Barry, R.A.M.C., attached 
London Regiment. 

For conspicuous gallantry and devotion to duty. He showed the 
utmost coolness and bravery in going out under heavy machine-gun 
fire and assisting to bring in and attend wounded men. Throughout 
•he set a splendid example to all. 

Temp. Capt. Bertram Henry Barton, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously under very heavy fire, and succeeded In bringing In many 
wounded men. HJs devotion to duty saved many lives. 


Temp. Capt. Eric Biddle, R.A.M.C, 

For conspicuous gallantry and devotion to duty. He showed great 
gallantry in supervising the removal of wounded from a heavily 
shelled area. By his untiring energy and disregard of personal 
danger he saved many lives. 

Capt. Richard Thompson Cae3ar, R.A.M.C. 

For conspicuous gallantry and devotion to duty. On taking over 
the line, the cellars of the village were full of wounded. He pro¬ 
ceeded with bearers to search all the cellars and organised removal of 
patients. Although the shelling was heavy and practically con¬ 
tinuous, he remained all day and succeeded In clearing the village of 
all wounded. 

Temp. Capt. John Donal Carroll, R.A.M.C., attached Royal 
Warwickshire Regiment. 

For conspicuous gallantry and devotion to duty. An observa¬ 
tion post had been hit, he Immediately went to the spot and attended 
the wounded, although the enemy continued to concentrate heavy 
shell tire on the post. 

Temp. Capt. James Alphonsus Conway, R.A.M.C., attached 
Oxford and Bucks Light Infantry. 

For conspicuous gallantry and devotion to duty. He worked 
indef&tlgably under heavy fire, and by his personal attention saved 
the lives of a number of men. He set a fine example to all ranks. 

Temp. Lieut. A. Yeshwant Dabholkar, I.M.S. 

For conspicuous gallantry and devotion to duty. Although himself 
wounded, he displayed great courage and determinationTn tending 
wounded men under heavy fire. He set a splendid example to those 
around him. 

Temp. Lieut. Erach Ruttonji Da boo, I.M.S. 

For conspicuous gallantry and devotion to duty. He went 
forward at great personal risk and dressed many wounded men 
under very heavy fire. He was himself wounded. 

(The award of the Military Cross to Temp. Lieut. Dabholkar and 

Temp. Lieut. Daboo has been announced in a previous issue of 

The Lxscet, and the deeds are now added.) 

Temp. Capt. Oswald John Day, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously under very heavy fire, ani was responsible for the 
evacuation of a large number of wounded. 

Capt. Walter Elliot Elliot, R.A.M.C., Spec. Res., attached 
Dragoons. 

For conspicuous gallantry and devotion to duty. He worked 
continuously throughout the night tending tbe wounded under 
heavy fire. His devotion to duty saved miny lives. 

Capt. Henry William Evans, R.A.M.C., Spec. Res. 

For conspicuous gallantry and devotion to duty. He showed the 
utmost bravery and zeal when commimllng a stretcher-bearer divi¬ 
sion. He directed the bearers and tended the wounded In the open. 
By his exertions he secure! the efficient clearing of the wounded over 
very long distances. 

Capt. Alfred George Timbrell Fisher, R.A.M.C. 

For conspicuous gallantry and devotion to duty. The advanced 
dressing station of which he was In command was destroyed by shell 
fire, and although himself severely shaken, he succeeded In forming 
a fresh dressing station. 

Temp. Capt. Frederick George Flood, R.A.M.C., Spec. Rea. 

For conspicuous gallantry and devotion to duty. He displayed great 
courage and determination in tending the wounded under very heavy 
fire. His disregard of personal danger Inspired all ranks. He has 
previously done fine work. 

Capt. Arthur Stuart Hebblethwaite, R.A.M.C., attached 
London Regiment. 

For conspicuous gallantry and devotion to duty. He organised aqd 
trained a detachment of stretcher-bearers and supervised their 
operation under 'heavy fire. A'l casualties were cleared within a 
short time of the completion of the operations. This was due to the 
excellent training and example set by this officer. 

Temp. Capt. Daniel Kennedy, R.A.M.C., attached Lancers. 

For conspicuous gallantry and devotion to duty. He tended the 
wounded under very heavy machine-gun shell fire, to which he wts 
continually exposed. It was owing to his bravery and untiring 
devotion that many lives were saved. 

Temp. Capt. John Low, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He brought 
forward his bearer subdivision and established a dressing station 
under heavy fire, thereby relieving the regimental aid-posts. He 
worked continuously for 36 hours. 

Capt. Gilbert Moore, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He was in command 
of the evacuation of the wounded for several weeks on an advanced 
front. He displayed skill in working his dispos'tions, and personally 
superintended the evacuation uDder heavy shell fire. 

Capt. William Fraser Manro, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously for 48 hours under very heavy fire, and was responsible for 
the evacuation of a large number of wounded. He set a splendid 
example to all ranks. 

Capt. John Dover Proud, R.A.M.C., Spec. Res. 

For conspicuous gallantry and devotion to duty. He worked con¬ 
tinuously for 48 hours under heavy fire and succeeded In bringing in 
many wounded men. 

Temp. Capt. Arthur Wilmot Raymond, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He organised and 
led a rescue party to dig out some men partially buried by the 
explosion of a shell In a captured enemy gun pit. He set a splendid 
example of courage and determination. 
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Teinp. Capt. Arthur Paul Saint, R.A.M.C., attached King r s 
Royal Rifle Corps. 

For conspicuous gallantry and devotion to duty. He displayed 
great courage and determination in tending the wounded under 
heavy fire. His devotion to duty sived many lives. 

Temp. Capt Humphrey Meigh Stephenson, R.A.M.C., 
attached Rifle Brigade. 

For conspicuous gallantry and devotion to duty. He tended the 
wounded under heavy fire, and showed a complete disregard for his 
personal safety. He set a magnificent example throughout. 

Temp. Capt. James Williamson Tocher, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He displayed great 
courage and determination in attending to wounded tor many hours 
during an intense hostile bombardment. He set a fine example to all 
ranks. 

Temp. Capt. Frank MuiT Walker, R.A.M.C., attached 
Royal Horse Artillery (Lieut. C.A.M.C.). 

Fbr conspicuous gallantry and devotion to duty. He has displayed 
the utmost gallantry and devotion to duty when under heavy fire. 
Particularly when he went through a heavy barrage to some wounded 
men, and tended them In the open for an hour. 

Temp. Capt. Thomas Arnold Watson, R.A.M.C., attached 
King’s Royal Rifle Corps. 

For conspicuous gallantry and devotion to duty. He displayed great 
courage and determination in tending the wounded under heavy fire. 
His devotion to duty saved many lives. 

Capt. Charles Owen James Young, R.A.M.C., Spec. Res. 

For conspicuous gallantry and devotion to duty. He went out under 
heavy shell fire and attended several wonnded men in the open. He 
has on previous occasions shown fine disregard of personal danger in 
the face of heavy fire. 

Capt. William Robert Aspinall, Australian A.M.C., 
attached Field Artillery. 

For conspicuous gallantry and devotion to duty. He displayed 
the utmost courage and devotion in tending the wounded under 
heavy fire, and assisting them to places of safety until they oould< be 
evacuated. He showed the greatest gallantry throughout. 

Capt. Ronald Lennox Henderson, Australian- A.M.C., 
attached Infantry. 

For conspicuous gallantry and devotion to duty. He displayed 
great courage and 7 determination in tending the wounded under 
very heavy fire. His devotion to doty saved 1 many lives. 

Capt. William Duncan Kirkland, Australian A.M.C., 
attached Field Artillery. 

Fbr conspicuous gallantry and devotion to duty. During hostile 
shelling two ammunition dumps were set on fire also causing 
several casualties. He immediately went to the assistance of the 
wounded, and, regardless of heavy shell fire and numerous 
explosions, dressed their wounds. He has at oil times set a fine 
example. 

Capt. Stanley Vincent O’Regan, Australian A.M.C., attached 
Infantry. 

For conspicuous gallantry and devotion to duty; He worked 
continuously throughout the day tending- to the wounded under 
very heavy fire. He set a fine example to all ranks. 

Capt. Hugh Alexander Wyllie, Australian A.M.G., attached 
Infantry. 

For conspicuous gallantry and devotion to duty. He tended the 
wounded continuously for two days under heavy fire. He set a 
splendid example of courage and determination. 


Gifts of Ambulance Wagons.— Motor ambu¬ 
lance wagons of various types which have been presented to 
the Scottish Branch of the Red Cross Society were on view 
in Glasgow lately, and were formally handed over in the 
transport headquarters there. The wagons consist of a 
field kitchen, a workshop, two vans for carrying supplies, 
two Red Cross wagons, and an ambulance with accommoda¬ 
tion for four cot cases, the gifts of the Scottish Coal Owners 
and the National Union of Mine Workers in Scotland. A 
mobile X ray wagon, with complete equipment, was 
furnished by the Scottish Farmers 1 Union, and a dental 
wagon by an anonymous donor. 


THE LANCET, VOL. I., 1917: 
THE INDEX. 


The Index and Title-page to the volume of 
The Lancet completed with the issue of June 30th 
will be ready in July. Owing to the continued 
shortage in the paper-supply, the Index will not be 
issued with all copies of Thr Lancet, as was the 
custom prior to the War. Subscribers who‘bindi up 
their numbers are requested to send a post-oarcL 
to the Manager, The Lancet Office, 423, Stoand, 
London, W.C. 2, when a copy of the Index and 
Title-page will be supplied free of charge. 
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AH MY MEDICAL SERVICE. 

Major (temp. Lleut.-Ool.) H. A. Ballanee, R. AM.C., T*F., to be 

temporary Colonel. - 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. O. W. A. Eisner, D.8.O., to be temporary Colonel whilst 
employed as Assistant Director of Medical Servioes of a Division. 

Lieut.-Col. E. M. Morphew, D.S.O., to be temporary Colonel whilst 
Assistant Director of Medical Services of a Division. 

Temp. Lieut.-Col. G. S. Buchanan, having resigned hie appointment, 
reverts to the rank of temporary Honorary Lieutenant-Colonel. 

To be acting Lieutenant-Colonels: Capt. W.,H. C. Lunn wto 
command’of a Field Ambulance and Major Thomas B. Unwin whilst to 
command of a Stationary Hospital. 

Major Albert E. B. Wood relinquishes the acting rank of LieutenaaU- 
Colonel on reposting. 

Temp. Major A. M. Leake, V.C., to be acting Llentenant-Celonet 
whilst in command of a Field Ambulance. 

To be Temp. Majors : W. L. Braddon and Temp. Gapt. H. Si Saper. 
Temp. Lieut. P. J. O'Sullivan to be temporary Captain. 

To be Temporary Captains: B T. CL MiiUgan, H. D Duke, R, Fseil, 
G. R. Lawless, R. F. Yencken, A. Burton, C. R. Smith, J. Pugh, L. 
Bromley, C. W. B. Littlejohn, A. Fletcher. 

To be temporary Lieutenants: J. Sinister, B. J. Stuckey, R. Qv 
Struthers, J. Cullen. W. M. McDonald, R. E. V. Hale, G. Adam, J. A. 
Valentine, H~ Daw, T. D. Webster, J; W. Trevan, J. C. Marshall, 

J. J. Keyms, P. J. Verrall, B. Hart, F. E. Higgins, J. B. Cooke, C. EL 
Lowe, S. C. Wilkinson, C. fJ. W. Pasco, F. Wilkinson, G. I. Cumber- 
lege, J. H. Trench, J<. L. Green, F. B. Penfold, A. M. A. James* B. ft. 
Macbean, H. E. Jones, G. Hardwicke, H. A. De Morgan, R. L» M. Lobb, 
W. R. O’Keefe, H. W. Fisher, C. E. Waldron, D. M. Ross, A. T. W. 
Forrester, N. R. Ussher, S. P. Rowlands, C. C. W. Mays, A. Macdonald, 

G. S. Ewe a, G. A. J. M. Lough nan. J. A. Wood* G. B. P. Davis*. 
W. B. Blandy, F. W. W. Smith, P. O. Moffat, J. S. Higgs, S. Carter, 

H. W. Elwelt, G. P. Young, A. H. McCandlish, G. W. Sudlow, C. H. 
Waddell, R. H. Robbins, S. McMurray, G. S. Robertson, R. X. 
Robertson, H. P. Warn jr, 8. C. Shanks, C, Murray, W. S. Geo me, 
G. Chalmers, R. Jamison, T. S. D. Under by, F. L. Brewer, L. W. 
Roberts, W. B. H. Dundee, W. Mackenzie, L. Pern, H. G. Rhshlelgh, 

R. W. D. Hewson, J. G. Cooper, D. M. Boohan, W. Sanderson, r. 
Atthill, H. Gk Drake-Brockman, T. J. George, J. F. Weston, F. 
Whincup, A. Emerson, H. A. Whit corube, P. Hall-Smith, B. L. 
Galletly, W. A. Blwood, B. A. A. Saunders, A. I. Cooke, H. B. Heapy, 
J. C. Mann, F. W. Ritson, H. O. Smyth, L. B. Petty, P. Thompson, 

E. B. M. Price, J. A. Mackenzie, J. F. Douse, B. Wight, R. G&uld. 

G. M. Davies, J. A. Ross, R. C. Cummings, F. Talbot, J. E. Scott, 

S. Slade, A. J. Rae, A. Mason, J. H Nichoh J. D. Brldger, J. P. 
McGowan, F. H. R. Heath, D. C. Dobell; T. B; Banister, C. I. Milne, 
A. H. John, J. Ren wick, F. E. Wilson. H. A. Lytfcu ©. B. Pepper, 
A. G. H. Lovell. A. R. F. Hay, W. A. D. King, S'. C. Bllison, A. F. K. 
Conder, A. Gilchrist, G. H. Shaw, J. D maldson, A. L. Robinson, G. A. 
Johnstone, A. W. F. Edmonds, L. W. Shad well, J. G. Macqueen, 

J. Brydon, A. J. McConnell, R. 9. Frew, J\ L Hvwkes, S'. B Macallan, 
O. FL Wilson. J. A. Durant. H. Brayshaw, R. G. Birlow, H* A. Williams, 

J. Jeffrey, M. W. Can or. H. V. Swindale. H. N. Matthews, N. Morris, 

J. A. M. Clark, J, Dick. J. A.-Currell, T. C. MacKenzie, J. A. Strut hers,- 

F. C. Morgan, W. P. Over, G. A. F; Heyworth, G. V. Anderson, 
A. Leemlng, J. Menton, F. J. Child, Cl A A. Digbton, C. G. Mac Mahon, 
E. J. Fisher, R. H. Robinson* J. H. Moore, W. ft. Bush, J. A, Jamieson, 

K. C. Edwards, A C. Brown, R. H. Dixon, W. N-. May, L. M. Markham, 

H. Christal, A. Gregory, W. M. T. Wilson, M. R* Dobson. L. Si Hooper. 
R. M. Ersklne, R. Robertson, J. D. Clay. L. H, Burner. R. B. Radcliffe, 

J. Tatt, J. C. C. Day, A. C. Sturrock, D. Gray, A. B. Rooke, H*. C. 
Martyn, J. B. Sandllands, A. B. R >bert*on. 

Toe undermentioned are granted temporary honorary rank whilst 
serving with the Irish Counties War Hospital: As Lieut.-Colonel: S.S. 
Pringle; As Msjor: W. G. Harvey. As Captain: Hi de Lisle Orawferd. 

T. H. Brow n, late temporary Lieutenant, tebe honorary Lieutenant. 
Officers relinquishing their commissions : Temp. Lleuti-Go). A S. 
Woodw&rk (granted the rank of Lieutenant^Cofondl). Temporary 
Captains: L. M. Breton (on aooount of ill-health), J. P. MacKenzie* (on 
account of ill-health), A. Renshsw, B. V. Frederick, R. H. Drennan(oh 
account of ill-health).' Temporary Lieuteaants: C. E. L. Burman, 
H. L. Craig, G. H. Clement, L. W. Kargin, JI S. Strachan (cm account 
of ill-health). 

BPBOIAX. KMHRVR OF OFFICES®. 

Lieut*. W. B. Wilson and J; B. Hume to be Captains.. 

To be Lieutenants: L. Jefferson (from Queen’s University, Belfast 
Contingent, O.T.C.); W. H. White, D. J. H. Jones, and J. Bfaun(from 
University of London Contingent, O.T.C ); W. R. Msthewatm (from 
Edinburgh University Contingent, O.T.C.); R. N. Burton. 

Major H. G. Smeeth relinquishes the active rank oC Lieutenant- 
Colonel on reposting. 

TERRITORIAL FORCE. 

Majora to be temporary LieutenantrCblonels: D. JT; Graham. P. D. 
Boyd, C.M.G., J. G. Andrew, R. A. Veale, J. H. Ray; 

Major J. Ward to be acting LieutenantrGblonel whilst commanding a 
Field Ambulance. 

Captains to be temporary Majors: W. B. Alderaon, L. G. J. Mackay, 
A. R. Bearn, H. B. Wbltehouse, W. B. Secretan, R. OUerenshaw, F. ft. 
Tylecote, T. B: Hbuat, J. H. Cobb, A. Young, A. A. S. Skirving, G.M.G., 
J. Bason, J‘. Mod. Johnston, J. Henderson. 

Capt. and temp. Major (siting Llent.-0ol.) T. H. Peyton, Dv8iO., 
reverts to the temporary rank of Major on ceasing to command aFMd 
Ambulance. 

Capt. (temp. Major) A. H. Horsfall, D.S.O., relinquisheehls temporary 
rank on alteration in posting. 

Captains P. Rv Wrigley and D; B. Cere have been restored to the 
Bstabllsbment. 

To be Lieutenant*: L. Hawke*, W. V. Barrittt 

Capt. G. R. Ellis relinquishes his commission^>n«eeeunt of ilUheakth 
c mtracted on active- service, and- is granted the. honorary rank of- 
Captain- - — 

Surg.-Gen. W. R. Bdwards, C.B., O.M.G., T.Mi8 , has been appointed 
an Honorary Physician to the King, vibe the lkte Surg,-Gen« Sir B. 

< Franklin, K.C.r.B. 
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THE DEVELOPMENT OF TRAINED 
NURSING IN FRANCE. 

By E. Mortizambert. 


There is a fairly widespread idea that since the expulsion 
of the religious orders there have been in France no properly 
trained nurses for the sick. The number of women who 
have adopted the profession of nursing without proper 
equipment and the unsupervised direction of some of the 
private registry offices for sick nurses may give some 
foundation for this opinion. 

It is not proposed to deal here with the schools organised 
by any of the three branches of the French Red Cross. The 
war has made these Red Cross organisations—especially the 
efficient school conducted by Mademoiselle Genin at the 
H&pital Boole in the Square dee Ptupliere—very well known 
to the general public. There are, however, four or five 
admirable training schools organised in Paris in the last few 
years, and their steady and satisfactory growth will inevit¬ 
ably result in the disappearance of tolerated incompetency 
at an early date, lhe existence of excellent training schools 
for civilian hospitals or for private nursing remains almost 
unsuspected outaide of France, and one constantly hears the 
unfounded statement, “ What a pity there are no trained 
nurses in France 1 ” One reproach most frequently made 
against the profession of trained nurses in France was that 
the members were drawn from an ill-educated class. That 
this was so was partly owing to the fact that nursing the 
sick was not considered a suitable occupation for well-bred 
women obliged to earn their living, and partly because of 
the unorganised and often unsatisfactory conditions under 
which private nursing was carried on. 

Training School of Nurses for Daughters of Gentleman. 

These difficulties were smoothed away by Madame Achilla 
Fould, who, at her own exDenae and after overcoming many 
difficulties, founded in 1905 & training school of nurses 
for the daughters of gentlemen. In one of the poorer 
quarters of Paris, a site was found where, in addition to 
buildings already occupied by the charitable activities of 
the sisters of Saint Vincent de Paul, a hospital for both 
sexes and excellent quarters for the pupils of the training 
aehool were constructed. Everything of hygiene and con- 
vunience has been carefully thought out. The details of the 
operating-rooms, the sterilising plants attaohed to every 
wtod, and the radiography apparatus are all of the latest 
device, and every corner of the buildings, as well as every 
thing they contain, presents the polished cleanliness which 
marks a new era in French hospital work. An excellent 
dispensary, airy and spacious, with comfortable oaken 
benches for the patients and spotless dressing-rooms fitted 
up with the latest appliances is the scene of part of the 
hospital work, where the pupils take turns to be on duty 
Alter a probation of three months at the school, the pnpili 
are admitted as candidates for the “ Dip!6me SnpSrieur ” 
given at the end of a two years’ 1 course of training. In the 
first year, they reoeive their theoretical instruction as 
weU as a certain amount of practical work in their own 
hospital. At the end of this first year, still in their own 
school hospital, the pupils take courses in the “services” 
of surgery, ophthalmology, oto-rhiao-laryugology, electro¬ 
therapy, massage, mechanotherapy, pharmacy. After 
that come supplementary courses in contagious diseases 
maternity, and medical clinics in the different hospitals of the 
M Assistance Pablique. ” After two months’ study in each of 
the branches of hospital work, the students pass their final 
examination for the Dipldroe Sup^rieur. The examination 
consists of a oomposltioa on a gives theme, a written 
examination on the lecture notes, and oral questions 
covering the whole two years’ course. The students are 
very carefully selected with a view to encouraging women 
of good breeding to take up the private nursing as a pro¬ 
fession. Attractive quarters, comprising a bedroom, common 
sitting-room, and dining-room, are provided for them. During 
the first year of their training, a fee of £4 a month is 
supposed to be paid for board, lodging, heating, and 
laundry, but since the war this rule has been much relaxed. 
Care has been taken to regulate the conditions under which 
private nursing is undertaken by the pupils of “ La Glacifrre ” 
as this school is popularly called. A salary of not less thin 


10 francs a day or night, plus food, laundry and travelling 
expenses, is exaoted, and in no case is the nurse allowed to take 
her meals with the servants. If there are empty rooms at the 
school ex-students like to return between their cases. Other¬ 
wise they may go to the “ Foyer des Infirmieres,” a pension for 
trained nurses, opened last January at 98, Boulevard Auguste 
Blanqui. The “Hopital 6oole” de la Glaci5re in equip¬ 
ment, organisation, and method of training is worthy of com¬ 
parison with any of the most up-to-date training schools 
either in England or America. While a Roman Catholic 
chapel exists in the grounds, a broad-minded liberality in 
religious matters gives absolute freedom to the followers of 
any form of faith. Every graduate does not take up private 
nursing, but the influence of the “ci^che” and other 
charitable institutions grouped within the walls of what 
resembles a small village at 35 rue de la Glaci&re is some¬ 
times seen when a graduate chooses district visiting, dis¬ 
pensary work, or regular hospital work among the poor as 
her vocation. But these are the exceptions: the majority of 
the graduates carry out Madame Fould’s generous intention 
of founding, equipping, and defraying the running expenses 
of a school for professional trained nurses for private oases. 

Mai son £cole d* Infirmieres Privies. 

Another excellent school for trained nurses was organised 
at 66 rue VercingStorix by Mademoiselle Chaptal and was 
recognised by the Government as an “ Gtahlissement 
d’utilit6 publique” in 1911. Mademoiselle Chaptal has 
studied English institutions and her school is run more or 
less on English lines. The list of tie “ComitS de patronage 
medical” contains 31 of the names of the most brilliant 
members of the medical profe;sion in France. As the 
society which directs the “Maison fcsole d’lnfirmi&rcs 
Privies ” has to cope with different financial conditions from 
those of “La Glacidre,” the rules of this school are some¬ 
what different. The regular pupils, at the end of their 
month’s probation, sign a contract for five years with tl e 
society. This period includes two years’ instruction, after 
which, on obtaining their diploma, they engage themselves 
to accept any work given to them by the committee. During 
these three years 10 per cent, of their salary, as well as a 
fixed sum of 1 franc a day while they are at work, has to be 
turned over to the society. The latter undertakes In ex¬ 
change to obtain work for the graduates. While the principal 
aim of the school is to train women for private nursing, the 
graduates are permitted, even during their three years’ con- 
j tract, to accept work in hospitals or clinics. They are allowed 
to spend their holidays at the Maison £oole, where the 
pension is fixed at the modest price of 3 francs a day. 

The instruction provided is fairly comprehensive. It 
consists of the probation month, when practical instruction 
in cooking, housekeeping, &c., and theoretical work in 
anatomy and physiology is done. Then follows a perfbd of 
five months’ hospital work, when 40 hours per week are spent 
in the medical wards in addition to the theory lectures given 
in the Maison ficole by the hospital staff. After that five 
months’ work is done in the surgical wards, four months in 
the children’s ward, two months of maternity work at the 
clinic Tarnier, one month at the Pasteur Hospital for Infec¬ 
tious Diseases, and four months in studying special branches 
such as nervous diseases at the Asile Sainte Anne, eye, ear, 
throat, and skin, &c. The remainder of the two years’ 
course, which also comprises lectures given at the school in 
pharmacy, massage, and gymnastics, elementary and pro¬ 
fessional hygiene, invalid cookery, and a “ cours de morale 
profe8»ionnelle,” is accounted for by the one month vacation 
given each year. No examination is made at the end of 
this two years’ course, the “ certificat de fin d’Studes” is 
signed by the lecturers according to the evidence of the daily 
notes signed by the doctors under whom the students have 
worked. Great care is taken in the selection of the students, 
as Mademoiselle Chaptal’s aim has been to raise the standard 
of trained nursing in France. On the ,pajment of con¬ 
siderably higher fees, students who do not wish to contract 
a five years’ engagement with the society are permitted to 
reoeive the same instruction. 

Schools for Iraining District and other Nurses. 

The Association pour le Developpement de 1’Assistance aux 
Malades, originally founded in 1900 by Madame Alphen- 
Salvador to encourage district nursing among the poor, at 
once organised an excellent training school where instruction 
in all branches of hospital work is given, A preliminary 
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examination to ensure a certain standard of education on 
the part of the students is required. There are written and 
oral examinations at the end of the first and second year, 
when the rank of “assistant” is obtained. A diploma is 
only given to those students who, after their two years’ 
course, remain under the direction of the association for 
three more years. During this time they may be sent out 
either as private nurses or to fill some post in hospital or 
district nursing work. Until the war this Ecole Profes- 
sionnelle at No. 10, rue Amyot, suffered from the drawback 
of not having a hospital under its own direction, where the 
students might work under the eye of their instructors. 
The theoretical work was given at the school, but all the 
practical work had to be done in one or other of the different 
hospitals of the “ Assistance Publique.” This lack has been 
met last year in the opening of the new hospital school 
dedicated to the memory of Edith Cavell. The up-to-date 
hospital, built on a site belonging to the association in the 
rue Desnouettes, owes its existence to the cooperation of the 
military authorities, who were faced with the problem of the 
necessity for hurriedly training the number of amateur 
nurses whose devotion was not equalled by their knowledge. 
The military nurses who are sent to the Edith Cavell School 
are, however, quite apart from the regular students of the 
school. While they both gain their experience in the same 
hospital wards, the conditions under which they work are 
very different. The usual routine of hospital training, with 
its two years’ course, is carried out by the professional 
students, who have their own class-rooms, &c., quite apart 
from the nurses who are taking a two months’ supplementary 
course whose incompleteness is acknowledged as inevitable. 

While this school is adding to the ranks of efficiently 
trained nurses every year, its main object still lies in 
supplying properly trained district nurses primarily for the 
5th Arrondissement of Paris. In this work it shares the 
responsibilities of an organisation called the “ Infirmi&res 
Visiteuses de France.” The wonderful work it is doing for 
France deserves mention. Founded in February, 1914, and 
directed by Mdlle. Berthe Milliard, whose name is so well 
known for her efforts in connexion with the better education 
of women, this youthful society has already done such 
excellent work in systematically training nurses for district 
visiting that it may be regarded as the nucleus of a large 
body of women who will be able to cope intelligently with 
the many after-war problems among the poor and the 
inhabitants of the invaded districts of France. Already 
200 fully trained nurses are at work both in Paris and the 
provinces. The usual course of two years’ instruction has 
been necessarily shortened by the necessities of war-time 
conditions, but the same care is taken in the recruitment of 
the students who receive their training at the Laennec Hos¬ 
pital under Dr. Kuss. Special attention is paid to training 
for tuberculous patients, and the French Government have 
recognised the excellent work done by these nurses by 
appealing to them for nurses to staff the military hospitals 
for men attacked by this disease. 

The Training School of the Assistance Publique. 

No account of trained nursing in France would be com¬ 
plete without mentioning the splendid new school for training 
the nursing staff of that immense organisation for caring for 
the French poor known as the “Assistance Publique.” This 
latest development of modern charity is fittingly installed in 
the oldest hospital in Paris, La Salpetriere, which was 
founded in 1656 as a home for beggars. In the centre of a 
bewildering maze of buildings, some of which are still 
devoted to their original uses of asylums for the mentally 
afflicted, one finds a strikingly new building, opened in 1907, 
as a training school. Pupils come from all over France, and 
as the entrance examination is frankly made as simple as 
possible, the training is open to every class. The students 
receive free instruction, board, and lodging, and are paid 10 
francs a month during their first year and 20 francs a month 
the following year. They sign a contract to serve for three 
years in the hospitals of the Assistance Publique at the end of 
their three years’ course, otherwise their pension expenses of 
about £50 a year must be reimbursed. 

Every department of the school is most thoroughly up to 
date, careful provision has been made for the comfort of the 
nurses, and the immense scale on which hospital work is 
carried on ensures the benefit of a wide experience for 
them. 


The aim of this vast establishment is solely to supply the 
needs of its own organisations, but while many of the pupils 
arft content to devote their lives to hospital work with 
the assurance of a State pension when the age-limit is 
reached, many of them ultimately take up private nursing 
after their five years’ engagement is finished and are able to 
give to their patients the skill and knowledge they have 
gained under the direction of the most brilliant specialists io 
France. 

Unhygienic conditions in certain hospitals may still exist, 
but a new era in nursing has begun, and the skill and science 
of the properly trained French nurse are second to none* 



Royal College of Surgeons of England.— An 
ordinary meeting of the Council was held on June 14th, Sir 
W. Watson Cheyne, the President, being in the chair.—A 
report was read from the Board of Examiners in Anatomy 
and Physiology for the Fellowship, stating that at the recent 
examination 30 candidates were examined, and that of these 
12 passed and 18 failed.—A report was read from the Court 
of Examiners stating that at the recent Final Fellowship 
Examination 12 candidates presented themselves, of whom 
3 were approved and 9 were rejected. The Diploma of Fellow 
was accordingly conferred upon the following gentlemen 
who have complied with the necessary by-laws :— 

Alberto Medardo Ziraora, M.B. Cantab . M.R.C.S., L.R.C.P., Guy’s 
Hospital; Lyle John Cameron, M.D. Manitoba, M.R.C.S., L.R.C.P., 
Manitoba University, London and Charing Cross Hospitals; and 
John Dudgeon Oliver, M.B. Dub , M.R.C.S., L.R.C.P., Dublin, and 
Middlesex Hospital. 

Diplomas of Member were conferred upon the following two 
candidates who have complied with the necessary by-laws:— 

Edward Thomas Hoidge, M.B.Toronto, Toronto University and 
Middlesex Hospital; Eleanor Joyce Partridge, Royal Free Hosplta 1 . 
Licences in Dental Surgery were also conferred upon 16 
candidates who have passed the requisite examinations an<3 
have complied with the by-laws of the College. The 
following are the names and schools of the successful 
candidates 

Hubert John Vere Raywood Allin, Birm'ngham University; Theodore* 
Boques Bxrton, Guy's; Albert William Ewart Chappie, Manchester 
University ; Reginald George Joseph Ch&rleswortb, Middlesex and 
Royal Dental; Leslie Douglas Crabb, Guy’s ; Morgan James Evans,. 
Birmingham University; George Frederick Faustmann and 
Frederick George Pritchard Flanders, Guy’s ; Sidney Francis Green- 
held, Middlesex and National Dental; Wallace Inman, Middlesex and 
Royal Dental; Harold John Powell, Guy’s; William John Ross, 
Liverpool University; Willem Gerrit Ryss, Middlesex and Royal 
Dental; Robert William Spong, Guy’s; Sidney Stamp. Middlesex 
and Royal Dental; and Sydney Granville Townley, Guy’s. 

The Secretary reported the death of Mr. W. B. Kebble^ 
clerk in the secretary’s office, who had been in the service 
of the College since 1884. 

The Council elested the followifag examiners. Examiners; 
in Anatomy and Physiology for the Fellowship :—Anatomy : 
R. W. Reid, Gordon Taylor, William Wright, and W. H.. 
Clayton Greene. Physiology: G. A. Buckmaster, J. B- 
Leathes, H. W. Lyle, and F. A. Bainbridge. The Examining 
Board in England: Elementary Biology: W. G. Ride wood 
and G. P. Mudge. Anatomy: J. E. 8. Frazer, Arthur 
Thomson, and F. Wood Jones. Physiology: C. M. Hinds 
Howell and G. A. Buckmaster. Midwifery: EL. Russel) 
Andrews, C. H. Roberts, J. S. Fairbairn, and G. F. Darwall 
Smith. Public Health, Part I.: J. W. H. Eyre; Part II.: 
F. N. K. Menzies. Tropical Medicine and Hygiene:— 
Bacteriology: J. W. H. Eyre. Diseases of Tropics : C. W. 
Daniels. 

A letter was reaJ from Mr. H. J. Waring reporting the 
proceedings of the General Medical Council at their recent 
session, when the thanks of the Council were given to Mr. 
Warin J for his services as the representative of the College. 
—The President reported that he had nominated Mr. Bilton 
Pollard to serve on a tribunal which has been set np by tbe 
Ministry of Pensions for the consideration of appeals by dis¬ 
charged disabled sailors and soldiers with reference to the 
grant of gratuities in place of pensions.—The President 
reported that a meeting of P'ellows would be held on July 5th 
next for the election of three Fellows into the Couucil in the 
vacancies occasioned by the retirement in rotation of Mr. W. 
Harrison Cripps and Mr. C. Warren Low, C.B., and by the 
death of Sir Frederic Eve, and that the list of candidates 
was as follows: Mr. Cripps, Mr. Low, Mr. H. B. Robinson, 
Mr. H. B. Grimsdale, Mr. F. J. Steward, Mr. James Sherren, 
and Mr. P. W. Bassett-Smith.—The President reported that 
the terms of office as examiners for the College of Mr. L. A. 
Dunn and Mr. W. H.Dolamore would expire on July 25th, 
and that the vacancies would be filled at the ordinary meeting 
, of the Council on July 26th. 
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Royal Medical Benevolent Fund. — The follow¬ 
ing are the details of cases of special distress caused by 
the war which the committee have helped from the War 
Emergency Fond 

Lieutenant in the R.A.M.C. who had only been in practice a few 

S tart, volunteered for service and was killed in action a few days later. 

e left a widow with two children, aged Ik years and 1 year, without 
meant except the War Office pension. The Fund voted £25 for immediate 
necessities, and the Officers’ Families Fund gave further help.— 
Captain In the Territorials was called out and had to leave his practice 
In the hands of a locum, who proved a failure. There were seven 
children, aged 2-14. Financial difficulties arose, and payment of the 
school fees became impossible. Between the Fund and Guild and the 
Officers’ Families Fund the necessary fees were raised and sorely 
needed clothing provided.—Captain in the Territorials who was called 
out when the Army mobilised and had to leave his practice, worth 
£800, at a day’s notice. Could not pay tbe fees for his Bon’s education, 
who was in his last year at school. The Fund, the Guild, and the Pro- 
fesssonal Classes War Relief Council together raised the necessary 
mon*y.—Captain in the Territorials was killed in action and left a 
widow and two children, aged 3 and 4$ years. The Fund investi¬ 
gated the case and referred it to tbe Officers’ Families Fund, 
who granted a sum of money to meet immediate necessities. 
The Fund also obtained work for the widow, a trained 
nurse, who was thus enabled to earn her own living.—Msjor 
R.A.M.C , Territorial, was called out at the beginning of the war, 
and was abrrad for over two years. He was invalided to England and 

f ut on home service. His practice was completely lost by his absence. 

here are three children, one In tbe Navy, one in tne Array, and one at 
school. He had to give up his house, as he was in difficulties with rent, 
taxes, and education. The Fund gave £50, and further help was 
obtained from other sources.—Captain in the R.A.M.C. (T.), with a 
wife and six children ; found the income derived from his practice, left 
in the charge of a locum, and the balance of his Army pay insufficient 
to meet his minimum expenses. He obtained assistance from the' 
Civil Liabilities Committee and the Officers’ Families Fund, and a 
grant was made from the War Emergency Fund towards the education 
of the children.—Practitioner, earning £700 to £800, volunteered for 
service, leaving his practice in the hands of a neighbour, who was not a 
success. There were two children, aged 7 and 10, and another baby 
was bora shortly after the husband left. The wife contracted 
pneumonia and nesrly died. A resident patient had to leave the 
house. Rent and other expenses led to a debt of about £80. This the 
doctor could not meet, and he hurried back from the trenches to save 
his home from being sold up. The Fund voted £25. the Guild gave £15, 
tbe Officers’ Families Fund £25, and the Professional Classes War Relief 
Council offered further help, with the result that be returned to the 
Front with his immediate anxieties relieved. 

Subscriptions may be sent to tbe acting honorary 
treasurer, Dr. Samuel West, at 11, Chandos-street, Cavendish- 
•qnare, London, W. 1. 

The address of the National Council for Com¬ 
bating Venereal Diseases is now Avenue Chambers, 
Southampton-row, London, W.C. 1. 

Conferences on Venereal Diseases.— The 
second annual meeting of the National Council for Com¬ 
bating Venereal Diseases was held at the Queen's Hall, 
London, on June 13th, Lord Sydenham presiding. The 
latest information was given by Lord Rhondda regarding 
tbe council schemes for diagnosis and treatment. Out 
of a possible 145, schemes had been submitted by 102 councils 
(representing a population of 26 out of the total*36 millions), 
ana of these 68 had been approved. In 52 hospitals, dealing 
with a population of 16 millions, work had already oem- 
menced in the treatment centres. Up to the end of May 
6000 new cases were treated in the London clinics alone, 
and the centre at the Albert Dock Hospital was doing 
specially useful work in arresting cases of venereal diseases 
imported from abroad.—A conference took place at the 
beginning of tbe month under the auspices of the Public 
Health Committee of Edinburgh Town Council. Sir 
Malcolm Morris, chairman of the Propaganda Committee 
of the National Council, dealt in an exhaustive way with 
the legislation which enabled communities to deal with the 
diseases. The Edinburgh corporation are preparing a 
scheme in accordance. 


Society for the Study of Inebriety.—T he 
next meeting of this society will be held in the rooms of the 
Medical Society of London, 11, Chandos street, Cavendish- 
square, W., on Tuesday, July 10th, at 4 p.m., when Dr. 
Stanlev Kent, professor of physiology in the University of 
Bristol, will open a discussion on “ Fatigue and Alcohol.” 

Royal Victoria Hospital, Belfast.—A com¬ 
mittee of business men who have investigated tbe finances 
of the Royal Victoria Hospital, Belfast, have published a 
table contrasting the hospital with similar institutions in 
the United Kingdom, and from their figures it appears that 
in 1916 the cost per bed in the Royal Victoria Hospital 
was £80, which was only surpassed in smallness of 
amount by the Aberdeen Hospital (where it was £70), by the 
Hospital m Dundee (where it was £71 1 , and by tbe Royal 
Infirmary, Edinburgh (where it was £76). The highest cost 
per bed was at the London Hospital, where for 1916 it was 
£143. In Birmingham it was £107, in Leicester £103, and in 
Cardiff £102. In the Royal Victoria Hospital the average 
beds occupied in 1916 were 277*6, instead of 266 8 in 1915, 
and the expenditure was £10 per bed higher. 


Red Cross Gifts.— £100,000, the first instalment? 
of the amount raised in Victoria in response to the appeal 
made by Lady Stanley, wife of the Governor, are being; 
remitted to London for*the British Red Cross. 

Sir E. Cooper Perry has been elected Vice- 
Chancellor of the University of London for the ensuing year,, 
as successor to Sir Alfred Pearce Gonld. 

Royal Medical Benevolent Fund of Ireland.— 
The annual meeting of the Royal Medical Benevolent Fund 
was held on June 14th at the Royal College of Physioians, 
Dr. J. F. O’Carroll, President of tbe College, presiding. The 
annual report stated that the number of applicants during 
the year had heen large, and tbe amount recommended tc> 
be given'in grants was greater than usual. The total amonnt 
of grants was £1239. The branch subscriptions showed a 
substantial improvement. Donations and bequests fell 
short by only £24. The income was £1629, showing a 
gratifying increase of £362. 

South London Hospital fob Women.— The fifth 
annual report of this hospital, dealing with the year 1916 r 
refers to the new buildings for in-patients opened in Jnly 
last by the Queen, who has become patron of the hospital. 
In the October following two wards were available for 
patients, and by December 66 in-patients had been provided 
for. It is hoped that the remaining 14 beds will be ready as 
soon as the necessary nursing stall can be obtained. At a 
meeting recently held on behalf of tbe hospital Sir Alfred 
Keogh, Director-General of the Army Medical Service, said 
that the Local Government Board had recognised it as a 
treatment centre for venereal diseases, and he looked to the 
hospital to render great public service in the venereal cam¬ 
paign. Lady Londonderry said the accommodation of the 
hospital was far less than was needed both in the matter of 
beds and the treatment of out-patients. An increased nursing 
staff was a pressing need. 

Donations and Bequests.— By the will of the 
late Lieutenant-Colonel Sir John Howard, of Brighton* the 
testator has left £40,000 in trust to establish a “John 
Howard” Hospital, primarily for surgical cases, and for the 
use of patients able and willing to pay reasonable and 
ordinary fees, or to assist any existing hospital, or for other 
hospital purposes in Brighton ; £33,000 and the land on 
which it is built for the “ John Howard ” Convalescent Home 
and for the erection of 24 cottages for the use and lodging of 
trained hospital nurses whose health has broken down, and 
for the payment of 10s. a week to each of the inmates; and 
£600 a year for 21 years for the “ Howard Charity ” for 
the relief of distressed widows and aged and sick poor of 
Brighton; £300 to the Sussex County Hospital; and 
£200 to St. Bernard’s Home for Invalid Gentlewomen.— 
The late Mr. Arthur Edward Seawell, of Farnham, has left 
by will £300 to the Alton Cottage Hospital and £200 to the 
London Hospital.— Onder the will of the late Mr. Henrv 
William Ransom, of Folkestone, the Victoria Hospital, 
Folkestone, will receive £1000. 


URBAN VITAL STATISTICS. 

(Week ended June 16th, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000.000 persons, 
the annual rate of mortality was 12*8, against 12*7 per 1000 in each of 
the two preceding weeks. In London, with a population exceeding 
4,000,000 persons, the death-rate was 12-3, or 0 2 per 1000 above that 
recorded in the previous week ; among the remaining towns the 
rates ranged from 3*7 in Grimsby, 4^7 in Wimbledon, and 5*2 in 
Swindon, to 20*9 in Hastings, 21*2 in Middlesbrough, and 26*2 in Soatb- 
Shields. The principal epidemic diseases caused 317 deaths, which 
corresponded to an annual rate of 1*0 per 1000, and included 195 
from measles, 46 from infantile diarrhoea, 35 from whooping-cough, 

28 from diphtheria, 10 from enteric fever, and 3 from scarlet fever. 
The deaths from measles were 13 below the number in tbe previous 
week, and caused the highest annual death-rates of 2*9 in Sunderland, 
31 in West Bromwich, 4*1 in Walsall and In Rotherham, and 5*9 in 
Middlesbrough. The 601 cases of scar’et fever and 1089 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital were respectively 35 below and 7 above the 
numbers remaining at the end of the previous week. Of the 4160 
deaths from all causes in the 96 towns, 141 resulted from violence. The 
causes of 32 deaths were uncertified, of which 5 were registered in 
Birmingham and 5 in Liverpool. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual death-rate 
was equal to 14*7, against rates declining from 17 0 to 14*9 per 1000 In 
the four preceding weeks. The 335 deaths in Glasgow corresponded 
to an annual rate of 15*7 per 1000, and Included 31 from measles, 

29 from whooping-cough, and 1 each from diphtheria and infantile 
diarrhoea. The 85 deaths in Edinburgh were equal to an annual rate 
of 13*4 per 1000, and included 10 from measles, 6 from whooping cough, 
and 1 from scarlet fever. 

Irish Towns .—The 136 deaths in Dublin corresponded to a rate of 
17 8 per 1000, and Included 3 from measles and 2 from Infantile 
diarrhoea. The 117 deaths in Belfast were equal to a rate of 15*5 per 
1000, and Included 3 from infantile diarrhoea an! 1 each from enteric 
fever, measles, and diphtheria. 
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IParliamentarj |ntel%ntte. 


NOTES ON CURRENT TOPIC8. 

Report of Mesopotamia Commission. 

The report of the Commission of Inquiry into Military 
Operations in Mesopotamia has been laid on the table of the 
House of Commons. 

Chemistry at Edinburgh University . 

An ordinance of the Edinburgh University Court respect¬ 
ing the foundation of a chair of Chemistry in relation to 
medicine has been presented to Parliament. 


HOUSE OF COMMONS. | 

Wednesday, Junk 13th. 

Treatment of Shell Shock. 

Colonel Yate asked the Under Secretary for War whether 
permission could now be given for soldiers suffering from 
shell shock and other convalescents in hospitals and com¬ 
mand depots who were fit for light work to employ their 
leisure time, when they wished to do so, in agriculture, 
gardening, and the cultivation of any land there might be in 
the neighbourhood, so as to afford tne men some relief from 
the monotony of their existence and give them an interest 
in life.—Mr. Macpherson replied: Soldiers in command 
depdtsare already employed in the cultivation of land in and 
about the depots. Arrangements have been made and are 
being extended by which men in hospital suffering from 
shell shock are employed on agricultural work as soon as 
they are fit for it. As regards other convalescents, the first 
concern of the Army authorities is to get men fit again as 
quickly as possible to resume military duty. 

Thursday, June 14th. 

Repatriation of Incapacitated Prisoners. 

Mr. J. F. Hope (representing the War Prisoners Department) 
informed Mr. Macmaster that the Government had heard 
from the French Government that an extended agreement 
for the repatriation of French and German incapacitated 
combatant prisoners had been in force for a week, but he did 
not yet know the details. The only agreement in force 
between H.M. Government and the German Government for 
the repatriation of combatant prisoners of war was in respect 
of those who were totally incapacitated from further military 
service. It should be understood that this reply applied only 
to exchange of prisoners and not to internment m neutral 
countries. 

Pensions for Officers and Nurses. 

Replying to Sir H. Craik, Mr. Barnes (Pensions Minister) 
regretted that the new Warrant in regard to the pensions 
of officers and nurses had been delayed, but he thought that 
a satisfactory settlement was now in sight, and he hoped to 
lay the document before the House within the next fortnight. 
The beneficiaries would suffer no disadvantage, as payment 
cinder the new scales would operate as from April 1st. 

Medical Re-examinations. 

Answering Sir M. Levy, Mr. Macpherson (Under Secre¬ 
tary for War) wrote: I am aware that attempts are being 
made to stir up dissatisfaction with the administration of 
the Military Service (Review of Exceptions) Act. There 
have been cases in which reasonable grounds for dissatis¬ 
faction have been present. In practically every case these 
grounds have been removed before any public comment 
arose. The whole administration is being, and will continue 
to be, most carefully watched, and throughout the country 
Medical Boards are working with great care. I am not 
aware that any man totally unlit for military service is 
being accepted for active service. If my honourable friend 
will supply me with details of the cases be has in mind they 
will be fully inquired into. Copies of all printed instruc¬ 
tions issued in connexion with the Review of Exceptions 
Act are in the library of the House of Commons. No secret 
•or oral instructions have been issued by the Army Council. 
With reference to alleged cases of disagreement between the 
classification shown on a man’s medical history sheet and 
on his classification card, 1 have no knowledge. The pro- 
ceeding is to attach to the medical history sheet a counter¬ 
foil of the classification card. This counterfoil is made 
out at the same time as the classification card received by 
Ifc ’ therefore ’ ia unlikely that mistakes are made. 
If the honourable Member knows of any specific instance full 
inquiries will be made. The instructions dealing with this 
matter are in the library of the House. Figures as to the 
percentage of men rejected as totally unfit who on 
re-examination have been classified in categories A, B, and 
C are not yet available for the whole country, but in some 
localities the pe oentage of A category men has been low. 


In one district notorious for fraudulent refection in the 
past the percentage has been as high as 25 on the exa¬ 
minations conducted up to June 1st. All the suspected 
i cases were called first in that area, and the result has been 
fully to substantiate the worst fears of the authorities. The 
boards conducting those examinations were composed 
entirely of civilian medical men with Territorial or 
temporarily commissioned or retired presidents. They 
have been specially inspected by inspectors from the War 
Offioe and their work has been reported as a model of 
careful examination. 

R.A.M.C. Officers Training Centre. 

Mr. Morrell asked the Under Seoretary for War whether 
he was aware that a large number of qualified surgeons and 
medical practitioners were undergoing a course of military 
training at Blackpool; whether many of these men had for 
weeks past been engaged all day ou the usual infantry drill 
without the opportunity of doing any medical or surgical 
work of any kind whatever, although in many cases they 
were highly skilled men and had given up large practices 
in order to serve in the Army; whether a similar state of 
things existed in other training centres; and whether, in 
view of the need for doctors and surgeons at the front, he 
would take any steps in the matter.— Mr. Macpherson 
answered: Medical men are sent to Blackpool training centre 
for a short course of instruction, on the completion of which 
they are despatched to the forces abroad. All the officers 
other than the permanent staff of those temporarily unfit 
for service abroad are waiting opportunities for shipment. 
There is no other training centre for Royal Army Medical 
Corps officers. 

Promotions of R.A.M.C. Officers. 

Captain Wright asked the Under Secretary for War 
whether Territorial officers of the Royal Army Medical 
Corps had recently been sent out to France in charge of 
branch Territorial hospitals with the rank of temporary 
major who were not Territorial officers before the war, or 
were not on the staff oi a recognised Territorial hospital, 
and therefore not d-la-suite officers, whilst officers who were 
serving before the war, who had been mobilised since 
August, 1914, at the front since February, 1915, and in some 
cases officers commanding surgical division at general 
hospitals were held not to be eligible for promotion above 
the rank of captain ; and why doctors who until recently had 
remained in the enjoyment of their practices in England 
were given advantages of promotion and pay over officers 
who had been voluntarily serving in His Majesty's Forces 
for years before, and continuously since, the beginning of 
the war.—Mr. Macpherson answered: I am not dear to 
which hospitals my honourable and gallant friend refers. If 
he has in mind the special Territorial general hospitals 
which were recently sent overseas, the senior officers were 

in each command which furnished a hospital. These officers 
by a special arrangement were to serve for a minimum 
period of three months, and be relieved when necessary by 
other officers on the staff of the parent hospital. Appro¬ 
priate acting rank was given to officers occupying positions 
where such promotion was considered desirable. The ques¬ 
tion of appointing field officers to the charge of the medical 
and surgical division of all general hospitals is under 
consideration. 

Mr. MacVeagh asked the honourable gentleman what 
principles, or basis of principles, now obtained for the 
selection of officers in the Royal Army Medical Corps for 
promotion m rank; whether the same principles for purposes 
ofjpromotion held in the case of Royal Army Medical Corps 
officers in the Regular Force, the Territorial Force, and the 
temporary commissioned officers; whether any differences 
in the system of promotion existed in the different branches 
of the Royal Army Medical Corps; whether his attention 
had been called to certain recent promotions in the Terri¬ 
torial Force to the rank of major in the Royal Army Medical 
Corps; whether all or most of the officers so promoted had 
till quite recently been serving at home; whether he was 
aware that such promotion over the heads of other officers, 
some senior in previous and present service, in the same 
and other branches of the Royal Army Medical Corps who 
had had considerable overseas service was prejudicial to 
the interests of the medical service and was likely to increase 
the sense of injustice as to the irregularity of promotions, 
and that injustice had been done in some instances; 
and whether such promotions came within the purview 
of the recently appointed Army Promotions Board.—Mr. 
Macpherson wrote in reply : Promotions in the Royal Army 
Medical Corps, Regular, Special 8ervice, and Territorial 
Force, up to the rank of major are governed by a qualifying 
time period of service for each step in rank. Promotions 
above the rank of major are by seniority and selection. In 
the case of a temporary commissioned officer promotion to 
captain is given after 12 months’ service and promotions to 
higher rank are given in individual cases as suitable 
! vacancies arise according to the officer's qualifications and 
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the nature of the appointment for which such promotion is 
considered necessary. No differences other than those 
enumerated exist in. the system of promotion in the diffe¬ 
rent branches of the Royal Army Medical Corps. If my 
honourable friend is referring in. the latter_part of the ques¬ 
tion to promotions made in the Special Territorial Force 
general hospitals, which were recently sent to France under 
special conditions to meet emergency, the promotions made 
m these units are all temporary ana are not considered as 
prejudicial to the interests of the medical service or as 
causing injustice to other officers. The whole question of 
p rom otion generally in the Royal Army Medical Corps 
Territorial Force comes within the purview of the com¬ 
mittee presided over by the Member for Dundee (Mr. 
Churchill). 

Sir £. Goulding asked when the report of the committee 
which bad considered and reported on the question of pro¬ 
motion in regard to the General Reserve of Officers, the 
Special Reserve of Officers, and of the Territorial Force would 
bo laid upon the table.—Mr. Macphekson replied: The 
recommendations of this committee are being sympa¬ 
thetically considered, and as soon as final decisions have 
been reached in regard to them the report will be presented 
to both Houses together with a note of the decisions. I 
trust this will be done very shortly. 

Medical Student* and Military Service. 

Mr. Dillon asked the Under Secretary for War whether, 
in mw of the increasing demands by the War Office on the 
medical profession and the great number of casualties 
amongst doctors in the field, the War Office would exempt 
ail medical students of one year’s standing and upwards 
from liability to be called up under the Military Service 
Acts*—Mr. Macphjebson wrote in reply : The Army Council 
has been in close touch with the medical authorities, and the 
need for providing for future needs of the medical profession 
has been given full weight. Under present arrangements a 
large measure of protection is given to medical students. 
None of those who are within 24 months of qualification are 
called up lor service, while of those in the earlier years only 
men fit for general service or classified B 1 are called up. 
In view of the present need of men of those categories for 
combatant service it is not considered that in the national 
interest any alteration of the present arrangement should be 
made. 

Monday, June 18th. 

The Case of Dr. J. C. M‘ Callum. 

Mr. T. E. Harvey asked the Home Secretary whether Dr. 
Jv C. M 4 Callum, a graduate of Edinburgh University, 
medallist and holder of the Mouat scholarship, executive 
tuberculosis officer for the county of Argyll, holding the 
diploma of public health, and having specialised in the 
treatment of tuberculosis, bad been employed by the Home 
Office Committee on Employment of Conscientious Objectors, 
first at Wakefield and then as a labourer in the manufacture 
of manure for Messrs. Rough and Sons, Broxburn, Edin¬ 
burgh ; whether, in consequence of a breach of workshop 
discipline, this employment had been terminated; and 
whether, in the national interest, he would consider the 
posaihilitv of employing this specialist on public health 
work unaor whatever financial conditions the committee’s 
regulations imposed instead of on work for which he was not 
fitted or instead of sending him back to court-martial 
and jprison.—Sir G. Cave replied: John M‘Callum has been 
employed as stated. His employment has been terminated, 
not for one but for several breaches of discipline. The 
Committee on the Employment of Conscientious Objectors 
have recommended his recall to the Army, and the case is 
now out of their hands. I understand that Dr. M‘Callum 
has never applied to the Committee to be released in order 
to take up employment as a doctor, but he and members of 
his family have made applications for him to be allowed to 
do ploughing and similar work for relatives. 

Mr. Harvey: Will the right honourable gentleman 
consider that this Committee should employ doctors for 
medical work in view of the great need for doctors in this 
country?—8ir G. Cave: If applications were made for their 
services no doubt they would be considered. 

American Medical Men. 

Replying to Sir G. Greenwood, Mr. Macphbbson (Under 
Secretary for War) said: We only propose to accept the 
services of American doctors sent to us by responsible 
•iithorities in the United States. ^ 

Surgical Aid in Air Maid*. 

Mr. Brookes asked the Home Secretary whether, on the 
occasion of the recent air raid, one of the leading hospitals 
had to request the services o t an entire Army Medical 
Board; and whether arrangements existed for ensuring 
prompt and adequate surgical aid in all cases.—Sir G. Cave 
wrote in reply: Arrangements are made by the police for 
securing the services of doctors and ambulances an d 
making other provisions for rendering first aid. I under¬ 
stand that on Wednesday last, owing to the short time which 


•lapsed between the receipt of warning by the police and the 
occurrence of the raid, medical aid was urgently required, 
and the services of the members of an Army Medical Board- 
were requisitioned. _ 

Tuesday, J’une 19th. : ^ , y~f 

A Ministry of Health. 

Sir W. Collins asked the Chancellor of the Exchequer 
whether any decision had been arrived at by the Govern¬ 
ment as to the establishment of a Ministry of Health.—Mr. 
Bonar Law replied : I am not vet in a position to make any 
statement. 

Sir W. Collins Are we to understand that the statement 
meat published yesterday on the authority of the President 
of the Local Government Board to the effect that a Ministry 
of Health is about to be established is incorrect?—Mr. 
Bonar Law : I have not noticed that. I know that my 
noble friend has been working on the subject, but the 
Government has come to no decision, and it is. not possible 
to introduce fegfslafion this session. 


^cnttois, 

Successful applicants for vacancies , Secretaries of Public Institutions , 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub¬ 
editor, not later than 9 o’clock on the Thursday morning of each 
week , such information for gratuitous publication. Jfe- 

Boyck, C. R., F.R.C.S. Ire!., has been appointed Certifying Surgeon 
under the Factory and Workshop Acts for the Bnniscorthy District 
of the County of Wexford. 

Lucas, C. B., L.R.C.P. & S. Edln., L.F.P.8.9.. Certifying Surgeon 
under the Factory and Workshop Acta for the Foyers District of 
the County of Inverness. 

Wood Smith,*Algkrnon,M.D., F.R.F.P.S.G., School Medical Inspector 
to the County of Stirling. 


#axaitms. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are reouested to communicate t Hth the Editor. 

Belgrave Hospital for Children, Clapham-road, 8.W.—Resident 
Medical Officer for six months. Salary at rate of £75 per annum, 
with board, Ac. 

Birmingham —Female Locum Tenons for Infantr Consultation Work 
for three months. Salary 8 guineas per week. 

Bodmin. Cornwall Oountt Asylum —Female Junior Assistant 
Medical Officer. Salary £200 per annum, with board. 4c. 

Bristol Hotal Infirmary.— House Physician and House Surgeon. 
Salary at rate of £120 per annum, with board, 4c. 

Cardiff, Kino Edward VII ’a Hospital.— House Surgeon for six 
months. Salary at rate of £200 per annum, with board; Ac. 

Chelsea Hospital for Women, Arthur- street, Chelsea. S.W.— 
Resident House Surgeon and Registrar for 12 months. Salary £150 
per annum. 

Devon port. Royal Axbhbt Hospital.—H ouse Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 

Donnybrook. Dublin, Royal Hospital for Incurabi.fn.— Resident 
Medical Officer, unmarried. Salary £200 per annum, with board. Ac 

East London Hospital for Children, Shadwell. E.—Assistant 
Resident Medical Officer. Salary £125 per annum, with beard. Ac* 

Enfield, Royal Small Arms Factory.— Assistant Medical Officer. 
Salary £438 per annum. 

Evelina Hospital for Children, Southwark. S.E.—House Physician. 
Salary at rate of £160 per annuity with board. Ac. Also Clinical 
Assistants in Out-patient Departments. 

Gknkral Lying-in Hospital, York-raad. 9.E.—Resident Medical 
Officer for three months. Salary £100 per annum, with board. 

Gloucestershire Royal Infirmary and Bye Institution —Assist¬ 
ant House Surgeon. Salary £150 per annum, with board, Ac. 

Guildford, Royal Surrey County Hospital.— House Surgeon. 
Salary £250 per annum, with board, Ac. 

Hampstead General Hospital, Havers took Hill.— Resident Souse 
Physician for six months. Salary at rate of £200 per annum. 

Leeds General Infirmary.— Resident Aural Officer. Salary £100 
per annum, with board, Ac. 

Leicestershire Education Committee —Temporary Assistant School 
Medical Officers. Salary at rate of £350 per annum. 

Manchester and 8alford Lock Hospital.— Temporary Part-time 
Medical Officer. Salary £300 per annum. 

Manchester Children’s Hospital, Pendlebury, near Manchester- 
Two Female Resident Medical Officers, unmarried. Salary at rate 
of £200 per annum. 

Manchester County Astlum, Prestwich —Locum Tenens. Salary 
£7 Is. par week, with board, Ae. 

Nottingham General Hospital.— Holiday Locum Tenens, Female. 
Salary at rate of £250 pec annum, with board, Ao. 

Oldham Royal Infirmary.— Third House Surgeon. Salary £825per 
annum, with board, Ac. 

Plymouth, South. Devon and Bart Cornwall Hospital.— House 
Physician. Salary £200 per annum, with board, Ac. 

Queen. Charlotte’* Lying-in Hospital, M&rylebone-road, N.W.— 
Assistant Resident Medical Officer for four months. Salary at rat* 
of £60 per annum, with board, Ac. Also District Resident Medical 
Officer for four months. Salary at rate of £60 per annum, with, 
board, Ao. 

Queen's Hospital for Chtloten, Hackney-road, Bethnal Green, B — 
House Physician for six months. Salary £106 per annum, with 
board, Ac. 
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Rotherham Hospital.— Junior House Surgeon. Salary £150 per 
annum, with board, 4c. 

Royal London Ophthalmic Hospital, City-road, E.C.—Third 

» * House Surgeon. Salary at rate of £50 per annum, with board, 4c. 

Salford Royal Hospital.— Junior House Surgeon. Salary at rate of 
£150 per annum, with board, 4c. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board. 4c. _ . . , . . 

Sheffield Union Hospital, Firvale.—Female Resident Assistant 
Medical Officer. Salary £250 per annum, with rations, 4c. 

Shrewsbury, Royal Salop Infirmary. -House Physician. Salary 
at rate of £200 per annum, with board, 4c. 

Xwm Chief Inspector of Factories, Home Offloe, London, S.W., gives 
notloe of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Raunds, Northampton; Sosscarbery, Cork; 
and Tattenhall, Chester. 

Carriages, aril Jtaifcs. 

BIRTHS. 

BASHroRD.— On June 18th, at Downshlre-hill, Hampstead, the wife of 
H. H. Basbford, M. D., of a daughter. 

Edridge —On June 10th, to Dr. and Mrs. Bay Edridge, of Lynvale, 
St. Mark’s-plac?, Bath, of a son. 

Hill.— On June 18th. at Armaslde, Purley, the wife of Lieutenant 
R. Gordon Hill, R.A.M.C., of a daughter. 

Hughes.— On June 9th, at Tudor House. High Barnet, the wife of | 
Lieutenant G. R. Hughes, R.A.M.C., of a daughter. 

JfSLLAND.—On June 13th, at Ladyharn-road, Fallowfield, Manchester, 
the wife of Dr. Charles H. Melland, Captain, R.A.M.C.(T.F.), of a I 
daughter. ! 

Musgravr Woodman. —On June 10th, at Newhall street, Birmingham, | 
the wife of Captain B. Musgrave Woodman. R.A.M.C., of a son. 

Btaddon. —On June 13th, at King’a-road, Kingston-on-Thames, the 
wife of Captain Brie J. Staddon, R.A.M.C., of a son. 

MARRIAGES. 

Hobbs —Cargill.— On Tuesday, June 12th, at St. Saviour's, Warwick 
avenue, W. t Surgeon Roland A. Hobbs, R.N., to Marjorie, elder 
daughter of Mr. Justice and Mrs. Cargill, of Kingston, Jamaica. 

McLkay—Peibs.— On June 18tb. at the Parish Church, Carshalton, 
Charles Wm. McLeay, M.D., W.A.M.S., to Olive, youngest daughter 
of Hugh Vaugban Peirs. _ 

DEATHS. 

Frere.— Killed in action, '‘while attending the wounded near the 
front line,’' on June 9th, his 27th birthday. Captain Frederick John 
Henry Tob'aa (Eric) Frere, M.C., M.B., R.A.M.C., attached 
Lincoln Regiment. 

Hairsink.— Killed in action, on June 9th, Captain Owen Halrsine, 
M.C., R.A.M.C., aged 26. 

Walters.— On June Tltb, at More Cottage, Reigate, John Walters, 
M.B., J.P.. In his 81st year. 

N.B. — A fee of 5s. is charged for the insertion of Notices of Births , 
Marriages , and Deaths. 


BOOKS, ETC., RECEIVED. 


Allen, George, and Unwin, London. 

The Choice Before Us. By G. Lowes Dickinson. 6*. net. 

Bailli&re, Tindall, and Cox, London. 

Anatomy and Physiology of the Female Body. By H. E. J. Biss, 
M.D., D.P.H. Third edition. Plates by G. M. Dupuy, M.D. 
4*. net. 

Treatment of Infected Wounds. By A. Carrel and G. Dehelly. 
Translated by Herbert, Child, formerly Surgeon, French Red Crots. 
With Introduction by Sir Anthony A. Bowlby, K.C.M.G., K.O.V.O., 
Surgeon-General, A.M.S. 5 s. net. 

Treatment of Tuberculosis by Me^ns of Spcngler's Immune Bodies 
(I.K. Therapy). By Niven Robertson, M.D. Edin., D.P.H. Cantab. 
5s. net. 

Churchill, J. and A., London. 

Microbiology : A Text-book of Microorganisms, General and Applied. 
Edited by C. E. Marshall, Professor of Microbiology, Massa¬ 
chusetts Agriculture College. Second edition. 12tf.6d.net. 
Frowde, Henry, and Hoddhr and Stoughton, London. 

Dream Psychology. By M. Nicoll, Temporary Captain, R.A.M.C. 
6tf. net. 


grits, Sjjffrt Comments, aril ^nsfoers 
to <£orrespri>ents. 

THE DISPOSAL OF THE DEAD. 

The manner of burial or disposal of the dead human body is 
a subject of perennial interest to the public at larger, to 
each individual, and to the sanitary authorities. The 
Burial Act of 1855 enacts that no burial shall take place 
within 100 yards of a dwelling-house, and this decision is 
undoubtedly for sanitary/ reasons. It is necessanly 
affected by the kind of coffin in which the body is bunea. 
Economy in burials, as in other things affecting private 
affairs, is now the order of the day. The cost of funerals 
and coffins has often been entirely out of proportion to 
the status of the deceased and absorbing most of the 
insurance money. Transporting bodies long distances is 
often a matter of sentiment and must to-day be discouraged. 

Apart from ordinary coffins, there have been the 
simple winding-sheet or shroud, a blanket, papier mache, 
bark, the hollowed trunk of a tree, or a wicker basket 
with charcoal. Limestone, other kinds of stem®* marble, 
and iron have all been used for coffins, and there is a 
beautiful alabaster sarcophagus of Seti, father OI 
Rameses II., amongst the art treasures in Sir John 
8oane’s Museum in Lincoln’s Inn Fields. The ooffln as a 
work of art has frequently appealed to oriental nations, who 
have often had them made perhaps years before death, 
a practice not unknown in European countries, cm®® 
ola coffins were superbly enamelled and jewelled with 
fragments of precious stones and gilded with real gold, sir 
Erasmus Wilson said that sometimes copper was fraudu¬ 
lently used instead of gold by the ancient Egyptian artists. 
Some years ago there was an attempt to introduce general 
burial’of the body by pouring lime in the wooden coffin 
just before interment, but the idea did not recommend 
itself to aesthetic tastes or religious sentiment. As 
compromises wicker coffins or alternately coffins 
with thin glass lids, so that the weight of the 
earth should quickly smash in the lid and expedite 
the dissolution of the body, were recommended. J.he 
majority of people in this country, however, bUU 
adhere to lead, oak, and elm coffins with ^niss handles 
and nameplate. In the United States the glass lid coffin 
seems to be growing in vogue, although there a coffin is 
usually called a “ &sket.” The casket may be made oj 
bronze, cast metal, or steel, and claims to protect the 
bodies “ from the hideous violations of the earth. 

The disposal of the bodies of certain of the American 
Presidents forms an example which hygienists will r ®* r ®t. 
There is at Canton, Ohio, a McKinley an ? JP 

this tomb lie the remains of President McKinley and his 
wife in Springfield metallic caskets of bronze. These 
caskets were patented in the United States in 1898,iand are 
claimed to be “ the most perfect burial receptacle known. 
The adherents of burial reform who adv °° a ^ 
dissolution should take place as rapidly as possible and 
that no built graves should be used will hardly be likely 
to agree to this claim. President Garfield was buried m . ft 
: bronze casket in 1881, and President Grant, who died in 

1885, was buried in a casket of Bessemer steel with oval ] top, 
secured by rivets put in red hot. It is 8 feet 
3 feet 6 inches high, and 35 inches wide, painted with 
’ waterproof paint, and stained mahogany colour. Its gross 
8 weight is 3800 lb. It has silver mountings and a g° d plate 
. engraved with his name, “ U. S Grant. ’ It isolaimedto 
be burglar-, air- and fire-proof. President Lincoln was first 
buried in a red cedar coffin, but an attempt was made to 
1. steal the body and it is now covered by a huge 
i* q*h e large number of men killed in the present war ^ aa 
caused a aversion to primitive methods of burial- 
, nature’s barrows and tumuli or crevasses which call for 
'* no coffins. 


Heinemann. Wm., London. 

Manual of Practical X Ray Work. By David Arthur, M.D., D.P.H., 
and John Muir, B.Sc., M.B., Captain, R.A.M.C. T. Second and 
revised edition. 125. 6d. net. 

Kimpton, Henry, London. 

Clinical Tuberculosis. By Francis Marion Pottenger, A.M., M.D., 
LL.D. With Chapter on Clinical Methods, by J. E. Pottenger, 
A.B., M.D. Vol. I., Pathology, Anatomy, Ac. Vol. ll. f Complica¬ 
tions and Treatment. 

Lewis, II. K., and Co., London. 

Congenital Word-Blindness. By James Hinshelwood, M.A., M.D., 
P.R.F.P.S. Glasg. 4tf.net. 

Dangers in Neck-Wear. By Walter G. Walford, M.D. 4$. 6d, net. 

Wright, John, Bristol. 

Medical Annual. 1917. lOtf. net. 

Yale University Press, New Haven, Conn., and New York City. 

Growth of Medicine from Earliest Times to 1300. By Albert H. 
Back. B.A , M.D. $5 net. 


INDIAN AMBULANCE MANUALS. 

From Messrs. Vithal Asharam Thakkar, Shiyapura-Baroda, 
we have received a copy of “ Prathmic Madad hiranaraone 
Sbikshan,” a translation of Colonel R. J. £ ,ackham ® 
book on Indian ambulance training, which has 1been]made 
in Gujerati bv Dr. Dbanjibhai Hormasji Mehta, lecturer 
and examiner*to the St. John Ambulance Asso^ation, and 
iaU supTrintendent at Baroda. The price is 1 rupee. 
The author, who has done his work in a very careful and 
nainstaking manner, is an enthusiastic ambulance worker, 
and has translated forthe useof 

ambulance and first-aid books, incS *The 

Hv^iene ” bv Sir Pardey Lnkisand Colonel Blackbam. lhe 
trans1ationof“ Indian Ambulance Training’’ should, prove 
useful toambulance centres in Gujerati and Kathwiawar, 

, especially in the formation of classes for instruction in 
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receiving the wounded from the Front. Messrs. Claridge 
and Co. f Caxton House, Bombay, publish the original 
edition of “Indian Ambulance Training’’ in English, 
price 12 annas. This firm has also recently issued 
new editions of other ambulance books by Colonel 
Blackham—namely, "The Indian Manual of First Aid, ’ 
fifteenth edition, price 1 rupee, and "A Primer of Tropical 
Hygiene,” third edition, price 12 annas. 

BANTING AND PUNCH. 

The aurist of distinction who first gave William Banting 
the hints as to diet which reduced bis weight by two and 
a half stone 1 was Mr. William Harvey, of Soho-square. 
Writing to his brother Tom in 1863, William describes him 
as “oldish,” but “Al.” The letter, with others, formed 

e irt of the grangerised “ Comments on Corpulency [and] 
ineaments of Leanness,” by W. Wadd, surgeon extra¬ 
ordinary to George IV., which was knocked down for £40 
at the recent Broadley book-sale at Messrs. Hodgson’s. 
The book should have gone to a large medical library. 
William Banting was an unconscious humorist and the 
cause of wit in others. He refers to his obesity in his 
quaint pamphlet as “ the paraeite of barnacles on a ship. 
If it did not destroy the structure, it obstructed its lair, 
comfortable progress in the path of life.” 

Punch began on “Banting” in 1864. According to his 
nautical metaphor, Mr. Banting had been in dock 20 times, 
but had effected no repairs till he came under Mr. William 
Harvey, F.R.C.8. Punch sings as follows 

Some glutton has stated that brave Mr. Banting 
Himself has succumbed to the system he taught. 

Tis false, and he lives, neither puffing nor panting. 

But down to a hundred and fifty pounds brought. 

He's done it, and so may each overfed nigger 
Who'll simplj’ adopt resolution severe 
To avoid, if he wouldn't grow bigger and b'gger. 

All bread, butter, sugar, milk, raters, and beer. 

Take a fresh leaie of life and commence a new era, 

Mr. Banting's adv ce makes one long to b-gin — 

“Drink claret and sherrj\ good grog, and Madeira, 

Take four meals a day and—grow gracefully thin." 

Such is “The Banting Code.” On another page we 
have “ The Banting Restaurant Joint Stock Company 
(Limited).” 

“This will devote its earnest attention to the preparation of 
viands which, whilst excluding, as much as possib <\ saccharine, 
farinaceous, and < leaginous matters, shall neverthelees administer, 
in the highest degree compatible with the absence of those savoury 
substances, to the pleasures of the palate.' 1 

The humour of mere corpulence abounds in the Punch 
of 1864-66, but obesity is apparently always regarded as a 
result of over eating ; pathological obesity, such as Daniel 
Lambert suffered from, is not recognised. 


INTRUDING ANTS. 

To the Editor of The Lancet. 

Sir, —Recently I have heard many complaints concerning 
ants (sometimes called emmets, pismires, Ac., in the country) 
getting into larders, pantries, and food-cupboards. Perhaps 
the prolonged drought has left them free to multiply. 
Latterly I was puzzled to know how ants got into the house, 
but accidentally discovered one means. The portable dust¬ 
bin used to stand on concrete, but some weeks ago was 
placed on earth in the corner of the garden. The ants had 
made a " hill ” underneath it, and when the dustbin was 
carried through the house to the front roadway for the 
periodical removal by dustmen, the ants clung unseen to the 
bottom of the dustbin, which, being heavy, was put down 
half-way through the house. Then some of the ants 
scampered around unseen inside the house. They find 
their way without much delay to the food cupboards and 
pantries. 

I have read of mixtures of paraffin and benzoline in 
equal parts, and of a mixture of snuff and powdered 
black hellebore. I know that many people pour plain 
paraffin on the tracks outside the bouse, lay about sticks 
of firewood soaked in creosote and paint places with 
carbolic acid inside the house, but these methods are not 
pleasant to use near food. Perhaps there are other methods. 
The above are at least 30 years old. Of course I know one 
can always kill them individually, but it is tedious work. 

1 am, Sir, yours faithfully, 

London, June 18tb, 1917. R. T. 

* # * The following are popular remedies: Powdered cloves 
with borax (oil of cloves thinned with methylated spirit 
could be worked up with the borax), or camphor loz. 
with borax 1 lb. Turpentine is a well-known and efficacious 
remedy, but not pleasant for food-cupboards.— Ed. L. 


Communications not noticed in our present issue will 
reoeive attention in our next. 
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LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

BOYAJj COLLBOB OF PHYSICIANS OF LONDON, Ml Mill Hut. 

Tuesday.—5 p.m., Crooni&n Lectures:—Lieut. Col. J. G. Adaml* 
A.D.M.S.1 Adaptation and Disease. (Lectures IV.) 

POSTGRADUATE COLLEGE, West London Hospital, Hammersmith* 
road, W. 

Monday.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr. Gray t. 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Simeon i 
Diseases of Women. 

Tuesday.— 2 p.m.. Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat* 
Nose, and Bar. Dr. Pernet s Diseases of the Skin. 
Wednesday.— 10 A.M., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medioal 
and Surgical Clinics. X Rays. Mr. Pardoe : Operations. 
Thursday.— 2 p.m.. Medical and surgical Clinics. X Rays. Mr. Gray t 
Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.m.. Dr. Simson : Gynaecological Operations. 2 P.M., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera* 
tlons. Dr. Banks Davis : Diseases of the Throat, Nose, and Bar* 
Dr. Pernet: Diseases of the Skin. 

Saturday.—10 a.m., Dr. Saunders: Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman t 

2 pe Operations. 2 p.m., Medical and Surgical Clinics. X Bays* 
r. Pardoe: Operations. 

NORTH BAST LONDON POST GRADUATB COLLBGB, Prinoe of 
Wales's General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m.. Surgical Out-patients (Mr. R. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr. T. B. Whlpham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medioal 
In-patients (Dr. R. M Leslie). 

Tuesday.— 2.30 p.m.. Surgical Operations (Mr. Carson). Clinics »— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients* 
(Mr. Howell Bvans); Nose, Throat, and Bar Out-patients (Mr. 
0. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medioal 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinics:— 2.30 p.m.. Throat Operations (Mr. 0. H^ 
Hayton). Children Out patients (Dr. T. R. Whlpham); Bye OuA- 

E itienta (Mr. R. P. Brooks); Skin Outpatients (Dr. H. W. 
arber). 5.30 p.m., Eye Operations (Mr. R. P. Brook6). 
Thursday.— 2.30 p.m.. Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Outpatients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 P.M., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.— 2.30 p.m., Surgical Operations (Mr. Howell Bvans). 
Clinics:—Medical Outpatients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Outpatients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden-square, W. 

Monday.— 5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m., Clinical Lecture. 

ROYAL INSTITUTE OF PUBLIC HEALTH, Lecture Hall of the 
Institute, 37, Russell-square, W.C. 1. 

Courte of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions:— 

Wednesday.—4 p.m., Lecture XI.:—Major Sir William Milligan* 
M.D.: The Value and Importance of Physical Exercises from a. 
National Standpoint. Followed by a discussion. 


The following Journals, magazines, Ac. have been received :— 

Canadian Journal of Medicine and Surgery, Journal of Laryngology* 
Bblnology, and Otology, Revue de Cblrurgle, Saint Paul Medical 
Journal, Journal of the Royal Sanitary Institute, Indian Medical 
Gazette, Journal of Ntrvoua and Mental Disease, British Dental 
Journal. 


EDITORIAL NOTICES. 

It 1b most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 

S entleman who may be supposed to be connected with the 
Iditorial staff. It is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early Intelligence of local 
events having a medioal interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Leotnres, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated bv the names and addressee 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.” 

We oannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 2, 


1 The Lancet, June 9th, 1917, p. 8S6. 
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MAMIOB E’B HOTIOBB. 

ALTERATION IN THB PRICE OP “ THB LANCET.” 

Increased war expenses and oost of production necessitate 
an increase of the price of The Lancet. Commencing with 
(he new year, the price was raised to 3d. The rales of 
anbsoription remain as revised in October. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 


their Offioes, 423, Strand, London, W.C. 2, are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, *and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority c f 
Agents are able to effect. 

j?HE Colonial and Foreign Edition is published in time 
to catch the weekly Friday mails to all parts of the world. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 

NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 

S 3 rmission, and he will forward copies direct from the 
ffloe to any neutral country on receipt of instructions. 


METEOROLOGICAL READINGS. 

(Taken dxily at 8.90 a.m. by Stewards Instruments.) 

The Lajtcet Office, June 20th. 1917. 
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A DAY’S WORK. 

Delivered before the West London Medioo- Chirwrgical Soeiety 
on June tend, 1917, 

Br ANDREW MACPHAIL, B.A., M.D.,M.R.C.S., 

CAPTAIN, CANADIAN ARMY MEDICAL CORPS ; PROFESSOR OF THX 
HISTORY OF MEDICINE, MCGILL UNIVERSITY, MONTREAL. 


Mb. President and Gentlemen,— “ The Canadian Corps 
is ordered to take the Vimy Ridge.’ 1 So ran the official 
order. Never was an order obeyed with greater alacrity or 
executed with more complete success. This task was set in 
January ; it was performed on Easter Monday. It is of that 
day's work I propose to speak. 

Bat, first, I take leave to assure you that I am fully 
sensible of this high honour—an honour which is shared by 
all who come from overseas: addressing an audience such 
as this from a foundation so famous as the Cavendish, made 
still more famous by the long line of my predecessors in this 
offioe. 

As I scan the roil three persons arise before me with 
singular clearness : Jonathan Hutchinson, who first directed 
my young feet—they were young in those days, although 
[ they have since made many a weary step—towards the 
London Hospital, where I learned the master truth that 
nothing pertaining to humanity is alien to the practice of 
medicine. It was in his company on the hills of Surrey I 
first heard the lark sing as it sang that day over the trenches 
in Artois. Next on the roll is Frederick Treves, from whom 
I learned the purity of surgery—for in those days surgical 
cleanliness was quite new; and, last of all, William Osier, 
who gave to medicine in the New World a fresh direction and 
an upward turn. 

There was a time when even in such company as this I 
should have felt no embarrassment, for the professor’s gown 
had been familiar to me, and I was accustomed to the 
use and even the embroidery of words. But I have long 
-since abandoned the way of letters, and left that no-man’s- 
land of ambiguity, where jest and earnest meet. Fresh, 

I eow, from a life of reticence, in which yea is yea, and nay 
| nay, I listen with alarm to the sound of my own voice. 

Nor do I fail to remind myself that this is a' scientific 
assemblage accustomed on such occasions to the precision 
and austerity of scienoe. Bar from laboratories and books, 
concerned, for the most part, with horses and men, content 
with a hasty guess at diagnosis, and practising the rough 
f surgery of the field I am fully aware that to-night I am 
doing deliberate violence to that long tradition of science 
which has made the Cavendish lecture sacrosanct. 

The Scientific Spirit. 

But, having embarked upon this new adventure, I shall 
he bold, and look even Science in the face. We are at war 
Rot alone with flesh and blood, but with principalities and 
powers. One of the principalities and powers with which we 
1 are at war is that unmitigated scientific spirit which is the 
peculiar possession of the enemy and is, happily, alien to our 
race. 

That spirit is not our inheritance, yet none have done 
more than we for the advancement of real science, including 
the ancillary science of medicine and all sound learning. 
When I practised the trade of Professor of the History of 
Medicine I always regarded Sydenham as the great exponent 
ef our method: “I take the view,” he said, “that we shall 
go without any hypothesis, and study the conditions as they 
appear—the process before the explanation.” 

Upon many occasions I have developed that theme, but 
such is not my task to-night. Yet I cannot refrain from 
reminding you of an example, because it is the most recent, 
the work of James Mackenzie, who, by 20 years of quiet, 
patient observation set at naught the meretricious theory of 
the German upon the action of the heart. The German 
works in science as he works in war. He loves the under¬ 
ground. He throws out saps; he lives and moves and has 
his being in the darkness, when suddenly the free English 
spirit comes over the top in the full light of day. 
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Science with us is only a part of Life aud a development 
from It. Our medicine is but a closer definition of what our 
fathers knew. The snake in India, the brazen serpent in the 
wilderness, the cat in Egypt—these sacred emblems indicate 
that those ancient peoples understood the genesis of 1 ‘ plague. ” 
This badge of maple leaves which I wear is copied boldly from a 
Roman coin, struck to commemorate the discovery that malaria 
can be mastered by draining the land and planting trees. 

Let us grant to the uttermost that the pursuit of science is 
the pursuit of truth. The German cares nothing for the 
pursuit; he is all for the result, unaware that any given truth 
by itself is half a lie.. There is the truth of the soldier, 
which is courage ; the truth of the artist, which is beauty; the 
truth of the woman, which is virtue. The German believes 
that he has attained to all truth when he has discovered only 
a partial truth, forgetting that God alone is Truth, and that 
no man has looked upon God and lived. A lie which is only 
half a lie is far less deadly than a partial truth which is 
believed to be the whole truth. 

Even to science the scientific spirit is fatal. It becomes 
dogmatic and {hen sterile. We have always kept in mind 
that there is a spiritual law in the natural world, whilst the 
German, lacking a philosophy of life, takes what he filches, 
and develops it in the cold void of abstract science. That 
is the genesis of his superman, a monstrosity developed from 
the tentative hypothesis of onr own Darwin. Nay, more, 
the scientific spirit is the enemy of life. We live not by 
truth but by illusion, and the human heart creates those 
illusions which alone make life tolerable. There is a 
profound instinct which impels us to war against the truth, 
against reality. We eschew the fact, and take refuge in 
evasion. From the facts of life we fly to hope. The human 
race has nourished itself upon fiction, myth, and miracle. 
It still finds its fulfilment not in life but in immortality, not 
in formulas but in religion. 

The strength of the English race lies in its capacity to 
live and move in the realm of illusion, of poetry, whereby it 
discovers the higher truth and enters into the realm of 
emotion. The German, on the other hand, has deliberately 
shut himself out from this realm. As a consequence he sees 
darkly, judges falsely, fatally. He cuts himself off from the 
tree of life, and by becoming a scientist—“ falsely so- 
called,” as the Apostle is careful to specify—is become a 
beast without a background. One of your own has said it. 
We may then depart with some freedom, this year at least, 
from the tradition, and look at a common day’s work. 

The Scene of Action. 

I have selected as a text this day’s work merely because by 
a piece of good fortune it fell to our division to act as the 
point of the spear. Two Scottish divisions held one flank, 
and many a man went forward with a lighter heart on that 
account. The 13th Brigade—of an English Division—went 
over with us, those wondrous English soldiers who work in a 
rage and then fall into silence. Down Arras way the 
Australians were working, those handsome soldiers who will 
not hold back. When they get a free road to Berlin there 
will be such doings as the Seer never saw from Patmos. Our 
comrades from South Africa and from New Zealand were 
engaged elsewhere, as all the world has since learned. 

It would be a misuse of the occasion and a mis spending 
of this short hour to attempt a description in detail of that 
day’s work. The result would be merely a piece of journalism. 
No description can make intelligible the events which happen 
in the operatiDg-room or the lying-in ward, and there are 
many subjects over which it is proper to draw the veil. I 
should merely mislead you. The task can only be performed 
by an artist with time and space for selection. By an 
infinity of small things he would create a picture. He would 
make you see a long cliff, extending for 20 miles from the 
north-west to the south-east, in shape like a dog’s bind leg, 
with the Souchez river breaking through at the joint. He 
would lead you up the landward slope, over ridges and 
valleys, until you came to the summit. He would guide 
across a high plateau, and from the edge you would look' 
down upon the old sea which is now the French Flanders 
plain, with its red villages and green fields. This is the Yimy 
Ridge, which rises from Souchez aud slopes down to Arras. 

You should know also that it was on this very spot, and 
upon the Lorette Ridge, which is the twin ridge to the 
north, across the Souchez river, that the French made their 
supreme offensive in 1915. Here was the Labyrinth— 
0 0 
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Soachez, Neuville St Vaast, Ablain Sb. Nazaire, La Targefcte, 
and Aax Rictz —where rifles were discarded and knives served 
out in their stead. Upon theseheightslie60,000of their noble 
dead in fields of crosses which extend as wide as a forest. At 
the time we were somewhat insensible to this great straggle. 

More than 18 months had passed, until on that April 
morning the business of the Canadian Corps was to pivot 
npon its left flank, and drive the enemy into this old sea 
bottom, which was done according to schedule in 468 
minutes. I say minutes, because the plans were drawn as 
rigidly as that, and they were drawn in as fine detail as an 
architect would employ for the building of a house. For 
three months we worked upon those plans with as much care 
as one would bestow upon a performance on a stage. The 
humblest actor had his role, and he was ready against the 
hour when the curtain should rise. 

A Division : Organisation and Lips in the Trenches. 

An army is an extremely simple affair. It is composed of 
divisions, each one of which is seif-oontained, and has a 
staff with several branches. One branch deals with opera* 
tions ; another' has to do with the persons who are to carry 
out those operations; a third is concerned with the house* 
keeping, by which all are clothed, boused, fed, and cared 
for in sickness and wounds. It is with this branch 
the medical service is identified. To each man it appears 
that be alone is carrying on the war, and in a sense 
he is. If he fails, something also goes wrong until all 
may be in jeopardy. In the end some single man in an 
army, like a housemaid in a house, has to do any given 
piece of work. I shall offer yon an illustration. There 
is no water on the Ridge, and men need water. It was the 
business of a housemaid—he was really a staff major—to 
provide water. In the winter be began collecting petrol 
tins, and many a night I have heard him adjuring marauders 
to leave them untouched. To make quite sure, he had them 
stored behind his own hut until he had accumulated a pile 
as big as a church. One by one he had them burned out. 
He had special pack-saddles made to accommodate six tins. 
He filled these tins with sterilised water and had them 
leaded on mules. The pack-train was ready before the 
battle began, and the men drank water in the hour of their 
need. It was by no aooident the Vimy Ridge was won* It 
was carried by the same methodical prooess by which a 
piece of land is farmed, a dinner party made a suooess, or a 
stage performance a triumph. 

It is difficult, too, for yon to appreciate how small is the 
battle area occupied by a division. It measured in this oase 
2000 yards in depth with a frontage of 1000 yards—about 
the size of a nice farm. This area was approached only by 
night or in fog, though ambulances and persons singly on 
foot might take a chance. Onoe the area is entered all life 
is underground. The road from Arras to Bethnne runs at 
the rear, and the ground slopes gently upwards to the 
ominous crest of the flatrtopped, gloomy Ridge. Through 
the bank by this road four trenches enter : two for going up, 
two for coming down. These trenches are joined by laterals 
according to the configuration of the ground, and one mast 
learn his way about as a worm would learn bis particular 
oheese, It is all very mysterious at first, bat in timebeoomes 
as familiar as the streets of London. To oorer the whole 
ground required a full day, and in dear, dry weather no exercise 
could be more pleasant, the trench floors dean, the walls 
defending from the wind, a strip of sky overhead,and it might 
be the voice of a lark against the background of noise. 

It was a bitter winter there, as here. The soil was frozen 
to a depth of 14 inohes. Rain fell. There was little 
drainage. The earth slid in on top of the water, and was 
trodden into a mess like dough. To walk the trenches under 
Such circumstances is the last test of human endurance. 
On earth one can walk ; through water one can swim ; but 
progress can only be made inch by inch when earth and 
water are mixed in due proportion. One wears rubber boots 
hip-high, and from the tops a strap is fastened over the 
shoulders to prevent the boots being pulled off by the mud: 
On one oooasion my orderly lost boots and socks, and came 
in with bare feet. If a man falls be may be lifted over the 
parapet, and left there till night; or he may lie where he 
fell, and be team pled under foot. It requires very little 
resolution to die: life is so hard, and death so easeful. 

Medical Arrangement?. 

When we took over early in February our business was to 
devise medical arrangements in accordance with the battle 


plan, by whioh casualtieeshould he r emo v e d to amain dressing' 
station on their way to railhead. No one system will suit 
all engagements, and the system must be devised in view of 
defeat as well as of victory. Happily our labour was largely 
wasted, since the advance was so rapid that our under¬ 
ground fortress dressing stations were not urgently reqaired. 
This was especially hard on the man who laboured all 
winter at the construction of the posts. One officer almost 
wept with grief when he saw our troops storming overland 
rather than make their way through a series of tunnels to- 
which he had devoted a year in constructing. In this area 
we spent two months excavating ten dug outs, commodious 
as this room, 20 feet- below the surface, shoring the' roofs 
and walls, and fitting the place with racks for stretchers. 
Nearly all this work was done by the medical personnel 
under the supervision of a sapper. Remember, too, that the 
work could only be carried on by night, in fog, or in quiet 
intervals during the day, and that every stick had to be 
carried through snch trenches as I have described. 

Regimental aid-posts and field ambulance Telay posts were 
parts of a system which ended at the rear of the battle ana 
where a huge advanoed dressing station was partly excavated 
and partly built. Two tram-lines had been thrust up by 
night on either flank to be need for sending ammunition and 
rations up, and they were of great service in bringing 
casualties down. 

Let us now attempt to follow the progress of a wounded 
man. When he falls he is attended by the regimental 
medical orderlies and is sent back a few hundred yards- by 
regimental bearers to the aid-post, where be is more care* 
fully dressed by the regimental medical officer. There be i* 
handed over to the field ambulanoe bearers and borne by 
hand, by wheeled stretcher, or by trolley from one relay 
post to another until, finally,, at a distance of one or two 
miles he arrives at the advanoed dressing station. There the 
dressings are examined and, if necessary, renewed. Trains 
of trolleys drawn by gasoline engines are in waiting to bear 
the loads farther to the rear, where they may ba accessible* 
to the motor ambulance convoy, which ta^es them to the 
main dressing station. Here the oases are re-dressed and 
so sent on to railhead, clean, warm, and fed. 

Of the wonoded in detail one sees little ? one sees them it* 
the mass. Our business is to speed them on their way, and 
12 surgeons in a dressing station, working night and dayv 
will clear the casualties as fast as they are brought in. Tte 
walking cases went direct from the field to collecting potato 
and were sent down in ’buses, 40 at a load. The l y i ng 
cases neither move, nor speak, nor utter a - sound. It is only 
when we go to the base or come to England that we see the 
wreck of war and the pity of it all. 

I cannot insist too strongly that medical arrangement* 
must be devised anew for each action ; they vary with the 
plan of battle, and must be modified as the battle proceed*. 
On the day in question an ample supply of blankets wa* 
assembled, but in the night a hitter wind arose, with web 
driving snow. Within an hour 600 additional blankets weremb 
the front, assembled and transported—it does not matter how^ 

Zero hour was at the dawn of a bleak morning. By 
6 o’clock the wounded were ooming in; by 7 the prisoners 
were marching down by companies ; by 8 the supply train* 
were moving up, and by 9 o’clock the whole world was alive 
with men and horses and motors over roads that war* 
spewing up their stony entrails. When the action was over 
the battle area was like a heavy cross-sea which had beear 
partially transformed into land. Further advance wa*> 
impossible by reason of the elements,, earth, and water. 

Difficulties in the Advance: Rapid Evacuation of 
Wounded. 

Wonder is often expressed that after a large action the 
advance is not more rapid. The example of little thing* 
will help towards an understanding. The morning after, 1 
was making my way through crater and crevass upon some 
special business, when I saw a boy gathering flints in a sand¬ 
bag. We two seemed to be alone in the world. There were 
others, bat they were concealed as they toiled np the hole* 
and hollows. He was finding material to make cement for 
wheel bases of the guns. A mule climbed out of the earth* 
He had a pannier with six shells on each side. The advance 
was laborious as that. Horses most have footing, else they 
will go downward instead of forward. Roads must be built 
from the bottom upward, and material for railway*must be 
carried by the strength of men. 
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Sixteen battalions were engaged on this 1000-yard front, 
ifimen to a yard. Each one had its piece to do, and when 
done another battalion passed through and took up the 
advance. All winter the performance had been rehearsed 
behind the lines on a terrain marked off with tapes to imitate 
the battle area as discovered by aerial photographs. To 
each battalion was allotted a certain number of minutes for 
its task. All was over by 2 o'clock, and before darkness fell 
^he Held was clear. The evacuation from the front was so 
perfect and rapid that cases began to accumulate at the 
advanced dressing station; and there they lay, a piteous 
spectacle, but their presence was the finest tribute ever paid 
to the Medical Service. A general passed by, and when he 
saw the wounded lying in ranks on each side of the road, 
-covered with snow, he thought the Medical Service had 
broken down, until it was explained to him that all casualties 
were dressed and fed, eased with morphia, and covered with 
blankets, instead of lying where they fell. Additional 
convoy was procured, and by midnight all were in their beds 
/That day's work was over. 

The Medical Service op a Division. ; 

Yoa have heard much of our unprepared naas for war, but 
the Medical Service leaped up fall-armed when tbe first call 
•Minded. For Iong years the Royal Army Medical Corps had 
worked upon the problem and found a plan. This plan had been 
adopted in Canada, was well understood, and tbe two services 
have operated in a perfect harmony. The best of the profession 
volunteered, and many of them had some previous training in 
military affairs. In my own small unit we had in command 
« surgeon of the first rank; second, an officer who was at 
•ice a surgeon and a soldier ; third, a dermatologist of the 
Ant class, two accomplished physicians, and at least two 
surgeons who had already had a thorough training. Indeed, I 
have heard it said that the professional qualification of the 
men at the-front is too high. A man who can succeed in 
medicine and surgery can succeed at anything. 

It is a canon of military law that one may neither praise 
oer blame his superior officers; and I am neither praising 
«or Warning when I say that our D.M 6., Surgeon-General 
Fester, is a master of organisation, proven by two years’ 
service in the field from Ypres to the Somme and back to 
£onchez ; that Colonel Ross, his successor in the corps, has 
not left the front since the early days of 1915; that our 
A.D. MJ3., Colonel Fotheringham, was on the strength for 
•early 30 years, and had long been one of the leading con¬ 
sultants in Canada; and that bis successor, Colonel Jacques, 
who was in immediate command during that day’s work, has 
bad 10 years’ experience in the permanent force. It was, 
then, not by accident that the work went well. 

It must be hard for you to understand how strictly military 
is'the Medical Service at the front, that is, the service in 
the division as distinguished from the service on the lines 
and at the base. Between tbe two a gulf is fixed ; and it is 
with the division we are especially concerned to-night. In 
a division there are about 20 regimental medical officers, 
and three field ambulances with 9 medical officers each, or 
"27 in all. The personnel is divided into bearer, tent, and 
transport sections, comprising 250 men, or 750 to the three 
ambulances. For transport each ambulance has 50 horses, 
7 motor and 3 horsed ambulances, with general service, 
limbered wagons and carts. Each section is self-contained, 
and marches with bearers, tent orderlies, transport, and 
equipment. At any moment a section can fall out, march off, 
and open up with all appliances for life and work in the 
field. Fuel, food, fodder and water are carried which suffice 
ufitil rations are drawn. The sections can be as quickly assem¬ 
bled, and the bearers of all ambulances may be pooled for suoh 
large operations as took place at Vimy and on the Somme. 

For such precise movements a high degree of military 
training is essential ; and in physique the men must be the 
best, for the work is heavy and the inarches arduous. These 
ambulance bearers and their officers have their advanced 
headquarters 200 yards from the parapet in the regimental 
aid-posts, and in action they go over just behind the 
infantry. They are trained soldiers, the transport carried 
arms until quite recently; they were practised in musketry, 
and all were qualified to take their place on parade with the 
bther elements of the division. 

The Red Cross no longer exists except as the emblem of 
an Eleemosynary institution which provides an outlet for the 
love of civilians for their soldiers. The Medical Service has 


become au integral, and not an ancillary, part of the Army. 
The Red Cross provides no especial protection because it is 
so closely identified with the service that neither side can 
recognise it, although I am bound to say that I have never 
seen any deliberate violation of the traditional emblem. On 
the contrary, I think the enemy has withheld his fire from 
our stations which could be observed as such. He has, of 
course, destroyed our ambulances by shell fire; he has 
killed our officers and bearers ; he has dropped shells and 
bombs upon our stations—but that is the chance of war. 

A field ambulanoe, then, is not especially a medical 
problem. In my own unit, which contains nine medical 
officers, the Colonel fell at Courcelette, a Major gained tbe 
D.&O., two Captains won the Military Cross, two were 
mentioned in despatches—all for military virtue as apart 
from professional knowledge and skill. 

Prevention and TREATiraNT of Sickness. 

But this day’s work was merely an incident or an inter¬ 
ruption in the regular work of the Medical Service. We 
have several million of men to keep in health and care for in 
sickness, and the system by which those ends are gained is 
much more efficiently organised than it is here in London for 
the civil population. First come sanitation and prevention 
of sickness. In all this time I have never detected a foul 
odour except the foetid odour of asphyxiating gas or the 
noisome smell which arises when an old burying-place is dis¬ 
turbed. Except for a few days on the Somme, I have not 
seen more flies than one would see upon a well-kept farm. 
Purified water is put into the men s bottles. To drink from 
an unauthorised source is a crime. Wells are examined even 
whilst they are yet under fire and the food is scrutinised 
before every meal. Men are bathed as methodically as they 
are fed, and by fire and steam the advances of the humble, 
but friendly, louse are disoouraged. Oae acquires a certain 
pity for this most dependent and helpless of all creatures— 
bis means of livelihood are so restricted and he is so 
unbeloved. A battalion of 1000 men oan be inoculated in 
35 minutes; that is an illustration of the speed and organisa¬ 
tion of the Service. 

The number and variety of hospitals is almost perplexing 
and it taxes one at the front to remember where each class 
of case is to be sent. Mild infections go to one place, more 
virulent cases to another, and the channels are kept distinct. 
There is segregation or quarantine, and a mobile laboratory 
is always available for exact diagnosis. 

I am astonished continually at the extraordinary talent 
that is available. London itself is not more rich. Specialists 
abound on every hand. A roan came to me with an obscure 
skin disease. I referred it to our Major, who just happened 
to be a dermatologist. He named the condition 4i erythema 
multiforme exudativum iris.” The diagnosis was written on 
a field medical oard, and with the man it went forward to 
England. It came under the eye of one of the most famous 
of London specialists. He sent back an inquiry through the 
usual channels beo&nse the diagnosis was correct; and-he 
was, I thought, a little irritated, as he supposed no one in 
the Army but himself was entitled to make so fine a dis¬ 
tinction. It turned out that this young Canadian Major had 
once been a pupil of this London dermatologist. 

The Medical Service, above all other servioes, has done its 
perfect work. It has yielded an army without sickness. I 
have never seen a case of typhoid, and the few infectious 
oases are of the nature of children’s diseases—measles, 
mumps, chicken-pox. For the first time, also, in the history 
of the world we have an Army which is free from venereal 
disease. For a time it was part of my business every 
morning to scrutinise the leturns from 30,000 men, and 
days would pass without a single case, especially when leave 
was off. We have come to think of London as a place 
where men contract venereal diseases. That is a saying 
which I commend to you. There are occasional sporadic 
cases. To conceal the disease is a crime. The infected man 
is handed over to the assistant provost-marshal, who 
ascertains the source and has the source of contagion 
deported. The disease is regarded as a self-inflicted wound 
by which a man may secure his return from the front, and 
some base fellows contract the disease deliberately, just as 
they shoot off their fingers or toes. In one house were two 
women. One of them was infected and the other was free. 
The one who was infected demanded 4 francs for her servioes; 
the other bad to be content with 2. I can recommend 
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to you a provost-marshal who will free England from 
venereal disease in six months. It might be worth the effort. 

The Medical Service is no longer the poor relation of the 
Army. By the miracle it has performed of keeping the 
Army fit the consideration accorded to the service is un¬ 
bounded. New problems face it every day, problems that 
must be solved. Trench feet in the first and second winters 
were likely to cripple the Army. Last winter the methods 
of prevention were so sure that a case of trench foot was a 
cariosity and brought stoppage of leave upon a battalion 
which produced them. Medical officers may not command ; 
they advise. But he would be a rash commanding officer 
who would disregard advice repeatedly given. 

For a year we were perplexed by trench fever, and I am 
afraid we showed too little sympathy with the men who 
were suffering from the malady. The pain in the shins, 
which is almost intolerable, was too often attributed to 
myalgia, but, thanks to the service at the base, we now know 
better. We have learned to discriminate between the varieties 
of 4 ‘ shell shock,” which range from cowardice to mania. 

The Outlook. 

By that day's work on Vimy Ridge we convinced ourselves, 
and proved to the enemy, that we cannot be beaten. After 
that other, and later, day’s work on the Messines Ridge—a 
ridge I watched for 11 weary months—we can say with 
surety that we shall win, that the enemy will be defeated, 
that he will defeat himself in the slow effluxion of time. We 
are now free to prolong the war until it suits us to bring it 
to a close. Up to the present we have been fighting for our 
lives, unable to indulge with confidence in the full hope of a 
slow, relentless, methodical victory. 

In the beginning we were inclined to take the German at 
his own estimate of himself, to look upon him as a tree 
walking. Now we have the true measure of him, and we 
are not in the least afraid. Docile yet courageous, hating 
other lands yet loving his own, hysterical yet obstinate, he 
oontinues to be a formidable foe. Although we have long 
since matched him in equipment and surpassed him in 
organisation, we still deceive ourselves about his powers of 
subsistence, since comfort to him is penury to us. We were 
close upon his heels in Vimy village, and a detailed examina¬ 
tion of his abandoned stores was not encouraging. In one 
dug-out there were sides of bacon, abundant bread, potatoes, 
bottled waters, dressings, drugs, articles of new, sound 
leather, phonographs, and a copy of Kant—by no means a 
bad equipment for carrying on war. Prisoners who have 
helped us to clear many a field are capable and diligent, 
with a certain patient, pathetic helplessness, but a high con¬ 
fidence even yet. Nor do we forget the surety of the 
enemy’s intelligence and his quickness to act upon the 
results of his experience. Li&ge, Namur, and Antwerp 
taught us the futility of the Vauban fortress. Vimy and 
Messines taught him the futility of massed trenches, and he 
instantly adopted a new defence. His line is now not a 
line. It is a fortified country ; but to that also we shall find 
an answer. 

The end is not yet, nor is it even in sight. My counsel is 
that you should close your eyes to the end. Look upon war 
as a normal condition. Forget it, as all normal things are 
forgotten. Cease praying for a speedy end—and peace, else 
you will acquire what the French call the psychopathy of 
the barbed wire. Peace and the end will come when your 
unhampered armies shall have performed their task. At 
one time there was ground for alarm, and excuse for 
panic. Now there is none. This very night we see the days 
grow short for the fourth time since we took arms in our 
hands. Several times we shall see the days grow long and 
short again before we shall have our will upon our enemy ; 
but we are now free to turn our eyes away from the thing 
itself and to reflect upon it, to scan the long course by which 
we have arrived, and so shape our course towards the end— 
in short, to examine our experience and be governed by it. 

In these three years we have seen grow up the most perfect 
military organisation the world has ever known. This force 
was created by the genius of this people. It has arisen out 
of their life, out of their traditions, out of their way of 
doing things, the tradition, namely, that each man shall go 
upon his own way with unimpaired liberty, to think, believe, 
and talk as he likes, to trade as he likes, to work, or refrain 
from working, with perfect assurance that in time of need 
the old, dull instinot and dumb sagacity of the race will 


assert itself, that every man will fall into ordered ranks 
and proceed upon the appointed way, even unto the ench 

The Inspiration op English Literature. 

All these years I have heard a cry of self-deprecation and 
self-pity that we are not as other men—even as the German* 

—are. I have seen it urged, for example, that we should 
retain the classics in our schools, since the Germans spend 
more time upon classics than we do. The Hun is yet in our 
hearts. He discovered the association between the teachings 
of science and material prosperity. There are, on that 
account, persons now amongst us, interested in education, 
who never thought of the subject until it was presented to 
them in this light. If they had their way we should lose 
the war even by winning it. We have put the matter to the 
test, and it will be time enough when we have lost to recask 
any element of our life in a Germanic mould. , 

We have put all upon the cast of war—our lives, our 
property, our way of life. We have not yet won. We shall 
lose, and we shall deserve to lose, if now we are false to the- 
civilisation by which we have attained to these heights, and 
forsake our old custom—namely, “to defy power which 
seemed omnipotent, never to change, nor falter, nor repent. ,r 
We have no cause for repentance. This is not the time to 
falter or change. You English require no alien teacher. 
Trust your own. It is written in your books. All else to 
you will be as a garment put on. Trust your Chauoer, your 
Shakespeare, your Dickens, your Kipling. They will carry 
you through. Trust your own poetry, and let German 
science go. Poetry is the last possible utterance of humanity. 
Not by wisdom alone do poets write poetry. By some sort oF 
inspiration they say many fine things, and do not themselves- 
understand the meaning of them. It is the Race which speaks. 

Illusion is the prerogative of the English. Their strength 
lies in that; because it goes with eternal youth. When the 
illusion fades old age has come upon us. It is the inspira¬ 
tion of all our literature, for great writing and all religion i» 
an attempt to weave a veil of beauty to hide the facts of 
life. All other writing is an attempt to tear this veil aside. 
This in the work of the cheapjacks of literature and of 
religion. Religion and literature are great according to the 
promise which they hold out, like the promise of spring* 
which by some magic persuades the hungry human heart 
that even the dead will come back to life, the promise to 
youth of the perfect woman—all dreams of youth which men 
reverence even after they are awakened. Above all other* 
we have created the illusion of war in virtue of which men 
go eagerly to their death. If it were not for this quality 
how should we have survived those dreadful days of 1914? 

The Lessons op the Past. 

To this old raoe there is nothing new. This is not the first 
time we have been at war, nor will it be the last. War is- 
always the same in principle, though it may vary in methods 
Even the battle-fields are the same from the time of Csas&r 
until now. On the way up from the Somme we followed the 
very road by which the war-like Henry retreated from Amiens 
and Peronne and we passed within a little of the field oF 
Agincourt. This area might well be set apart by this new 
League of Peace as lists which nations must use when they 
feel that they must fight. At first the situation was new to 
us. It is over a hundred years since we were at war. All 
affairs in the interval were merely expeditions, and we still 
describe our considerable establishment in France not as an 
army or armies, but as an “Expeditionary Force.” 

We made one miscalculation—only one. We were well 
aware that a nation goes to war as a pastime or diversion 
from the ennui of peace. For the first time in our history we 
found ourselves fac^ to face with an enemy which attacked 
us as a matter of business. 

But for all else you will find precedent. Look in your own 
old Langland and you will see as in a looking-glass the 
situation in which we find ourselves to-day. This very people: 
was in trouble with war and want of food. Piers Plowman 
offered to guide them to the truth, for, he said, Conscience 
and Mother-wit had showed him her dwelling. But, first,, 
they must help him to finish a piece of ploughing. Remark 
that the Plowman does not employ women on the land. 
Those of the common sort are “ to sew the sack to keep the 
wheat from spilling,” to “spin wool and flaw,” to “ weave 
cloth,” and teach their daughters the art. Lovely ladies 
are to make embroideries “to honour churches.” The 
knights, too, were eager though ignorant. 4 4 Teach me> 
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quoth the Knight, and, by Christ, I will try.” The Plowman 
would have no amateurs—women or men. Let the knight 
administer justice so as to “ keep down the wasters and the 
wicked men who spoil the world.” Then they all fell to 
work 14 full eagerly ” each man in his own way. 

I take it upon myself merely as a Voice to utter one word 
of warning to this people. It is for England we all are 
fighting, the England of history, not for a Utopia or any 
figment of disordered minds. There are disordered minds in 
our absence working to wrench the old internal polity from 
its foundations, and no department of life is to remain 
untouched. There is to be a new electorate, a new drink or 
no drink at ail, a new religion, a new educations 

We know whit labour is ; but we do not know a Labour 
which confers, and deputes, and strikes, and has Ministers 
of its own. When a section of the community develops an 
interest and authority apart from the interest and authority 
of the community as a whole, there is then in the organism 
an oveigrowth which is at first a foreign body and eventually 
becomes indistinguishable from a cancer. 

In all this spectacle of war the noblest spectacle of all is 
44 the golden metall of our souldiers”; and the means by 
which we are attaining to victory are the means by which 
victory has been attained from the days of Ralegh even 
until now—namely, “the employment of our common 
English souldier leavied in haste from following the cart or 
sitting on the shop-stall.” To this we have added a new 
element, the very flower of the flock, the precious offspring 
of the universities and school*, all our beauty and our youth. 

Has this 44 souldier ” from the soil done so badly that his 
children must be educated from books after the technical, 
practical, Gradgrind, German method ? The soldier will 
see to it. He himself may have been educated to such a 
point that he knows the nature of the soil, the place and 
time for sowing his corn, the public-house which sells an 
ale most tasty to his palate, the choicest spot in the parish 
for sunning himself on a Sunday afternoon. In this new 
hard school of poverty, temperance, and obedience he has 
educated himself still more finely, and by practising those 
virtues he has made of himself a “sufficient man.” 

Only the other day I read a solemn lamentation over the 
indisposition of the English to speak with foreign tongues. 
An experience in a ship trading in the Levant was cited. 
The captain had traded along these coasts for 20 years, and 
yet could not speak a word of Italian or Greek. His method 
of unloading his ship was to take a big stick in his hand, 
make himself red in the face, sweat at every pore, and curse 
in his own vernacular, whilst an Austrian lying alongside 
was addressing the natives in their own language. The 
narrator adds, however, that the stevedores grinned, 
wondered, and obeyed the English sea captain. It may be 
that he had the proper way of unloading a ship, and that his 
education was the best for life in the Mercantile Marine. 

The Messages of War. 

The value of war lies in this: it restores simplicity to life, 
and brings down the top-hamper which peace has super¬ 
imposed. At the moment you are striving to reform a social 
life which is passing away. This generation has been 
dominated by the machine; and all effort has been 
expended upon machines for making more machines instead 
of towards the work itself. Science has been crying aloud : 
“Come and see what I will do for your souls”—and we 
have seen. I think that in future his giantship will go 
somewhat crestfallen, and that machines and those who tend 
them will have less power. 

The danger of insidious revolution is a real one. By 
winning this war we may lose it. Equal in importance to 
winning the war is making ourselves worthy to have won it. 
The winning of three wars was the ruin of the German, and 
we have seen the process of degradation with our own eyes. 
Up to the present generation there was a German with 
human ideals, that Germany about which Carlyle gabbled— 
by which he wrought us much evil—and Matthew Arnold, 
the first of our own heretics, vaunted continually ; but we 
have seen it become detestable by reason of a carnal and 
spiritual vulgarity. There is no primitive truth in its inward 
parts ; even when its words are sincere its thought is double. 
This people, which was once great, took its place at the mill 
like a blinded giant, turning out meanness and cheapness for 
any Philistine. It lost all sense of beauty. Music died in 
the orchestration of Wagner and the heathen shouting from 


the stage ; literature perished in a contemplation of their 
national hero who sacrificed his soul for the lusts of the flesh 
—an elderly professor with the powers of Hell at his com¬ 
mand, whose ultimate good was science and the violation of 
women. 

Even yet I see no signs of repentance. Evil is yet their 
good. But I think I do witness a sign that the just and 
righteous judgments of God are about to fall upon hardened 
and unrepentant sinners, and that this Caliban which yet, 
alas ! squats athwart the pleasant land shall soon quit the 
earth and depart to his own place in the cold void of history. 
His habits are not new. Two hundred years ago we saw 
the work of the Hun in Scotland. You know him as 
the Duke of Cumberland. By common consent we still 
describe him as the 44 Butcher.” But we, for our good,, 
are reviving amongst us certain primitive truths : that a 
nation cannot exist which is detached from the soil, and that 
the perpetuation of the Race depends upon the primitive in 
Woman. 

Mistrust, then, your lesser intellectual breeds: your young 
Byrons who cursed when Waterloo was won, your young 
Wordsworths who cast up the red caps of Revolution, as many 
in these days are casting up their caps too soon. Mistrust 
your 4 4 intelligentsia, ” mere bores and busybodies, who seize 
the moment to put into effect their vagaries. A nation 
governed entirely by the paid leaders of men who work with 
their hands may prove to be no more desirable than a nation 
governed by men who trust in their sword arm alone. To 
exchange a military union for a trade union is to exchange 
thongs for scorpions. Depend upon the safe, solid sense 
which you have inherited from your fathers. These are no 
times for experiments. We have been saved in former times, 
and we shall be saved again if we put our trust in the old, 
unaltered blood, in the passion, the piety, and the prowess of 
the line. 

You have heard it said that all great wars in the past were 
religious wars. This, too, is a religious war—against the 
calculated atheism which would make of religion a speculative 
department within the bounds of the scientific spirit. This ia 
the spirit against which the mediaeval church continually 
strove by persuasion, remonstrance, and cursing, and finally 
called to its aid the secular fire and sword. The church with. 
profound instinct discovered the tendency which would 
inevitably produce a race of logical German ultra-Protestants, 
of which the Fathers prophesied. It may, indeed, be that 
the German has lost his soul ; for races, nations, and men 
do arrive at a point where they have no soul to save. 

I think that this class of intelligentisia has been worse 
infected, and has done more than any other ft) spread the 
Germanic virus. Even in the universities the “German- 
trained ” scholar was the thing, and in those doubtful, early 
August days their influence was against the instincts of the 
people. Quite recently I heard one of them say that he 
considered the German method for disposal of their dead 
44 extremely sensible.” 

When I came overseas, I called upon one of these 
44 scientists,” and he could not restrain his astonishment 
over the queer garb I wore. He asked me the meaning of 
it. I did not tell him. He would not understand. In a 
place so remote that maoy of you have never heard its name 
the alarm of war reached us 24 hours after it had sounded. 
A boy was sitting beside me reading a book. He laid down 
the book and walked a little way. I picked it up and read:— 

44 It is not to be thought of that the flood 
Of British freedom which to the open sea 
Of the world’s praise from dark antiquity 
Hath flowed witli pomp of waters understood— 

That this most famous stream In bogs and sands 
Should perish, and to evil and to good 
Be lost forever.” 

The boy came back and said, 44 1 think I will go to the war.” 

44 To-night or in the morning ? ” I asked. 44 In the morning,” 
he said. He went away in the morning. I saw him next In 
Plug Street Woods. A little child does sometimes lead safely. 

In the absence of your soldiers keep the national emblems 
bright. Keep the fountain of honour undefiled. The 
majesty of the King appeals with peculiar intimacy to all 
who can claim the northern kingdom for their home, or the 
home which their fathers left to adventure over other seas. 
By nature we are Royalists, and upon this matter we are not 
likely to suffer from false illusion. The Crown has become 
the seal and bond of Empire. We from over-seas are not 
especially enamoured of your Houses of Parliament or of our 




Tbs Lancet,] DR. R. J. ROWLETTE: LIMITATION OF VACCINE TREATMENT. 


[JUNE 30,1917 


61rtn either; and, if we cato believe what we hear, yon yourtelves 
ttaVetoo great pride in them. These Houses would do well 
to remember that there is always an appeal to the King, and 
'tirheto such an appeal is made by men accustomed' to arms it 
is likely to be irresistible. 

‘What love we have ’ lost> for Parliament we have reserved 
■for OUr King. A soldier’s love for his King is a passion in 
itself as profound in nature as the love of man for woman. 
It is only measured by the degree to which the soldier 
himself is kingly. No soldier will ever forget the day when 
the King rode athwart our closed columns and looked into 
ctoe’s eyes with his lovely StUart eyes. He is the finhl 
hutnan being to whom the humblest soldier may make 
appeal. This instinct of the soldier of our "race, that even 
in this world in the person of the King lies an abode of 
justice and mercy, is as ineradicable as the instinct which 
impels men of every age and race to lift beseeching hands to 
Oar Father Which art in Heaven. 
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It is my aim this evening to sketch very briefly the place 
that vaccines should take in therapeutics, and to consider 
Whatrmay fairly be expected of vaccine treatment and what 
are its limits. I am aware that the observations I have to 
make are obvious and even commonplace, but I have often 
heard them overlooked both in public discussion and in 
private conversation. 

The Difficulty in Estimating Therapeutic Results. 

It-is notorious that no judgment in medical practice is 
•more difficult than the estimation of the value of a particular 
method of treatment. A new method is introduced, it wins 
a certain amount of favour, it may beoome the fashion, and 
unless it is accompanied by some obtrusive disadvantages or 
(dangers, many of us are convinced that the treatment is, if 
not “ the last word,” at least "'a distinct advance,” and we 
.go on with it until a new fashion takes the place of the old. 
Our reasoning on these matters is never logical, and rarely 
individual. We are governed by laws—if they be laws— 
Cf herd psychology. Oar conclusions are instinctive, not 
conscious. 

This is, in part, due to the difficulty of forming a judg¬ 
ment of Cause and effect in a highly complex set of 
phenomena. It is difficult or impossible to arrange a thera¬ 
peutic experiment in such a way that the conclusion is 
tirresistible. The problem is not so complicated in surgical 
as in medical treatment, as the conditions more closely 
^approach those of scientific experiment. Nevertheless, 
surgeons are not free from the influence of fashion—that is 
to «ay, from the sway Of inaccurate judgment. Gaatro- 
•enterostomy, appendicectomy, colectomy, Jackson's mem¬ 
brane, have all had their vogue, and the nuciform sac is 
not the exclusive specialty of an imaginative surgeon. 

In every branch of medicine we meet this difficulty of 
estimating therapeutic results, but in the case of vaccines 
the difficulty has been increased by certain more or less 
accidental circamstances. Vaccine treatment came to us 
as a gift from the laboratory. It came, therefore, with a 
•certain scientific pedigree which demands for it our considera¬ 
tion, but it i3 often presented by men trained in laboratory 
methods, without clinical experience, and without the know¬ 
ledge necessary for the comparison of therapeutic results. 
On their side, clinical workers, being unfamiliar with the 
technique of vaccines, have been content to leave their 
administration to those who were. It has come about, 
therefore, that for years, and, indeed, to a certain extent 
to the present day, vaccine treatment has remained in the 
hands of men of laboratory training. It is, however, clinical 
experience, and that only, that oan seal its value. 


* An address delivered before the Section of Medicine, Royal Academy 
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The enthusiasm of the introducers of vaccine treafcment-*- 
an enthusiasm often untempered by clinical experience—has 
put forward somewhat extravagant claims. These claims, 
misunderstood and misrepresented, led the optimistic ho 
expect miracles. But miracles do not happen, and those 
Who were disappointed, on the one hand, and, on the other, 
those who had their prophesyings of evil accomplished, 
agreed to declare that they had been hoaxed. The number 
of successes, however, was sufficient to keep up some belief 
in the miracles, and between the faithful and the sceptic 
there seemed to be no common ground. Certain trading 
firms sarw their opportunity, and by making impossible 
claims for inferior products caused both disappointment and 
disgust. In Short, an abnormal state of mind was produced 
which has prevented the profession exercising a normal 
judgment. 

We have, however, passed through both elation and 
depression, and we are, I hope, now in a position'to judge 
coolly Of the rightful place of vaccines in treatment. 

Preventive Inoculation. 

First, as regards their place in preventive medicine. The 
experience of the present war puts beyond all question the 
value of preventive inoculation against the enteric diseases. 
Our troops have been inoouiated against typhoid, but not at 
first against paratyphoid. We know how rare has been 
typhoid, although paratyphoid, hitherto regarded as a 
rare disease, has been in some areas by no means un¬ 
common. Yet medical officers from most of the fronts 
have made us familiar with the insanitary conditions under 
which the men have to live and of the gross contamination 
to which much of the drinking water is subject. If our 
troops had to rely.merely on sanitary precautions in the 
ordinary sense and were not protected by inoculation there 
does not seem to be any reason why they should not suffer 
from disease as troops suffered in South Africa and in most 
other campaigns in history. 

In our ordinary home-medicine we have Also experience of 
the efficacy of preventive vaccination, particularly in the 
results of inoculation against recurrent catarrhs of the 
respiratory organs. The problem is more complicated than 
in the case of typhoid in that we are dealing with infections 
by organisms with which we are not so familiar and, more¬ 
over, we are dealing not with a single organism, but with 
several, out of which it is a matter of difficulty to select the 
main infective agent. We have not, therefore, as good a 
record of success as in inoculation against enteric, but, 
nevertheless, successes are sufficiently numerous to justify 
us in the hope that with a more intimate knowledge of the 
bacteriology of the respiratory tract, and more particularly 
with the development of knowledge of a correlation between 
the different forms of respiratory catarih and different 
species of bacteria, we may soon be in a position to judge 
what class of cases may be satisfactorily treated and what 
class we cannot expect to influence. It must not be forgotten 
that the-attacks of some diseases, of which the best example 
is perhaps influenza, do not appear ordinarily to confer 
immunity, or at any rate an immunity which persists for 
any length of time. In the case of such diseases we are 
not likejy to produce any persistent effect by preventive 
inoculation. 

•Vaccine Treatment : Action and Limitations. 

I have dealt with the question of preventive inoculation 
first for two reasons. In the first place, the claims made 
for vaccines *are admitted. But, in the second, the con¬ 
sideration of the prevention of disease by immunisation 
helps ub to understand what we have a right to expect from 
vaccines in curative treatment. Active immunisation is the 
training and marshalling of the protective forces of the body 
against a particular kind of attack. That is to say, it is 
an attempt to stimulate a natural process—the process by 
which the body naturally defends itself against bacterial 
invasion. 

A vaccine is not a new ally in the fight between the 
parafiite and the host, assisting the latter to destroy the 
former. It Is only a stimulus to the body to exert to the full 
its natural powers Of resistance and protection. Of itself-it 
can do nothing. Although, then, one rightly speaks of 
vaccine treatment as specific, it is spedfio in quite a different 
way from the so-called specific action of drugs. We suppose 
quinine to be specific for malaria, and arsenic or mercury lor 
* syphilis, beeanre&’we believe Ihedrag in 'each case to ! exert a 
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special destructive action on the infecting parasite. But 
vaccines are only active against bacteria mediately in that 
they stimulate the production of bodies which possess 
special destructive powers toward particular organisms. 
Vaccines are, therefore, in a sense only specific at second¬ 
hand. 

As the action of vaccines is merely stimulative of certain 
natural powers of the body, it is clear that if the body is 
already exhausted, if it is no longer able to produce the 
snhstances, the vaccine fails. Moreover, in cases where it 
does not fail, its success, is proportional to the power of the 
tissues to respond to its call. To expect uniform success 
from vaccines is therefore as unreasonable as to suppose that 
the body can never fail in its defence against attack. 

It follows that the cases in which we may expect the best 
reenlts of vaccine treatment are those in which (1) the body 
has not yet lost its natural power of resisting infection, and 
(2) in which there has not been great tissue change. If the 
body has no power of resisting infection the vaccine is quite 
inert. It is as useless as a trumpet-call in a deserted 
barrack-square. It is not possible to tell whether such cases 
really occur, nor how to recognise them if they do. We must, 
however, be prepared to meet them and not to be dis¬ 
appointed if the inevitable happens* 

The second qualification is of more practical interest. 
When grave tissue changes have taken place we cannot hope 
by any method of treatment either to restore lost tissue or to 
cause the absorption of masses of new tissue of a degenerate 
order. Vapcinea can only produce a resistance to an infec¬ 
tive process—they have no effect in dealing with the results 
of that process after the process has ceased. I do not 
suggest that there are not other agencies in the body at work 
to restore damaged tissue to the normal, but these agencies 
are neither helped nor hindered by vaccines. Let me take 
one example:— 

A Fallopian tube becomes infected by, let us say, the 
gonococcus and suppuration follows. While the infection 
lasts, its progress may be hampered or prevented by vaccine 
treatment. But once the gonococcus loses its vitality, 
vaccines give no help to the tissues in their struggle to 
return to the normal. Neither will vaccines cure a stricture 
of the urethra consequent on gonorrhosa. This is so obvious 
an to appear commonplace. But let us supply the same 
reasoning to the effects of rheumatic infection, whether on 
the joints or on the valves of the heart. We may reasonably 
hope to hamper the progress of rheumatic injury or to arrest 
it altogether. But if gross tissue changes have occurred, 
they cannot be repaired by vaccines. It would be as 
reasonable to suppose that, if the invaders were to-morrow 
driven from the fields of Flanders, those fields would be 
restored forthwith to the condition in which they were three 
years ago. The battle may be over, and the invaders destroyed, 
but maDy of the traces of battle are ineradicable, while 
others will persist for years. Louvain and Ypres will never 
be again what they were three years ago. Neither will the 
heart valves that have been eroded and fibrosed in the battle 
between the infecting cocci and the protective agencies of 
the body be the same again. 

Scope of Vaccine Treatment. 

The question is not infrequently asked, What class of 
diseases should vaccines be employed in? The answer, 
bearing in mind the limitations I have already suggested, is, 
Every infective disease due to bacterial origin in which the 
bacterial cause oan be discovered. The acuteness or 
ohronicity of the condition is beside the point, though it 
may have mnch to do with the method of administration. A 
similar remark applies to the question whether the disease is 
general or looai. In every case where a fight is going on 
between the body and an invading bacterium there is reason¬ 
able hope that the defensive forces will be strengthened by 
the administration of a vaccine. But, as vaccines are specific, 
a correct bacteriological diagnosis is necessary. In this 
vaooines are at a distinct disadvantage if contrasted with 
other methods of treatment. By rest, suitable food, good 
nursing, and relief of unpleasant symptoms we cure, or 
rather assist nature to cure, many of our patients. If before 
treating them an accurate diagnosis were necessary bow 
many successes would we have ? But if vaccine* are to have 
any effect' at ail their uee most be preceded by correct 
diapxoeU. We must bn sore that we are treating with; the 
iltf eoting> organism. Of course* if the infeotion be mixed, as 


is so often the case, we must often be content to treat with 
a group of organisms—i.e., with a mixed vaccine—being 
assured that at least one element in our vaccine is specific 
for the infection, and that the others, if not helpful, are at 
least harmless. 

No greater misconception can exist than the notion that 
vaccine treatment is incompatible with the use of other 
methods of treatment. On the contrary, one rarely gets the 
best results from vaccine treatment unless one makes full 
use of whatever concomitant measures his own experience or 
the accumulated experience of others may suggest. Few 
drugs are in any way inimical to the action of vaccines, and 
those that are, are depressant to the natural resistive powers 
of the body, and are therefore contra-indicated in the class of 
diseases in which vaccines are employed. Of these the only 
drug in common use is aloohol, the employment of which 
in septic diseases should by now be obsolete except under 
rare conditions. Vaccine treatment, therefore, goes side by 
side with treatment by drugs. 

In surgical conditions, operative measures, or anything 
else that surgical knowledge suggests should, of course, be 
practised when required. The only precaution to be 
observed is to withhold inoculations in immediate proximity 
to any manipulative proceeding, which may gives rise to auto¬ 
inoculation. Otherwise vaccines, of course, act in their 
nortnal manner of increasing the protective power of the 
body. 

I said at the beginning that mnch misjudgment of vaccine 
treatment by the profession has been due to the treatment 
being so largely committed to men unaccustomed to clinical 
work. It cannot, however, remain in the hands of a special 
class. As an important branch of therapeutics it must 
become familiar to every practitioner. No student can be 
considered to have gained a sufficient knowledge of thera¬ 
peutics who has not become familiar with both the doctrine 
of immunity and the practice of immunisation. In this way 
vaccine treatment will come to take its proper place—not as 
something peculiar and special, but as an essential pact of 
the treatment of infective disorders of bacterial origin. 

Dublin. 
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Two ohief factors are concerned in bringing about the 
heart troubles of soldiers. One of these, the physical and 
emotional strain of military life, has attracted much atten¬ 
tion since the war began, and the group of symptoms named 
by Dr. T,. Lewis and his fellow-workers the “effort syn¬ 
drome ” has been treated of by many medical writers. The 
seoond factor, the temporary weakening of the heart muscle 
by, campaign diseases, has received much less notice. 

Among soldiers of the Mediterranean Forces the effort 
syndrome has been as much in evidence as on the Western 
front, but we have also seen very, many cases in whioh 
malaria and some in which other epidemic diseases, such as 
dysentery and trench fever, have left the myocardium 
damaged for a time. 

It is the aim of this note to call attention to these oases 
and to emphasise the fact that treatment by graduated 
exercises, which has proved so useful in the differentiation 
and cure of the functional cases, is unsuitable and does actual 
harm in the organic cases, so long as the physical sign* of 
damage to the heart muscle persist. 

The symptoms described by the patients are shortness of 
breath on exertion, inability to walk any distance, and, in 
some cases, pnecordial pain. The physical sign is an exten¬ 
sion of the cardiac dullness towards the right, often to 1£ or 
2 inches beyond the mid-sternal line. Only in extreme 
oases is there any conspicuous extension towards the left* 
The dull area has a clearly defined outline, and yields a 
sense of resistance on percussion. The resistance can also 
be appreciated by dipping, with the pads of the fingers, 
along the course of the ribs or intercostal spaces. This 
method of palpation was taught me, years ago, at the Hospital 
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for Sick Children, by an American friend and pupil, Dr. 
T. Wood Clark, and I am convinced that, as a means of 
marking out the cardiac area, it supplies a valuable control 
to percussion. It is better to mark out the area by palpation 
first, and to check the findings by percussion. 

I am well aware that some physicians, whose opinions are 
entitled to all respect, deny the possibility of determining 
the right border of the cardiac area by percussion, let alone 
by palpation, but this is wholly at variance with my expe¬ 
rience. Many of us working in association here (as previously 
in England) have examined cases and have checked each 
other’s findings, with open eyes and blindfold. We have 
agreed in our markings, have watched the drawing-in of the 
area of dullness under treatment, and its re-expansion after 
renewed strain or relapses of malaria, and are confident of 
the correctness of our observations. My colleague, Colonel 
H. H. Tooth, allows me to quote him as endorsing this state¬ 
ment. Murmurs are not often heard in the cases under 
discussion, and when present are of the functional kinds, so 
common in sddiers. The patients are many of them 
amemic, but there is no obvious relation between the degree 
of anaemia and the increase of the cardiac area. Their blood 
pressure is often above the normal for their ages, as is usual 
in soldiers who have recently been on active service, and 
often fluctuates widely with position, emotion, or exercise. 
The great majority are of the younger military ages. 

The signs described are such as my late colleague, Dr. 
D. B. Lees, taught us to look out for in rheumatic children, 
in whom the enlargement of the cardiac area, ascribed to 
myocarditis, often precedes any indication of endocardial 
lesion. 

The X ray shadow of a normal heart extends some way 
beyond the right border of the sternum, and the right 
auricle, to which this shadow is mainly due, is covered by 
the edge of the lung. Extension of the cardiac dullness to 
the right must indicate a pushing aside of the lung and the 
bringing of a larger area of the heart’s surface into direct 
contact with the chest wall. My assistant, Major G. 
Graham, has pointed out that the abnormal dullness is 
abolished when the patient draws and holds a deep breath. 
Presumably the dullness results from dilatation of the 
auricles, especially of the right auricle, and it does 
not necessarily follow that such dilatation will cause a con¬ 
spicuous extension of the cardiac shadow. Major Graham 
is making a series of accurate measurements of the shadows 
of such hearts and of normal controls. His results, which 
are as yet incomplete, will be recorded by him in due 
course. 

We have had opportunities of watching the effects of 
various treatments in these cases of post-malarial dilatation, 
and in one of our military hospitals wards have been set 
apart for them under the care of Dr. Prudence Gaffikin. It 
is to be hoped that she will publish an account of her 
results later od, and it is only necessary to give a few 
general conclusions in this note. 

Our experience has convinced us that the fitting treat¬ 
ment for such patients is complete rest until the cardiac 
dullness has returned to its normal limits and for at least a 
week afterwards. The hearts of many patients which have 
not responded to modified rest have come in after complete 
rest has been imposed. The patient is not allowed to rise 
from his bed for any purpose, nor even to sit up in bed for 
his meals, nor is he permitted to smoke. We have seen 
patients who have been treated by exercises ab initio , and 
others who have been allowed up after a short period of rest, 
although their hearts were still dilated. Neither plan has 
anything to recommend it, and the results have been wholly 
unsatisfactory. When the dilatation is recent the cardiac 
area may return to its normal limits within as short a period 
as a week. In cases of longer standing, in which rest has 
not been imposed at the outset, longer periods, up to six or 
eight weeks, have been required. In no case has the heart 
failed to come in sooner or later. 

In Dr. Gaffikin’s wards the patients have begun gentle 
resistance exercises in bed 10 days after the cardiac dullness 
has come in. Then follow graduated exercises in the erect 
posture, and, if all goes well, they are sent to a convalescent 
camp, where the exercises are continued, under careful 
medical supervision, in an organised heart clinic. 

As a rule, under such treatment, the heart does not 
re-dilate. If the area of dullness should again spread to the 
right a further period of rest is imposed. In some cases a 
rdapse of malaria has caused a return of the signs, even 


during the period of complete rest. A few patients show a 
great liability to repeated re-dilatations under very slight 
provocations—a condition for which the apt nickname of 
“concertina heart’’has been coined. Drugs play a com¬ 
paratively small part in the treatment. Some of us advocate 
digitalis, and others nux vomica, but 1 am not convinced of 
the efficacy of either. Major Graham believes that digitalis 
lessensthe chance of re-dilatation. 

To 3 um up, the ‘ ‘ soldier’s heart ” is not a clinical entity, 
but includes a variety of morbid states. Even amoDgst those 
patients who exhibit what is called the “ effort syndrome,” 
some respond well to exercises and others do not, and it is 
one of the chief claims of the exercises that by their means 
we are able to sort out the fit from the unfit. Again, as I 
have tried to show, we meet, in the course of our military 
work, with cardiac troubles in the treatment of which the 
most important factor is rest. 

Malta. 


AN ANALYSIS OF CASES OF TETANUS 
TREATED IN HOME MILITARY 
HOSPITALS 

DURING AUGUST, SEPTEMBER, AND PART OF 
OCTOBER, 1916. 

By Sir DAVID BRUCE, C.B., F.R.S., F.R.C.P., 

SURGEON-GENERAL, ARMY MEDICAL 8ERVICF. 


Two analyses of cases of tetanus treated in home hospitals 
have been published in The Lancet— one on Oct. 23rd, 1916, 
the other on Dec. 2nd, 1916. This paper continues the 
subject, and gives an analysis of the cases which occurred 
in August, September, and part of October, 1916. During 
this time reports on 200 cases have been received ; of these, 
127 recovered and 73 died—a mortality of 36 5 per cent. 

In the first analysis there were 231 cases, with a mortality 
of 57 7 per cent.; and in the second 195 cases, with a mortality 
of 49 2 per cent. This shows a regular and satisfactory fall 
in the rate of mortality, which it is hoped will continue until 
the 20 per cent, aimed at is attained. This fall is probably 
due to the introduction of the primary prophylactic injection 
of antitoxin, and also to the earlier diagnosis and earlier 
specific treatment of the disease. If the fall continues it 
will depend on the introduction of multiple prophylactic 
doses, the vigilance of nursing sisters in detecting early 
symptoms, and the prompt and thorough treatment by 
medical officers by means of antitoxin. 

It had been intended to give an analysis of cases of tetanus 
treated in home hospitals at the end of each year of the war. 
Now it is thought better to give one 
at more frequent intervals. This is Diagram 1. 
due to the great interest taken in the 
subject by medical officers in charge of 
wounded at home. It ought to con¬ 
duce to the keeping up of this interest 
if the results of new recommendations 
made by the Tetanus Committee be 
reported on at more frequent intervals 
than one year. In fact, the intention 
at present is that in future each series 
of 100 cases as they are completed will 
be shortly reported on. 

During the same time two analyses 
have been published by Colonel Sir 
William Leishman on the cases of 
tetanus occurring among the British 
troops in France. In the first, 179 cases 
were dealt with, with a case mortality 
of 78*2 per cent. In the second, in col¬ 
laboration with Major A. B. Smallman, 

160 cases were analysed and gave a case 
mortality of 72 7 percent. The cases 
dealt with in France are naturally more 
acute and severe than the cases which 
arise in England. 

The Distribution of Cases of Tetanus during 
August, September, and October, 1916. 

Diagram 1 represents the number of cases which occurred 
in each month. Sixteen of the cases which occurred at the 
end of October do not come into this analysis. The diagram 
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merely gives the number of cases which 
were treated in home hospitals during each 
month and has no relation to the numbsr of 
wounded. 

Relation of the Number of Days which 
Elapsed between the Date of Wound 
and the Onset of Symptoms and the 
Rate of Mortality. 

Diagram 2 shows that in the cases dealt 
with if the symptoms of tetanus appeared 
within ten days of receiving the wound the 
mortality was 42 3 per cent. ; if between the 
eleventh and twenty-fifth day, 36 9 percent.; 
the remaining 67 cases, with an incubation 
period of from 26 to 365 days, 25*3 per cent. 
This shows an all-round improvement. 

The Incubation Period, or Number of 
Days which Elapse beween the. Date 
of Wound and the Onset of 
Tetanus Symptoms. 

Curve A shows the number of cases which 


Diagram 2. 
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occurred on each day after the date of the 
wound. The shortest period of incubation was three 
days and the longest 365. More cases occurred on the 
ninth, eleventh, and fourteenth days than on any 
other. There were only 26 cases with a short incuba¬ 
tion period—that is, up to 10 days, and 78 cases with an 
incubation period of more than 22 days. This is very 
much the same as in the preceding year—27 and 62— 
which is to be expected since the regulations concern¬ 
ing prophylactic injections were the same in both years. 
It is the prophylactic injection which governs the incubation 
period. 

It will be interesting to see what effect a second, third, 
or more prophylactic injections will have on this incuba¬ 
tion period. This new recommendation was made by 
the Tetanus Committee at the beginning of November, 
1916. It is sincerely to be hoped that medical officers 
in charge of wounded will give this new recommendation 
a fair trial. 

The Position of the Wounds in Reference to the 
Mortality. 

It was noted by Sir William Leishman and Major 
Smallman that a fatal issue is more common when the body, 
as distinguished from the limbs, has been wounded. Table I. 
gives the position of the wounds in the 200 cases under 
consideration. One case had no perceptible wound. 


Table 

I. 


- 

Body. 

Limbs. 

Fatal, 72 cases . 

23 (319 °/o) 

49 (68*1 •/•) 

Recovered, 127 cases. 

48 (37*8 °/ 0 ) 

79 (62-2 °/ 0 ) 


Note .—When woundt occurred both on the body and the limbs the 
case Is counted only under the heading “ Body." 


From the above table it would appear that wounds 
involving the limbs are more dangerous than those involving 
the trunk. 

The Effect of Fractures on the Rate of Mortality 
in Cases of Tetanus. 

Among the 200 cases under consideration there were 
73 fractures—36 per cent, of the whole. Of these, 51 
recovered and 22 died ; mortality, 301 per cent. 

Among the 200 cases there were 127 cases without 
fracture. 77 recovered, 50 died ; mortality, 39 3 per 
cent. 

Tetanus Occurring after Operative Interference 
with the Wound. 

Table II. gives the cases, 17 in all, in which tetanus 
is reported to have followed on an operation. There 
were 14 recoveries and 3 deaths, a mortality of 17 6 
per cent. In not one of these cases was a prophy¬ 
lactic dose of antitoxin reported to have been given at 
the time of the operation—in spite of the recommenda¬ 
tion of the Tetanus Committee in their memorandum of 
August, 1916. 


Table II. 


*- 7 


. 1 


L* 1 

t. -1 



.1 


No. of 
case. 

Date of 
wound. 

Date of 
operation 

Date of 
tetanus. 

Days afte 

wound. 

Days afte 
operation 

Nature of 
wound. 

Nature of 
operation. 

Recovered 

| Died. 


1916. 

1916. 

1916. 







416 

15-7 

29-7 

6-8 

22 

8 

R. ’.eg below 

Artery 

R 

— 

417 

20-7 

29-7 

3-8 

14 

5 

knee. 

L. buttock. 

ligatured. 

Shrapnel 

R 

_ 








removed. 



447 

1-7 

17*8 

31-8 

61 

14 

Shell wound, 

Shell removed. 

R 

a_ 







forearm. 




456 

18 7 

30-7 

15-8 

28 

13 1 

Shoulder, arm, 

Shrapnel 

R 

— 







hand. 

removed. 



490 

18-8 

18-9 

30-9 

43 

12 

Thigh. 

Reamputation. 

R 

— 

505 

6-5 

9-10 

13-10 

160 

3 

R. shoulder. 

Aneurysm. 

— 

D 

510 

20-9 

3-10 

19-10 

29 

16 

L. mastoid and 

Shrapnel 

R 

i— 







elbow. 

removed. 



540 

27-8 

19-9 

20-9 

24 

1 

L. calf and foot ;j 

Foot opened 

K 

— 







fracture. ! 

up. 


D 

543 

3-10 

30-10 

31-10 

1 28 

1 

R. arm, radius. 

Arm putin new 

— 


, 





& ulna fractured 

splint. 



555 

18-8 

6-9 

14-9 

27 

8 

Back, arms, L. 

Foot opened 

R 

— 







leg, and foot. 

up. 



566 

21-8 

7-9 

20-9 

30 

13 

Shell, both legs. 

1 Reamputation. 

1 R 

— 

576 

8-9 

229 

23-9 

15 

1 

L. buttock. 

Bullet removed. 

R 

— 

584 

67 

25-7 

4 8 

30 

10 

R. leg. 

I Amputation. 

R 

— 

597 

19-8 

4-9 

9-9 

21 

5 

L. arm, R. thigh. 

Secondary 

1 haemorrhage. 


D 

598 

25-7 

17-8 

20-8 

26 

3 

Ribs injured. 

Metal removed. 

R 

— 

655 

28-8 

18-10 

21-10 

54 

2 

Thigh ampu¬ 

Began to dis¬ 

R 

— 







tated. 

charge. 



659 

13-8 

4-9 

7 9 

25 

3 

L. leg, comp. 

Amputation. 

R 

— 






1 

fract. tibia. 





Table III. 


o 

i 

Date of 
tetanus. 

Date of 
operation. 

Days before 
operation. 

Nature of wound. 

h 

Nature of operation. £ £ 

439 

1916. 

29-8 

1916. 

29-8 

0 

Fract. skull. R. leg, 

Wounds opened up. — D 

451 

29-8 

298 

0 

arm, 2 other 
wounds. 

Scalp, chest, and 

Scalp wound opened R — 

456 

15-8 

15-8 

0 

arms. 

Shoulder, scapula 

up. 

Shrapnel removed. R — 

457 

30-8 

4-9 

5 

region, A upperarm. 
Comp. fracture 

Dead bone removed. R — 

460 

14-9 

16-9 

2 

humerus. 

L. thigh and knee. 

Metal removed. — D 

461 

20-9 

20-9 

0 

L. band and arm, 

Flint removed ; R — 

466 

22-9 

229 

0 

both thighs. 

R. knee, leg, and 

abscess opened. 

Knee opened. — D 

484 

11-7 

12-7 

1 

L. buttock 

Both legs and hands. 
R. thigh, comp. 

Soil removed. R — 

533 

30-10 

31-10 

1 

Necrosed sequestrum R — 

548 

j 16-9 

20-9 

4 

fracture. 

Arms, legs, and 

removed. 

Thigh wounds R — 

560 

2-9 

6-9 

4 

scalp. 

L. arm. R. thigh 

opened up. 

Shrapnel removed. R — 

622 

16-10 

22-10 

6 

and shoulder. 

Scalp. 

Opened. R — 

651 

15-9 

16-9 

1 

Face and fracture 

Bone removed from R — 

742 

1-8 

5-8 

4 

L. forearm. 

R.arm, shoulder, loin. 

arm and jaw. 

Shell and khaki - D 

753 

30-9 

30-9 

0 

back, knee, snd foot. 
Fractured humerus. 

removed. 

Moved ends of bone. R — 


c c 2 
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On Operative Interference after Tetanus Symptoms 
have Appeared. 

Table III. gives the cases, 15 in all, in which an operation 
was carried out on the wound after the appearance of 
symptoms of tetanus. There were 11 recoveries and 4 
deaths, a mortality of 26 6 per cent. Last year the mortality 
in such cases was 47 6 per cent. From this year’8 figures 
there would appear to be no marked danger in operating 
after the appearance of tetanic symptoms. Until more 
evidence has accumulated the advice still holds of waiting 
until the tetanus has been got under control, and the blood 
and tissues flooded with antitoxin before undertaking any 
drastic interference with the wound. 

Treatment of Tetanus by Antitetanic Serum. 

A. Prophylactic or Preventive Treatment. 

Among the 200 cases, 102 are noted as having received a 
prophylactic injection of antitoxin in France immediately 
after being wounded. Only 3 cases are reported to have 
received prophylactic injections in home hospitals. 

Of these 102, 74 recovered and 28 died, giving a mortality 
of 27*4 per cent. Of the remaining cases, there is no record 
of prophylactic treatment in 87, although in all probability 
most of them received it. Of these 87, 48 recovered and 
39 died, a mortality of 44 8 per cent. The remaining 
11 cases are stated to have had no prophylactic injection of 
any kind. Of these, 5 recovered and 6 died, a mortality of 
54-5 per cent. 

In regard to the question as to what influence time has in 
these primary prophylactic injections, the following table 
gives all the information available:— 


Table IV. 


— 

Recovered. 

Died. 

Percent. 

72 cases inoculated on day of wound 

50 

22 

30 5 

18 „ 

,, one day after wound 

15 

3 

16*6 

6 „ 

,, two days after wound 

6 

0 


1 case 

„ three „ 

0 

1 

_ 

2 cases 

.. four ,, 

1 

1 


1 case 


1 

0 


1 .. 

.. six „ 

1 

0 

_ 

1 .. 

„ seven „ „ 

!_ 

1 

— 


Of the 72 cases inoculated on day of wound the average 
incubation period was 29-5 days. Of the 11 cases which 
received no prophylactic inoculation the average incubation 
was 15 7 days. 

B. Therapeutic or Curative Treatment. 

Out of the total of 200 cases the number treated with 
antitetanic serum after the onset of symptoms was 198 
(99 per cent.). Two cases did not receive therapeutic treat¬ 
ment with antitetanic serum in England ; both died. There 
is no record that either of these men received a prophylactic 
injection in France. One of them, Private W. H., showed 
sym'ptoms of tetanus at 1 p.m. on Sept. 17th, 1916. and died 
at 8.40 a.m. on Sept. 19th. The other, Private L. K., showed 
symptoms on Sept. 25th, 1916, and died four days later. No 
reason is given in either case why specific treatment was not 
used. Of the 198 cases which received serum treatment 127 
recovered and71 died. Mortality, 35 8 per cent 


On the Influence of Route in the Injection of 
Antitetanic Serum. 

Of the 198 cases— Per cent. 

25 were treated by subcutaneous Injections alone: 17 

recovered, 8 died. Mortality. 32‘0 

13 were treated by intramuscular injections alone: 12 

5 recovered, 1 died. Mortality. 7 7 

were treated by Intravenous injections alone: 4 recovered. 

1 died. Mortality . 200 

17 were treated by intrathecal injections alone: 10 recovered, 

7 died. Mortality . 4P2 

There were 120 cases which included intrathecal injections: 72 

recovered, 48died. Mortality. 40 0 

There were 38 cases which did not receive Intrathecal injec¬ 
tions : 28 recovered, 10 died. Mortality ..t . 26*3 

There were 47 cases which included intravenous injection : 31 
recovered, 16 died. Mortality . 34*0 

It would appear from Diagram 3, which represents this 
graphically, that no advantage in favour of intrathecal in¬ 
jections emerges from these figures, as seemed to be the case 
in 1915. 

Diagram 3. 



Is THERE ANY OTHER EVIDENCE TO BE FOUND IN THESE 

Reports that the Intrathecal Route has any 
Advantage over the Other Methods 
of Injection ? 


Treatment Beginning on Day of Onset of the Disease. 

During the period Auguat-October, 1916, 96 eases were treated 
with antitetanic serum on the day the symptoms declared 

themselves. 54 recovered, 42 died. Mortality. 43 7 

Out of the 96 cases the following received antitoxin, but not 
intrathecally, on the day of the disease: 43 cases: 26 
recovered. 17 died. Mortality. 39 5 
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Out of the 96 cases the following received antitoxin intra- 
thecally on the day of onset of the disease: 53 cases: 

28 recovered, 25 died. Mortality . 471 

Treatment Beginning on the Dag following the Onset of Disease. 

During this period 38 cases were treated withantitetanic serum 
beginning one day after the symptoms had declared them¬ 
selves. 27 recovered, 11 died. Mortality . 28 9 

Out of the 38 cases the following received antitoxin, but not 
intrathecally.one day .’after the onset of the disease : 23 cases; 

17 recovered, 6 ,died. Mortality. 26 0 

Out of the 38 cases the following received antitoxin intra- 
thecally one day after the onset of the disease : 15 cases; 

10 recovered, 5 died. Mortality . 33 3 

Treatment Beginning Two Dags after the Onset oj the Disease. 

During this period 27 cases were treated with antitetanic serum 
beginning two days after the symptoms had declared them¬ 
selves ; 18 recovered, 9 died. Mortality. 33 3 

Out of t he 27 cases the following received antitoxin, but not lntra- 
thecally, two days after the onset of the disease : 10 cases; 

7 recovered, 3 died. Mortality. 30‘0 

Out of the 27 cases the following received antitoxin intra¬ 
theca lly two days after the onset of the disease: 17 cases ; 

11 recovered, 6 died. Mortality. 35 3 

Treatment Beginning Three to Twelve Days after the Onset of the 
Disease. 

During the same period 36 cases were treated with antitetanic 
serum beginning three to twelve days after the symptoms 
had declared themselves. 25 recovered, 11 died. Mortality 30 5 
Out of the 36 cases the following received antitoxin, but not 
Intrathecally, three to twelve days after the onset of the 

disease: 10 cases; 6 recovered, 4 died. Mortality . 40 0 

Out of the 36 cases the following received antitoxin intra¬ 
thecally three to twelve days after the onset of the disease : 

26 oases; 19 recovered, 7 died. Mortality . 26*9 

Last year (1915-16) the difference was in favour of the 
intrathecal route. Now the opposite is true. From these 
figures it would appear that it is better to defer treatment 
until the symptoms have been manifest for one or more 
days. Quod est abmrdum. 

The Influence of Dosage on the Curative Action 
of Antitetanic Serum. 


(a) The Total Quantity of Antitoxin Given During the Attack. 


Out of the 198 cases— 



Per 

cent. 

3 received 1000 units or under: 2 recovered, 1 died. Mortalifcv 

33*3 

32 


1,001 to 5,000 units : 16 

v. 16 „ 


500 

25 


5,001 „ 10,030 „ 14 

.. 11 


44-0 

24 


10,001 „ 15,0:0 „ 15 

n 9 ,, 


37*5 

20 


15,001 „ 20.000 „ 11 

9 „ 


45 0 

27 


20.001 „ 30,000 18 

.. 9 „ 


33*3 

10 


30,001 „ 40,COO „ 5 

»• 5 ,, 


500 

31 


40,001 „ 60,000 „ 24 

7 


225 

21 


60,001 „ 100.000 „ 18 

3 „ 


14-3 

5 


100,001 ,, 481,000 4 

1 

1 * 

200 



(b) The Daily Quantity of Antitoxin Given. 


Out of the 198 cases - 



Per 

cent. 

6 received 100 units or under : 5 recovered, 1 died. 

Mortality 

16.6 

103 


1001 to 5000 units: 67 

36 „ 


35 o 

47 


5001 „ 10,000 „ : 33 

14 ,, 


29-8 

19 


10,001 „ 15,000 „ : 10 

„ 9 „ 


47*0 

9 


15,001 „ 20,000 ., : 4 

ii 5 ,, 


55*5 

8 


20,001 „ 30.000 „ : 5 



37 0 

4 


30,001 „ 40,000 ,. : 2 

„ 2 ,, 


50*0 

2 


40,001 or more ,, : 1 



50*0 


From these figures relating to dosage no useful deduction 
can be made. The only excuse for including them is to 
enable a comparison to be made, with the amount of serum 
given in the period August, September, and October, 1916 
with that given in 1914-15 and 1915-16. 

Remark* on the Therapeutic Value of Tetanus Antitoxin. 

This section on the prophylactic and therapeutic action 
of antitoxin may be concluded with the following criticism. 
To begin with it is quite evident that no advance in our 
knowledge of the curative value of tetanus antitoxin can be 
made from these new figures. 

In the two previous analyses it was stated “ the main con¬ 
clusion to be drawn from a study of these cases of tetanus 
treated therapeutically by antitetanic serum is that it seems 
highly probable that the serum has little or no effect on the 
course of the disease.” This, of course, must be under¬ 
stood to be merely an opinion formed from the study of 
these particular figures. It is not the expression of an 
opinion as to the usefulness or not of antitetanic serum as a 
therapeutic agent. It merely means that no evidence can 
be gained from these reports in favour of the ourative power 


of this antitoxin. This is not to be wondered at. The 
number of cases analysed is small. There are only two 
controls. The greatest variety in mode of treatment exists. 
The men are suffering from wounds, septic poisoning, and 
other diseases in addition to tetanus. The cause of death is 
credited to tetanus, but in many cases wrongly so. For 
example, among the 73 deaths in the 300 cases under con¬ 
sideration, 14 at least were primarily due to gas gangrene, 
septicaemia, heart failure, or pneumonia. Under these cir¬ 
cumstances it is not surprising that no conclusive evidence 
can be gained. The difficulty of arriving at truth in human 
therapeutics is notorious. It would certainly be very satis¬ 
factory, and ample reward for work expended, if the real 
value of antitetanic serum in the treatment of tetanus could 
be definitely laid down. 

Millions of cubic centimetres of antitetanic serum have 
been used since the war began. If it could be proved to be 
of no use it would mean a great lessening of pain and incon¬ 
venience to the men suffering from tetanus, and economy to 
the State. 

If it were possible and legitimate to stop all treatment of 
tetanus in the army by antitetanic serum for six months 
or a year some valuable information might doubtless he 
obtained. But this is not practicable since the consensus 
of opinion of medical officers in this country is decidedly in 
favour of this specific treatment. The only thing to do, 
then, is to redouble the efforts to make the therapeutic 
application of the serum as thorough as possible. This can 
best be done, according to the Tetanus Committee, by the 
recognition of early symptoms and the thorough application 
of the antitoxin without any loss of time by the intrathecal 
route. 

It must be clearly understood that these remarks only refer 
to the therapeutic or curative use of antitoxin. The enormous 
value of antitetanic serum as a prophylactic is firmly estab¬ 
lished beyond any shadow of doubt. It is to be sincerely 
hoped that there will be no slackening in its use as a pro¬ 
phylactic, and that medical officers in charge of wounded in 
home hospitals will give the recommendations of the Tetanus 
Committee in regard to the repetition of these prophylactic 
doses a thorough trial. 

Other Therapeutic Remedies. 

1. Carbolic acid injection *.—During August, September, 
and October, 1916, there were only 2 cases treated with this 
drug, 1 recovered, 1 died. Case 410 is reported to have had 
ni 10 of a 2 per cent, solution, but how often or how long is 
not stated. Recovered. Case 444, 2 c.c. of a 4 per cent, 
solution every two hours for three days. Died. 

2. Magnesium *ulphate .—Only one case was treated. 
Case 486. Intrathecal injections of tn.40 of 25 per cent, 
solution daily under nitrous oxide anaesthesia. Died. 

Conclusions. 

1. In the 200 cases of tetanus under review the mortality 
was 36 5 per cent. 

2. The greatest number of cases occurred between the 
ninth and the fourteenth days. 

3. Only 3 cases are reported to have received secondary 
prophylactic injections of antitetanic serum in home 
hospitals. 

4. In regard to the therapeutic effect of the serum the 
evidence as collected from the August, September, and 
October, 1916, reports is not conclusive. 

5. The summary given in the last analysis in regard to 
treatment may he repeated. 

(a) Place in a quiet, darkened room under the care of a 
sympathetic and capable nurse. “Rest, sleep, and food” 
are looked upon as the first essentials of treatment. 

( b) If thorough surgical treatment is carried out on wounds 
from the beginning so as not to allow the presence of necrotic 
tissues or foreign bodies, the number of cases of tetanus 
should sensibly diminish, if not altogether disappear. Bat 
if a case does occur then the wound should not be actively 
interfered with until the tetanic symptoms have subsided. 

(a) The intrathecal injection of large doses of antitoxin, of 
high potency if available, should be begun at once and 
supplemented by intramuscular and subcutaneous injections. 

(<2) In addition, if necessary, the patient should receive 
sedatives, of which morphia in £-grain doses and adminis¬ 
tered every four hours is perhaps the most suitable. Chloral, 
chloretone, and other Bedatives may also he given by the 
month or rectum. 
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DETECTION OF ENTAMCEBA HISTOLYTICA 
AND ITS CYSTS: 

NOTES ON THE TECHNIQUE FOE CONDUCTING 
EXAMINATIONS OF HUMAN FiECES. 

By A. C. INMAN, M.A., M.B., B.Ch. Oxon., 

SUPERINTENDENT OF LABORATORIES, BROMPTON HOSPITAL, LONDON ; 
TEMPORARY HONORARY CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

(A Report to the Medical Research Committee from, the 
Laboratory , Mont Dore Military Hospital, Bournemouth.) 


It cannot be denied that attention to detail is the secret 
of success in laboratory technique. Of no examination is 
this more true than of the examination of faeces for the 
detection of Entamoeba histolytica and its cysts. 

Many laboratory workers, bacteriologists and biologists, 
have of late had to conduct such examinations, though 
previously they may % have had little or even no experience of 
searching for cysts in faeces. The remarks which follow are 
not made with the object of instructing such workers how to 
recognise the Entamoeba histolytica and its cysts, or in the 
differential diagnosis between this amoeba and other protozoa 
and yeasts. Such instructions should come, and are urgently 
required, from expert protozoologists. Rather do they aim 
at drawing the attention of inexperienced workers to certain 
details in technique which, in my opinion, will go far towards 
facilitating their work, and the neglect of which will not 
only render their work more difficult, but so difficult that 
even an expert working under similar conditions would be 
unable to express a confident opinion. 

The Microscope: Illumination and Magnification. 

1. The lighting of the microscope.—The examinations may 
be made by sunlight or by artificial light. It may be said, 
however, that one or other of these sources of light should 
be selected and adhered to; for it is advisable to make all 
examinations under as nearly similar conditions as possible. 
For this reason it is best to use artificial light under all 
circumstances. When available electricity should be pre¬ 
ferred to incandescent gas, and the latter to oil. A film 
should never be examined until the lighting system is satis¬ 
factory. Even an expert cannot express an opinion on a cyst 
if the field of a microscope is faultily illuminated. The 
source of light should be so arranged that light only enters 
the eye through the microscope. With this object in view a 
piece of black paper may be spread under the microscope 
and the source of light may with advantage be enclosed in a 
light-tight cardboard or metal shade with a round hole 
two inches in diameter for the exit of the beam of light on to 
the mirror of the microscope. My fellow-worker, Mr. D. G. 
Lillie, plaoes a Crookes’s glass over the hole and finds that it 
softens the light and saves the eye from light fatigue, even 
after many hours of microscope work. 

When electricity is available any powerful electric lamp 
will do so long as the glass is “frosted.” A very serviceable 
light is the Royal Ediswan Downlite of 50 candle-power, 
fitted with small opal shades to throw the light well forward. 
Another lamp to which attention may be drawn is the 
American Lynne reading-lamp. It is the most useful labora¬ 
tory lamp I know of. Not only does it make a very good 
microscope lamp, but it is eminently suitable for illumi¬ 
nating the laboratory bench when daylight fades, and it forms 
an ideal light for “reading” agglutination tubes, Ac. I 
obtained mine without difficulty through the General Electric 
Company, London. 

2. The microscope .—Any of the good makes of microscopes 
snoh as are commonly in use in bacteriological and biological 
laboratories will serve. There are, however, in addition to 
good lenses two essentials. Firstly, an Abbe condenser is 
indispensable for obtaining satisfactory definition when the 
light is shut off by closing the diaphragm. The latter must 
be closed sufficiently to render every particle in the pre¬ 
paration clearly visible. Secondly, a mechanical stage is 
necessary, for the whole preparation must be examined 
systematically from beginning to end. With this precaution 
small infections are less likely to be missed, whilst they 
are sure to be overlooked if the preparation is examined at 
random. 

3. The magnification .—Three magnifications—that is, three 
combinations of objective and ocular lenses—are advisable. 

(a) The search for amooboB or cysts should be made in the 
first instance with a low power. For the little experienced 
I consider the combination of a $ inch objective with a x 12 
compensated ocular, giving a magnification x 192, to be the 
best. In this way a large field is obtained—an advantage 
when working slowly—and the cysts are sufficiently magnified 
to make their recognition a certainty. 


(ft) W hen an amoeba or a cyst is detected a * inch objective 
and x6 ocular should be used. With this magnification 
(x390) a decision as to the nature of the amoeba or cyst can 
be made in most cases. With a little practice the x 12 com¬ 
pensated eye-piece can be used advantageously with the & inch 
objective. A high magnification is thus obtained; the lighting 
can be adjusted by means of the diaphragm. 

(c) In doubtful cases, when scrutiny of the nucleus can 
alone decide on the nature of a cyst, an oil-immersion 

inch objective and a x 6 ocular (magnification x 750) should 
be employed. 

A micrometer scale is essential for the accurate measure¬ 
ment of the size of cells or cysts. 

The Preparation of Foeces. 

The preparation consists of a suspension of faecal matter 
in a conveniently sized drop of liquid on a slide covered with 
a cover-slip. The suspension should be made with care so 
as to avoid the retention of all coarse particles. This and 
the regulation of the thickness of the preparation are 
facilitated by the use of a dark background. The suspension 
should be of such thickness that, when covered with a cover- 
slip, no difficulty is experienced in focussing each indi¬ 
vidual particle with a magnification of x 390. When 
investigating a case of dysentery with active symptoms— 
that is, when blood and mucus are being passed—it is 
advisable to select carefully small pieces of mucus for exa¬ 
mination. Further, such specimens should be examined 
first in any given batch of faeces, for the diagnosis iB facili¬ 
tated if the movements of the free amoebaB can be studied. 
As a rule such movements persist when the amoebae are kept 
at room temperature, even during the winter months, for at 
least three to four hours. After this interval they gradually 
become less and less evident. In the investigation of 
carriers the cysts are distributed more or less evenly 
through the faeces, and the portion for examination may be 
selected at random. 

The following fluids may be used for the preparation of the 
suspension of faces. 

(a) Examination in physiological salt solution. This is the 
accepted fluid medium for the examination for Entamoeba 
histolytica and its cysts, and everyone should familiarise 
himself with the appearance of the various amaebas and 
oysts in this solution. 

(b) Examination in a coloured preparation. (Author's 
method.) This is an attempt to obtain a coloured prepara¬ 
tion in which distinctive colouration is given to those 
elements demanding special scrutiny, whilst food debris, <kc., 
are coloured-with a contrast stain. At the same time, the 
amoebae and their cysts retain their characteristic appear¬ 
ance as seen in salt solution. So far it has not been found 
possible to stain cysts satisfactorily in wet preparations, 
although, as will be seen later, iodine brings certain features 
of the cysts into prominence. The method here described 
depends on the fact that colour can be imparted to the highly 
refractile cysts by passing the illuminating rays of light 
through a coloured fluid. The food d6bris, drc., are actuiuly 
stained with a contrast stain. 

The beam of light from the microscope lamp is passed 
through a flask of 500 c.c. capacity filled with distilled water 
to which is added one drop (0*05 c.c.) of a 1 per oent. aqueous 
solution of methylene blue. The food debris, bacteria, <fcc., 
are stained by making the suspension of faeces in a drop of 
Czaplewski’s fuchsin. 

Fuchsia 1 gm. carefully dissolved in 5 c.c. of liquid carbolic acid. To 
this are added 50 c.c. glycerine and 100 c.c. distilled water. For use, 
take 1 part of the stain to 12 parts distilled water. 

On examining suoh a preparation magnified 192 times the 
oysts are readily seen as circular highly refractile bluish- 
white bodies lying among the red-stain debris. Under the 
& inch objective the Entamoeba histolytica oysts appear pale 
bine and, when present, the chromatoid bodies stand out as 
bright Cambridge-blue bands. The blue cysts are in 
marked contrast to the red particles of food debris, &o. A 
further advantage of the method consists in the fact that 
degenerate cysts become coloured by the stain, due, no 
doubt, to their being less resistant to the penetration of the 
stain. It is not claimed that the method facilitates the 
differential diagnosis between the pathogenic and non- 
pathogenic cysts, for such depends on many factors not 
connected with colour. The Entamcrba coli oysts, however, 
assume a greyish tint and are very rarely so blue as those of 
Entanurha histolytica. Unquestionably the finding of cysts 
is rendered more easy in a coloured preparation, and it is 
for this fact and for the reason that it has been favourably 
received by mv fellow-workers, who are eminently qualified to 
judge, that I venture to give publicity to the method. 

(r) Examination in iodine-glycerine solution. (Author’s 
modification.) The suspension is made in a drop of the 
following solution : Iodine 1 gm., pot. iod. 2 gm„ aq. dest. 
200 c.c. Add glycerine in the proportion of 1 drop to 
every 10 c.c. of the solution. Examination in iodine should 
only be used as a confirmatory test. The glycerine is added 
to overcome the difficulty that the iodine solution alone 
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Agglutinates the fsces and renders the finding of cysts more 
difficult, and the number of cysts in any given sample of 
faeces appears to be actually reduced. By the addition of 
the glycerine this disadvantage is largely overcome. The 
advantage of this method as a confirmatory test is two-fold. 
Firstly, the nuclei of the cysts are rendered more plainly 
visible and the outline of the vacuoles is defined. Secondly, 
certain bodies which otherwise might be confused with 
pathogenic cysts are clearly differentiated by the stain. 
Yeasts, for instance, are untouched by the solution, whilst 
the so-called iodine bodies are stained in so characteristic a 
manner that they are easily recognised. 

In my opinion the examination of stools for pathogenic 
cysts in all its phases is work for specially trained experts, 
and can hardly be mastered without a period of practical 
study under tuition. The experience of the past six months, 
however, has clearly demonstrated that cases of amoebic 
carriers are being missed because many of the laboratory 
workers, engaged in investigating such cases, are unable to 
recognise the cysts even in their most typical form. It is 
with the hope that it may prove useful to these workers that 
this article has been written. 

If doubtful cysts are found in the salt solution or coloured 
preparation another sample of the farces should be examined 
in iodine as a routine measure. Many mistakes will thus be 
avoided. Finally, all who undertake this very important 
work will do well to bear in mind this golden rule. Never 
express an opinion on a cyst unless you are satisfied that you 
have diagnosed it correctly. There will be other cysts about 
which you will be certain in other parts of the same pre¬ 
paration or in other parts of the same sample of faeces or in 
other samples of faeces from the same patient. It is worth 
while waiting for an accurate diagnosis. A hurried, faulty 
diagnosis can only mislead and may lead to disaster. 


THE 

TREATMENT OF 44 TRENCH RHEUMATISM” 
AND ALLIED CONDITIONS BY 
COLLOIDAL SULPHUR. 

By JOHN D. COMRIE, M.A., B.Sc., M.D., F.R.C.P. Edin., 

MAJOR, B.A.M.C. (T.) ; OFFICER IN CHARSK MEDICAL WARDS, BKCOND 
SCOTTISH SEVERAL HOSPITAL; LECTURER ON HISTORY OF 
MEDICINE AND ON CLINICAL MEDICINE, UNIVERSITY 
OF EDINBURGH. 

As a result of prolonged exposure to adverse weather 
conditions, and especially the extremely unfavourable state 
of cold and dampness which prevails during the winter 
months in the trenches, many men suffer from a painful and 
disabling condition of the muscles. This affects especially 
the parts which are chiefly exposed to damp—viz., the back 
and legs, and for want of a better name is popularly 
designated “trench rheumatism.” As a rule the patho¬ 
logical process in these cases appears to be a myositis, 
which, if aggravated and prolonged, results in a fibrositis 
with permanent stiffness and deformity. Occasionally the 
condition is one of arthritis, especially of the knees and 
ankles ; or both conditions are combined. A similar con¬ 
dition occurs among the men, usually of an elderly type, 
engaged on guard duties in exposed localities at home, but 
in these men the condition, having as a rule been recurrent 
for a considerable time, is apt to be more intractable. 

Salicylates have had in my experience little effect in 
relieving the pain and stiffness, which are often considerable, 
s ud an attempt was made to introduce into the system 
sulphur in an easily assimilable form. The remedial action 
of many well-known anti-rheumatic waters depends upon the 
presence of this substanoe, its benefit in painful muscular 
conditions having long been widely known. Thus, Pliny 
recommends its application in ointment for lumbago, 1 and 
also extols the benefit of hot sulphur baths. 3 Paracelsus at 
the Renaissance appears to have rediscovered its merits, and 
eulogises it in high terms as “ a preservative in all fevers.” 
Since his time sulphur has maintained its high place in 
popular estimation as a cure for rheumatism, though the only 
method of introducing it into the body has been to administer 
the flowers of sulphur by the mouth. One of the most 
celebrated preparations for this purpose was the “ Chelsea 

1 Nat. Hist.. Book XXXV., Oh. 50. 

* Ibid., Book XXXI., Ch. 32. 


Pensioner,” a name which indicates the prevalence of myalgia 
among the discharged soldiers of bygone wars. 

Colloidal Sulphur : Mode of Preparation and Dotage. 

I was induced by the success which had attended the 
treatment of acute articular rheumatism by a form of 
colloidal sulphur in the hands of French observers s to try 
the intramuscular injection of colloidal sulphur in the 
severer cases of trench rheumatism which came into the 
wards under my charge. This preparation of colloidal 
sulphur has the double advantage that it is introduced into 
the affected muscles in a nascent state and in a form of 
extremely minute subdivision which offers a large surface 
for the action of the body fluids. The fineness of the 
particles may be judged from the fact that whereas the 
grains of the almost impalpable precipitated sulphur (milk of 
sulphur) have a diameter of 0 005 mm. or more, the granules 
of the colloidal sulphur vary from 0 0001 mm. or smaller up 
to 0*001 at most. The surface presented for absorption by 
the colloidal sulphur is therefore about 50 times that offered 
by an equal weight of the precipitated sulphur. The pre¬ 
paration used was made up for me by Mr. George Lunan, 
Queensferry-street, Edinburgh, who has kindly supplied the 
following note as to its production :— 

“ The process used in the manufacture of colloidal sulphur, 

1 in 1000, is as follows: Hydrochlorio acid (10 per oent. 
HC1), 22 mils.; sodium sulphide (NaaS, 9 H 2 0), 5 gm.: 
sodium sulphite (NaaSOs, 7 HaO), 2*6 gm.; white of two eggs: 
sterilised water to 1 litre. Dissolve the sodium sulphide ana 
sulphite each separately in 250 mils, of the water, mix 
together; add the white of egg and thoroughly mix. To 
this solution add the hydrochloric acid, diluted with 250 mils, 
of the water. The solution is then to be thoroughly mixed, 
warmed slightly, and sufficient sterile water added to make 
the volume 1 litre. The solution, after being carefully 
dialysed to remove crystalloids, is then ready for use. 
Theoretically, the product should contain 1 in 1000 of 
oolloidal sulphur. The ohemical action is explained as 
follows:— 

2 Na*S + 4 HC1 = 2 H a S + 4 NaCl, and 

NaaSOs + 2 fl 2 S + 2 HC1 = 2 NaCl +38 + 3 H a O. 

Thus the sodium sulphite is reduced by the hydrogen 
sulphide produced from the sodium sulphide and hydro¬ 
chloric acid. The presence of the albumin appears to 
prevent the aggregation of the sulphur into masses. In use 
the dose of 1 mil. is rendered isotonic by the addition of 

2 decimils of 5*5 per cent, saline solution mixed immediately 
before injecting. 

The dose with which I have been in the habit of com¬ 
mencing is 1 mil. (i.e., about 17 minims of the oolloidal 
sulphur solution made up to 20 minims with the saline 
solution) injected into the painful area of muscle. If no 
reaction results, the dose may subsequently be doubled, the 
point of injection being slightly varied each time. In a 
course of 10 injections the affected muscle receives into its 
substance approximately 1/50 gm., or 1/3 gr., of nascent 
sulphur which is gradually absorbed. 

Results of Treatment. 

The following two tables show the effects of treatment 
in 60 cases. Severe cases only or oases of prolonged dura¬ 
tion were chosen for these initial trials, but a large number 
of other severe and also slighter cases among soldiers and 
civilians have since been Created with equally satisfactory 
results. 

The 60 cases here recorded include 24 expeditionary 
and 36 non-expeditionary men. In the majority of these 
the pain evidently originated in the muscles of the back 
or legs, there being 18 cases of myalgia among the expedi¬ 
tionary and 21 among the non-expeditionary cases. In 4 
and 8 of the cases respectively the condition was of arthritic 
nature ; and in the remaining 2 and 7 cases respectively the 
pain was quite definitely referable to the sciatic nerve, 
commonly the right nerve. 

As regards duration, the pains were referred in almost 
every expeditionary case to repeated wettings in flooded 
trenches and had lasted several months, usually six to seven 
months, before admission to hospital. In the non-expedi- 
tionary cases the cause and duration were more varied, but 
some form of exposure was usually blamed. Some cases 
among the latter were chronic or recurrent for several years, 
and naturally these proved highly refractory to any form of 
treatment. 

* Le Progrds Medical, August, 1915. 
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From the standpoint of result the 24 expeditionary cases 
showed in 14 complete cure, this result being attained after 
an average treatment of five weeks’ duration ; 7 of the cases 
were much improved ; while 3 were ultimately discharged as 
medically unfit (d.m.u.) for further service, 2 of these for con¬ 
ditions other than the myalgia. Of the 36 non-expeditionary 
cases 17 were completely cured after an average treatment 
lasting three weeks ; 12 cases were much improved; and 7 
were discharged (5 of these for valvular disease of the heart). 
One-half of all the cases were thus completely cured, and 

Table I.— Expeditionary Cases. 


Table II.— Non-Expeditionary Cases. 


1 General 

I myalgia. 
3 Subacute 

arthritis. 


4! Arthritis of 
knee and 
myalgia with 
much bonding 
of back. 

6 Sciatica and 
previous lead 
poisoning. 

7! Myalgia of 
back. 


Length of 
illness. 


Several months 
I Treated with- 
j out improve- 
; ment at Bath, 
j On crutches. 

I Also malaria. 

5 months. 


I 8 injns. 16-3-16 
! to 30-3-16. i 
28 injns. 23-9-15. 
l to 4-11-15; 
massage. : 


!20 Injns. 25-10-15 
to 13-12-15; 

| soda baths and 
| massage. 


Completely cured 
in July, 1916. 
Walking well 
without crutches 
26-10-15. 


Walking smartly 
and no pain 
3-12-15. 


15 1 Mild arthritis 
| in knees and 
! feet. 

18 Myalgia in legs. 

22 Myalgia in 
back. 


29 Myalgia in 
| back and legs. 


34! Myalgia. 


36 Myalgia In legs. 


40 Subacute 
1 rheumatism. 


cured 10-3-16. 


Myalgia. 


47 Sciatica and 
subacute rheu- 
1 matism. 

52 Myalgia in 
back. 


.Several months. 


56 Myalgia in 
legs. 

59 Myalgia In 
back and legs. 

62 Myalgia, back, 

legs, and 
shoulders. 

63 Myalgia of 

back. 


cured 24-8-16. 

Very greatly im¬ 
proved 4-9-16. 


! massage. I 
10 injns. 13-3-16. 
to 31-8-16. I 


Cured 30-9-16. 


Duration before 
' treatment. 


2 ! Myalgia in back 
and legs. I 
5 Recurrent 
myalgia of 
back. 

8 Subacute 
j arthritis. 

9 r Acute sciatica. 

loj Subacute 
i arthritis. 

13 Sciatica r. and 
myalgia. j 

16 Myalgia in legs 1 

and hack. j 

17 Sciatica r., 

severe. j 

20 Acute rheu- j 
matism. 


21 Myalgia of back. 1 10 weeks. 


20 years. 
Present attack 
3 weeks. 
Over 1 year. 


Recurrent for 
1C months. 


Recurrent for 6 injns. 22-10-15 Quite well 11-11-15 
3 years. to 4-11-15. (blue line on 

gums). 

10 months. J 6 Injns. 22-10-15 Quite free from 
; to 4-11-15. pains, though legs 

still weak 8-11-15. 

5 „ 2 injns. 29-10-15 Pains gone, though 

to 2-11-15. still debilitated 

23-11-15. 

5 „ 2 Injns. 4-11-15 Quite well and 

to 7-11-15. returned to duty 
i 15-11-15. 

2 „ ! 2 injns. 31-10-15 Very much better 

! 1 to 3-11-15. 9-11-15. 

I 7 ,, 2 Injns. 31-10-15 Pains and swelling 

to 2 11-15. completely gone 
! 9-11-15. 

6 ,, 4 injns. 9-11-15 Quite cured 

• to 16-11-15. 23-11-15. 

4 „ i4 injns. 29-11-15; Almost well and 

' to 5-12-15. sent to convalescent 

| 14 injns. 14-1-16 home 15-12-15. 

to 29-2-16. Readmitted worse 
I 14-1-16 and quite 

1 cured 11-3-16. 

Over 3 months., 14 injns. 17-1-16 Very greatly im- 
| to 27-2-16. proved. Later 

j d.m.u. for 

1 neurasthenia. 

1 Several weeks, j 7 injns. 18-2-16 Returned to duty 
to 1-3-16. Sod. cured 10-3-16. 

f salicyl. brought 
j down temp. 

| but did not 
j relieve pain. 

Several months.! 12 Injns. 17-1-16 Returned to doty 


23 Subacute arth - 
ritis in hips and 

knee. 

24 Acute arthritis 

in wrists and 
foot. 

25 1 Myalgia. 

26 Myalgia of back 
I and legs. 


Recurrent, 
6 months. 


9 injns. 6-2-16 
to 22 2-16. 

8 injns. 21-10-15 
c to 4-11-15. j 

5 injns. 2-10-15 1 
to 2-11-15. 

| 2 Injns. 23-10-15 
| to 30-10-15. 

; 3 injns. 29-10-15 
to 2-11-15* 

! 5 injns. 7-11-15 
, to 16-11-15. 

I 3 injns. 11-11-15 
j to 16-11-15. , 

, 6 injns. 13-11-15 
1 to 9-12-15 ; 
massage. 

5 injns. 3-12-15 
jto 11-12-15. Also 
I salicylate of 
soda. 

2 in jns. 3-12-15 
to 5-12 15. Also 
soda baths. 

4 injns. 29-11-15 
to 5-12-15. 


Quite cured by 
3-3-16. 

Pain quite gone 
and returned to 
duty 10-11-15. 
Pain relieved, but 
ultimately d.m.u. 
for myocarditis. 
Greatly relieved, 
later quite well. 
Almost quite well 
28 12-15. 

Pain gone 23-11-15. 

Seen again and 
quite cured 8-4-16. 
Pains almost gone 
16-11-15. 

Almost cured. Seen 
again 5-2-16 and has 
been quite well. 
Joints free by 
12-1-16. Later d.m.u. 
for endocarditis. 

Cured 27-12-15. 


Almost quite well. 


Myalgia, back 
and legs. 


3 months (pre- 
I vlously treated 
.for gonorrhceal 
arthritis). 

3 months. 


9 injns. 1911-15 Almost quite well, 
to 5-12-15. 5-1-16. 

10Injns. 29-11-15 Very much im- 
to 17-12-15. proved. 

7 Injns, 17-1-16 Transferred, some- 
to 29-1-16. what im proved, and 
later fit for duty. 

12 Injns. 2-1-16 Very much better, 
to 25-1-16; 
massage. 


| I to 24-2-16; cured 11-3-16. 

! massage. 

8 months. iSod. salicyl. 14 Pains relieved. 

days wit hout Later d.m.u. for 

1 any effect; then neurasthenia. 

6 Injns. 14-2-16 

I to 29-2-16; 

l ; massage. 

14 „ -5 Injns. 4-3-16 Returned to duty 

' to 12-3-16. cured 16-3-16. 

2 ,, i 5 Injns. 12-3-16 1 Cured 25-3-16- 

, j to 20-3-16. | 

Recurrent for 10 injns. 15-4-16, Pains gone; walk- 
9 months. Ad- to 20-5-16; | ing with very 

mitted helpless button cautery, slight limp 1-6-16. 

' on stretcher. I I 

,Several months.; 10 injns. 8-5-16 j Pains gone and 
1 ,to 26 5-16. Sodaionly slight stiffness 

; j baths; I left 21-6-16. 

{ I farad ism. 

! 2 ,, 10 injns. 16-7-16 Returned to duty 

to 3-8-16; j cured 24-8-16. 

! massage. * 

iScveral „ 10 injns. 15-8-16, Very greatly im- 

to 4-9-16; proved 4-9-16. 


30 Myalgia In back 3 weeks. 

and legs. 

31 Myalgia in Recent. 

back. 

32 Myalgia. Several years. 


33 Myalglainback.| Treated for 

j J gonorrhoea 

1 4 weeks 

j ; previously. 

35 Myalgia. j Some weeks. 


37 Subacute j Some months. 

^ rheumatism. J 

38 Sciatica r. Several weeks. 


9 injns. 14-1-16 
to 29-1-16; 
massage. 


5 injns. 20-2-16 
to 28-2-16. 

7 injns. 14-2-16 
to 26-2-16. 

5 injns. 1-12-16 
to 9 12-16. 

3 injns. 25-2-16 
to 29-2-16. 


j 9 injns. 27-1-16 
to 25-2-16; 
massage. 

11 injns. 14-2-16i 
to 10-3-16. j 

4 Injns. 12-3-16! 

to 18-3-16. 

10 injns. 7-6-16 
1 to 27-6-16. 


Pains relieved. 
Later d.m.u. for 
myocarditis from 2 
attacks of 
rheumatic fever. 
Cured 2-3-16. 


42j Pleurodynia. 


9 injns. 15-8-16 1 Very much im- 
to 31-8-16. proved 4-9-16. 

5 Injns. 23-8-16 ! Previously treated 
to 31-8-16. at. Buxton 7 weeks 
10 injns .20 11-16 without improve- 
to 8-12-16. ment. Free from 
pain and much less 
1 stiff 28-12-16. 


45 Myalgia in legs., 

461 Myalgia In 

thighs. 1 
48 Myalgia in legs. 

49j Sciatic r. 

severe. < 

50 Myalgia in 

back. |r 

51 1 Myalgia in ! 
back and legs. 

53! Myalgia in | 
thigh. 

54 Acute rheu¬ 

matism. 

55 Subacute 
! arthritis. 

61 Myalgia in back 
and legs. 

67 Myalgia in 
; legs. 


Recurrent 
7 months. 

7 weeks alco¬ 
holic gastritis 
3 weeks. 


Pains relieved. 
Later d.m.u. for 
v.d.h. 

Cured 4-3-16. 


Almost quite well. 

Pains relieved 
10-3-16. Later 
d.m.u. for v.d.h. 
Very much im¬ 
proved 5-4-16. 
Recurred and again 
greatly improved. 
Finally d.m.u. for 
gastritis. 
Cured 22-3-16. 

Pain gone, still 
slightly stiff 26-3-16. 
Cured 8-4-16. 

Cured 29-4-16. 

Cured 5-5-16. 


; Foil. 6 months 
< aftei; acute 
rheumatism. 
Several weeks. 


Since 

childhood. 


Several weeks. 
Third attack. 


Recurrent 
27 months. 
Recurrent 
3 years. 
Recurrent 
several years. 


4 injns. 14 3-16 1 Cured 22-3-16. 

, to 20-3-16. , 

i 8 Injns. 10-3-16 Pain gone, still 
to 26 3-16. slightly stiff 26-3-1 
! 3 injns. 22-3-16 Cured 8-4-16. 
to 26-3-16. 1 

! 8 injns. 22-3-16 1 Cured 29-4-16. 

, to 23-4-16. 

4 injns. 23 4 16 Cured 5-5-16. 

; to 4-5-16. 

\ 10 Injns. 4-5-16 Cured 24-5-16. 

to 22-5-16; , 

, button cautery. 

.110 injns. 20-5 16 Greatlv improve* 
I to 7-6-16; 21-6-16. 

button cautery. 

,10 injns. 30-5-16 Not much im- 
to 17-6-16. proved. Later 


TO Injns. 13-6-16 
; to 1-7-16. 
ilO injns. 23-6-16 
j to' 11-7-16. 

10 Injns. 18-7-16 
to 5-8-16. 

10 injns. 13-8 16 
to 31-8 16. 

5 injns. 7-10-16 
to 15-10-16; 
massage ; 
faradism. 


Greatlv improved 
21-6-16. 

Not much im¬ 
proved. Later 
d.m.u. 

Returned to duty 
cured 1-8-16. 
Pain 3 quite gone 
4-8-16. Later 
d.m.u. for v d.h. 
Cured 4-8-16. 

Quite cured 20-9-16. 

Very much im¬ 
proved 23-10-16. 


D.m.u. = Discharged medically unlit. 
V.d.h. = Valvular disease of heart. 


* Injections stopped because of reaction with eruption. 
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one-third were very mnoh benefited, but passed out of obser¬ 
vation before it could be determined whether they would 
become quite free of their trouble. 

The method of treatment finally adopted was to keep the 
patient in bed for the first fortnight, and to give the colloidal 
sulphur (beginning with 1 mil. dose and rising to 2 mils, 
if no reaction took place) every second day for three weeks. 
With this were combined massage on the alternate days, and 
occasional hot alkaline baths. Commonly there was no 
general or local reaction,-but in some cases the temperature 
rose about 2° on the day after an injection; and now and 
then a painful swelling developed at the site of the injection, 
which was, however, readily dissipated by massage. 

Conclusions.—1. Intramuscular injections of colloidal 
sulphur are of the very greatest value in the treatment of 
subacute painful conditions in the muscles and joints. 2. The 
most satisfactory course of treatment consists of an injection 
administered every second day for three weeks (10 injec¬ 
tions), combined with rest and with massage on the inter¬ 
vening days. 3. In the greater number of subacute cases, 
lasting several months, complete recovery may be expected 
after three to five weeks from the commencement of the 
treatment. 4. This method is also very helpful in lingering 
cases of gonorrhcearrheumatism. 5. It does not, however, 
take the place of salicylate of soda in relieving the pains of 
acute articular rheumatism. 

Edinburgh. 


THE EFFECT OF VACCINIA ON THE 
WELL-BEING OF CHILDREN 

AS JUDGED BY THEIR REACTION TO SUBSEQUENT 
INFECTIONS. 

By J. PAHLANE KINLOCH, M.D. Glasg., 

LECTURER IN PUBLIC HEALTH, UNIVERSITY OF ABERDEEN. 

The immediate injuries and complications resulting from 
vaccination have been very fully discussed in the literature 
of the subject. It would appear that while the infectious 
, disease vaccinia is mild, danger lies in the possible infection 
of the open wound, and that improved quality of vaccine 
virus and use of aseptic methods have greatly diminished 
this risk. 

It has been alleged, however, that the constitutional dis¬ 
turbance produced by vaccination in the first year of life 
cannot be regarded as other than serious, since the effect of 
any mild infection at that tender age can gravely prejudice 
the child’s future growth and diminish its resistance to 
disease. So far as I am aware, no information on this point 
has been published, and it has seemed that some evidence 
might be obtained by observing the effects of other 
infectious diseases in vaccinated as compared with unvacci¬ 
nated children. 

Accordingly a record has been kept of the presence or 
absence of vaccination scars on all children under 5 years 
admitted to the Cifcv of Glasgow Fever Hospital, Ruchill, 
during the years 1910 to 1913, and the accompanying tables 
show the incidence of death and of complications among the 
vaccinated and unvaccinated suffering from scarlet fever, 
diphtheria, measles, and whooping-cough. Tables for 
erysipelas, broncho pneumonia, and enteric fever have also 
been prepared, but in these diseases the number of cases is 
so small that only total numbers are submitted. It may be 
stated that when doubt existed as to the presence or absence 
of vaccination scars friction was applied to the skin, and 
only those cases were regarded as vaccinated in which scar- 
tissue stood out pale against the hyperremie skin. 

In Table II. are given: (1) the number of children under 
5 years of age admitted to hospital during the three years’ 
period; (2) the death-rates among the vaccinated as*com¬ 
pared with the unvaccinated in each of the diseases; and 
(3) a comparison is made to differentiate male and female 
children. 

Aae —The number of cases is too small to allow of any 
useful information being derived from the figures relating 
to the different age periods. The mortality in the following 
age periods may be mentioned :— 

Of scarlet fever cases in third year 9 4 p.c. of v. died. unv . 8 6 d.c 

,, diphtheria ,, fourth ,, 11*8 ,, ,, ,, 15 6 

,, measles second ,. 17’0 ,, ,, ” 23*2 ’ 

,, whooping-cough cases in first 41*9 „ ,, ,, 4 P 3 [[ 

Convulsions provided a terminal symptom in the whooping- 
cough cases in which death was not accounted for by any of 
the tabulated complications. j 


Table I.—Infections Diseases in Children aged 0 to 5 Years in 
the Years 1910 to 1913. 

A. Scarlet Fever — Males. 
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Table II. 


Total cases. 


Mortality per cent. 


V. 


Un. 


— 1 v. 

| 

un 

1 v. 

un. 

M. 

F. 

M. 

F. 

Scarlet fever. 

1066940 

125 

66 1 

96 

7*5 

57 

32 

15-9 

Diphtheria . 

1053 876 
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176: 

21*5 

18*6 

165 

18-2 

24-7 

Measles . 

i 865 671 
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9'5 

16 0 

10-8 

8-2 

19-8 

11 4 

Whooping cough ... 
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Complications. —Again, if the prevalence of completions 
in the several diseases be considered, the following figures 
are obtained:— 



37 6 „ 

„ of unv. ,, , 

Of diphtheria „ 

11-2 „ 

„ of v. ,, » 

t* 

17-5 „ 

„ of unv. ,, . 

Of measles ,, 

22*2 ., 

i, of V. ,, t 

»» ,, 

28*4 „ 

„ of unv. „ , 

• Of whooping-cough 

23*5 „ 

„ of V. ,, r 

,, ,, 

29*4 ,, 

„ of unv. ,, . 


And this constant predominance of complications among the 
unvaccinated is similarly distributed if the cases are sub¬ 
divided into males and females. 

Finally, if the most frequent complication in each disease 
is separately examined it is found that there developed— 
Septic complications in scarlet fever in 26 9 p.c. of v., in 30 4 p.c. of unv. 

Diphtheritic paralysis in . 6 5 „ «* 7*3 ,, 

Lung complications in measles in ... 14*5 ,, ■« 18*6 ,, «• 

If tt in whooping-cough ... 19*6 „ •• 22*5 „ .» 

Discussion and Conclusion. 

The figures deal with 3804 cases of infectious diseases, of 
which 3058 were vaccinated and 746 unvaccinated, and they 
show repeatedly an increase in the incidence of disease 
complications and death among the unvaccinated. A larger 
number of cases will have to be examined before this point 
can be regarded as generally proved. 

It is not contended that vaccinia increases the resistance 
of the body to disease in general. The results obtained in 
this inquiry must depend in part on the inclusion among the 
unvaccinated of weakly children exempted from vaccination 
on purely medical grounds, and this inclusion may be suffi¬ 
cient to explain the increased vulnerability of the unvacci¬ 
nated group. On the other hand, the healthy children of 
conscientious objectors to vaccination appear in the unvacci¬ 
nated group, and the increase in the number of these children 
during recent years is shown in Table III., for which I am 
indebted to Dr. A. K. Chalmers, medical officer of health of 
Glasgow. 

Table III.— Glasgow : Statement of Number of Declarations of 
Conscientious Objection to Vaccination in Relation to the 
Births Registered. 


ON THE SOLE USE OF REVERDIN’S 
NEEDLE. 

By VICTOR BONNEY. M.S., M.D., B.Sc. Lond., F.R.C.S., 

BURGEON TO THE CHELSEA HOSPITAL FOR WOMEN AND TO THE 
MILITARY URANGH OF THE MIDDLESEX HOSPITAL AT CLACTON; 

ASSISTANT GYNAECOLOGICAL SURGEON TO THE MIDDLESEX 
HOSPITAL, ETC. 

The subject of how to save time in surgical operations is 
always important, and I am therefore venturing to describe 
a method of general operative technique which I have 
employed to that end for nearly four years. It turns upon 
the sole use of Reverdin’s needle. (Fig. 1.) The needle in 
question, which, it may be recalled, has an eye that can be 
opened and closed by means of a slide, is employed in this 
country, but to nothing like the same extent as in France, 
where it is the only needle in common use. Its great 
advantage is that it renders a second assistant to thread the 

Fig. 1. 


C M.imcm Iitw Of NEEDLE 
^sJSwiNC EYE 
Own * CLoreo 


Reverdin’s needle. 


Year. 

Births. 

C.O.* 

Per¬ 

centage. 

Year. 

Births. 

C.O.* 

Per 

centage. 

1907 

23,926 

474 

2*0 

1911 

21,584 

3791 

17 6 

1908 

23,743 

2183 

9*2 

1912 

21,812 

4371 

200 

1909 

23.002 

2653 

11-5 

1913 

28.688 

6804| 

23*7 

1910 

22,014 

3231 

14-7 

1914 

29,455 

7580 

25*7 


* Oonscientious objectors. t Extended city. 

Whatever be the explanation of the figures submitted, the 
fact remains that they afford no evidence that vaccinia has 
a prejudicial effect on a child’s future well-being as judged 
by its response to subsequent infection. I have pleasure in 
acknowledging my indebtedness to Dr. John Brownlee, 
statistician to the Medical Research Committee, for sug¬ 
gesting this investigation and placing the information at my 
disposal. 


needles unnecessary, for they are threaded by the first 
assistant, and he and his chief are therefore in this particular 
Self-contained. 

The Use of Rever din's Needle . 

For those who are not accustomed to this needle it may 
be remarked that its use requires a little practice. There is 
a tendency at first to open the eye whilst passing it through 
the tissues, especially if these are resistant, or to forget to 
close it before drawing it back, either of which mistakes 
causes the needle to catch in and lacerate the tissues, while 
the needle itself is very likely to be damaged. 

Another and very important point concerns the assistant 
who threads it. Unlike a notched needle, in which a degree 
of tension must be kept upon 
the suture during the with- * IG * *• 

drawal of the needle, the ^ Jl l( ^ m ^ ^ 
assistant, once he has placed f^k ^ I II 

the suture in the eye and the N § 

slide is closed, must let the Qj j ^kj 

suture go loose. If he pulls 

upon it, the withdrawal of 'N 

the needle is rendered jerky, \ 

and the slide that closes the Th0 author ’ a wrist-ligature carrier, 
eye is liable to be injured. 

The whole instrument is a delicate one; this is its 
drawback. The needles, which are detachable from the 
holder, require to be carefully looked after. They must be 
taken to pieces immediately after use, cleaned, boiled, and 
then stored in absolute alcohol, in which they will not rust. 

Fig. 3. 


County of Aberdeen : Report of Tuberculosis 
Medical Officer for 1916.—The report for 1916 of the 
tuberculosis medical officer for the county of Aberdeen states 
that during the year 393 cases were notified, the death-rate 
running almost parallel with that for the whole of Scotland. 
The doubts once entertained as to the advisability of the 
compulsory notification of tuberculosis have proved ground¬ 
less. Notification has not led, as was feared, to sufferers 
from the disease being regarded as lepers. Occupation did 
not form an important factor in the incidence of the disease; 
heredity, defective housing, and malnutrition were found to 
be much more important factors. The report strongly con¬ 
demns box-beds, and regards the housing problem as perhaps 
the mcfBt outstanding oi the many difficulties associated with 
the eradication of tuberculosis. Among school children 
tuberculosis was found to be fairly prevalent, the usual site 
of the disease being at the root of the lungs, where the 
bronchial glands became affected. The report emphasises 
the need of after-care committees, and states that, on the 
whole, the expenditure under the county council scheme has 
been justified and has borne good fruit. 


The ligature-carrier In position. 

The surgeon should have two sizes of needles, each in its 
separate holder, one being very fine for delicate suturing 
such as is required in intestinal anastomosis, and the other 
a coarser one for ordinary use. 

Carriage of the Suture and Ligature Material. 

In Paris I saw the suture material provided for in several 
ways. Thus, the surgeon carried in his left hand a sheaf of 
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ready-cut lengths ; or the assistant cut off the lengths as he 
required them, from a reel placed near him. None of these 
methods seemed to me to be ideal, and I therefore devised 
the wrist ligature-carrier shown in Fig. 2. It consists of a 
little cylindrical metal box, opening at either end, in which 
is contained a glass reel on which the ligature material 

Fig. 4. 



Catgut on a reel. 

is wound. The cylindrical box is attached to the wrist by 
means of a broad red rubber band in a similar manner to a 
wrist-watch. (Fig. 3.) This carrier is not only useful as a 
means of providing suture material with which to thread the 
Reverdin needle, but is a great time-saver when the surgeon 
has to ligature a number of vessels one after the other, as, 
for instance, in amputation of the breast. To use it most 
advantageously he should be able to tie the single-handed 

knot with equal 
facility with either 
hand. When oper¬ 
ating I wear one 
of these carriers 
on either wrist, 
and my assistant 
does likewise. We 
are thusabsolutely 
self - contained, 
having all the 
suture and liga¬ 
ture material we 
require in front 
of us. 

Any material the surgeon fancies may be wound upon the 
glass reel inside the carrier. Messrs. Allen and Hanburys 
put up at my suggestion a “tanned” catgut, wound on reels 
that fit the carrier. (Fig. 4.) Each reel, immersed in 
iodine solution, is contained within a glass tube, in which it 
is sterilised by superheating. The reel carries double the 
length of catgut that is contained in the similarly sterilised 
hank. For all purposes catgut is better wound on a reel, for 
hanks are troublesome to unravel, and in the process the 
catgut is often brought dangerously near to unsterilised 
areas. 

Threading , Tying , and Cutting the Sutures. 

The assistant threads the needle from one of the four 
carriers, according to the kind of suture material required. 

Fig. 6. 



The knee table, screen, and elbow table in position. 


The tying of the suture should be done either by the surgeon 
or the assistant, according to the side of the table from 
which the tying may be most satisfactorily and expeditiously 
accomplished. A large number of operative manipulations 
are best carried out from the assistant’s side, and should be 


so effected. This, of course, postulates an able assistant. 
One great advantage of the technique I am now describing is 
that it makes for “team work.” 

Whilst the assistant is tying the suture the surgeon is 
passing the needle for the next one; and as he can do this 
quicker than the knot can be tied, he should cut the suture 
short himself, for otherwise an interval will elapse during 
which he is doing nothing. To avoid having to drop the 
Reverdin needle which he holds in his right hand or the dis- 

Fig. 7. 



The complete arrangement. 


secting forceps which he holds in his left, I have devised 
the scissors shown in Fig. 5. These scissors can be held in 
either hand in such a way as to leave the index finger and 
thumb completely free. The handles are gripped between 
the thenar and hypothenar eminences, and the shanks pass 
pass out through the cleft between the index and second fingers. 
They save much time otherwise consumed in picking up and 
laying down. 

Arrangement of the Tables and Disposition of the Instruments. 

In order to complete the technique it is necessary to have 
the instruments and swabs so placed that neither the surgeon 
nor his assistant need turn away from the operating table to 
get them. To achieve this I employ the following arrange¬ 
ments in all cases of abdominal section for pelvic or lower 
abdominal disease. The patient is in the tilted position. On 
her knees is hung my “ knee-table,” shown in Fig. 6, which 
consists of a plate of thin metal bent across its middle to 
nearly a right angle and having a flange at one end. This 
device, when covered by the sterilised body-sheet, forms an 
excellent table on which instruments may be placed without 


Fig. 8. 



The author’s screen. 


slipping down between the thighs or into the abdomen. 
(Fig. 7.) Towards the head of the patient is placed the 
screen which I devised, shown in Fig. 8. It has projecting 
from it a ledge, which also forms a little table on which 
instruments can be placed. The screen and the knee-table 
having been placed in position, a sterilised body-sheet is 
laid over all, and an elbow-table on which are the instru¬ 
ments and swabs ready laid out is now brought up to the 
knee-table so as to extend its area. (Figs. 6 And 7.) A con¬ 
tinuous sterile surface is thereby formed, the only break in 


Fig. 5. 
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which is the aperture left in the sheet for access to the site 
of the wound. 

This aperture is the weak spot in an otherwise aseptic 
“ operating bench,” for the skin cannot be absolutely 
sterilised. To meet this difficulty, sterilised gauze, linen, 
or rubber sheets are attached to the edges of the wound in 
the usual way. The ideal would be to cover the skin with 
an absolutely impermeable sterile varnish which would 
remain perfectly adherent throughout the operation. I 
have tried to make such a varnish, but hitherto without 
success, although I have used a large number of substances ; 
they all tend to peel off at the wound edges. The use of 
44 crystal violet” as a means of providing a permanently 
sterile surface to the skin during an operation promises a 
solution of this difficult problem. 

Conclusion. 

The technique I have described requires a little prac¬ 
tice, and an assistant trained in it; but these attained, 
it markedly facilitates and expedites operating. The mere 
faot of not having to turn round lightens and quickens 
the work ; while the having of all one’s appliances imme¬ 
diately to hand, and not being obliged to give orders or make 
requests to an assistant standing behind one’s back, removes 
a potential source of irritability and impatience. 

De vonshire-plaoe, W. 


ULTRA-VIOLET RADIATION: 

A SPECTROSCOPIC INVESTIGATION OP SOME SOURCES OF 

ULTRA-VIOLET RADIATION IN RELATION TO 
TREATMENT BY ULTRA-VIOLET RAYS. 1 

By CHARLES A. SCHUNCK, F.C.S. 

As ultra-violet radiation is extensively used therapeutically 
I thought that a spectroscopic comparison of some of its 
sources, showing their constituent radiations, wave-lengths, 
and relative intensities, and the attempt to ascertain the 
most efficient for the purpose, would be of interest and 
value. 

After describing the regions of the spectrum the following 
table was given 

The Spectrum Regions. 

Visible region ... 7594-3934 A.U. t Lyman region ... 1230-600 A.U. 
Ultra-violet region 3934-1850 ,, Unexplored ,, ... 600-6 ,, 

* Schumann „ 1850-1230 „ X and Gamma ray... 8-0’07 „ 

* Schumann substituted fluorite for quartz and adopted a vacuum 
spectroscope to avoid absorption of the rays. 

t Lyman in 1914, using a concave grating (dispensing with necessity 
of lenses) enclosed in a brass tube 11 cm. in diameter and over a metre 
long containing hydrogen at a pressure of 2 to 3 mm. and using a strong 
disruptive discharge through a discharge tube, was able to extend the 
spectrum to \900; and in 1915, by substituting He free from N for H 
and giving an exposure of about 10 minutes, repeatedly observed a 
number of new lines, the most refrangible of which was X 600. 

From X600 to about X 8, where the softest characteristic 
X rays of A1 have been recorded, is an unexplored region, 
the region where that profound change from light radiation 
to X ray takes place, and which, when means are devised for 
its investigation, may lead to most important results. 
Lyman considers it can be still further extended below X600 
by purely spectrosoopic means. 2 The wave-length of the 
soft X rays is of the order of 1 Angstrom unit and of the 
harder 0*25. The value 0 07 is for the most penetrating rays 
from radium G, given me by Sir Ernest Rutherford in 1915, 
who also gave his measurement of the hardest rays from the 
Coolidge tube as 0*14 A.U. 

The Qaartz Spectrograph, with which the spectra were 
recorded, is of well-known design and admirably adapted 
for the purpose. 

The one completed for me last year by Messrs. Bellingham 
and Stanley, of 71, Hornsey Rise, has various improvements 
upon the original model of A. Hilger and Go., from whom I 
had one of the first in 1908. The Balient features are its 
compactness, the complete enelosement of the prism, and 
lenses able to take the entire spectrum from the extreme red 
to the ultra-violet at X 2100 on one plate 10 inches long in 
excellent focus throughout; when once set no further adiust- 
. ment is required. [A description of the instrument was here 
given.] 

i Abstract of a paperread before the ROntgen Society. 

* Theodore Lyman: The Extension of.the Spectrum beyond the 
8chumann Region, Aatrophyaic&l Journal, March, 1916. 


For the arc spectra the voltage was 100, and the amperage 
was varied from 5 to 10. For each plate the amperage and 
exposures for each spectrum thereon were kept constant so 
as to get comparable results. The exposures in the arc 
spectra varied from 5 to 15 seconds, whereas the corre¬ 
sponding spark spectra took 2A to 5 minutes. The plates used 
were Wratten and Wainwright pan-chromatic and the 
sources were compared on the same plate. The various 
sources were examined both in the arc and spark discharge, 
though the latter is hardly applicable therapeutically in 
general, the spark only being a point of light compared to 
the arc, and to be at all practicable would have to be con¬ 
densed and then but a very small area would be covered. 
This might be useful in some cases, however. 

The Sources of Radiation. 

The sources of radiation examined consisted of— 

Metallic electrodes of pure 3 W, Mo and Fe; 1 inch carbon 
rods impregnated by boiling in solutions of sodium tungstate, 
uranium nitrate, ammonium molybdate, and titanous 
chloride; and A inch cored carbons filled with U 3 O 6 , FeaOs, 
wolfram (75 per cent. W0 3 , 20 per cent. FeO, 5 per cent. 
MnO), the ore of tungsten, and pure W and Mo (99 per 
cent.) in the form of powder, together with the Simpson 
electrodes which are said to consist of wolfram. These 
are very unsteady in the arc, splutter badly, and a glassy 
deposit forms on the electrodes that has to be removed 
before the current will pass again, whereas the above 
carbons are quite steady, which is a great advantage. 

The reason for trying the impregnated and cored carbons 
was the readiness one can assimilate any substance for the 
arc discharge and the endeavour to get, if possible, a more 
intense and cheaper source in this manner than the Simpson’s 
or metallic tungsten. From the spark spectra experiments 
I had high hopes that the carbons impregnated with uranium 
nitrate and ammonium molybdate 4 would prove an excellent^ 
source, and rival that of W, whose spectrum is of a similar 
character. But though it has a more intense spectrum than 
W in the spark and of greater extent, it falls off consider¬ 
ably after X 2500 and ends at X 2300, compared to W in the 
arc, which extends to X 2200 on this plate. W also appears 
to be more intense in the arc than the spark. 

The Spectrosoopic Results. 

The following are the spectroscopic results obtained :— 

The most intense and richest source of ultra-violet radia 
tions is that of the W metallic electrodes in the arc. The 
spectrum 6 consists of very many lines of nearly equal 
intensity throughout the ultra-violet spectrum, so close 
together as to form an almost continuous spectrum extend¬ 
ing with but slight loss of intensity to X 2130 (the limit of the 
instrument). The W spectrum and the Simpson electrodes 
extend further with the same amperage and exposure than 
any of the sources examined. 

The Mo arc spectrum is of a similar character but not so 
intense throughout, extending to X 2190but losing in intensity 
at X 2300. The Fe arc spectrnm is very rich in ultra-violet 
radiations, and though containing some very intense groups 
of lines is not so uniform throughout as that of W and 
Extending only to X 2250. Its spark spectrum is characterised 
by a maximum of intensity in the neighbourhood of 
X 2400, which maximum X2500 is not so pronounced in the arc. 

The spectrum of the Simpson electrodes is very similar in 
character and of the same intensity spectroscopically as 
that of the W arc, but their unsteadiness may detract from 
their effectiveness therapeutically as compared to metallic 
W electrodes with treatment exposures. Dr. Sidney Russ 
was the first to examine the spectrum and to compare it with 
that of pure W, and he pointed out and came to the con¬ 
clusion that they were apparently identical, thereby render¬ 
ing a signal service. The wolfram cored carbons have a 
similar spectrum, but it is not so intense with the same 
amperage and exposure. A careful comparison of the 
spectra of metallic tungsten, Simpson’s and wolfram, shows 
that though very similar, supporting Dr. Russ’s conclusion, 
yet there are differences from the W spectrum, and giving 
an increased amperage to the wolfram carbons, almost 
an exact match is obtained between the Simpson’s and 
them. 

Of the cored carbons the W powder gives a less intense 
spectrum than the W electrodes. FesOg almost equal to the 

3 W = Tungsten, Mo =* Molybdenum, Fe == Iron, Ti =* Titanium, 
U = Uranium, Mn = Manganese, C = Carbon. 

4 Known aa the 4> Jones electrodes,” and used as a source of light for 
recording absorption spectra in the ultra-violet, as the lines are so 
numerous and close together as to form almost a continuous spectrum. 

3 Shown at a meeting of the society last year by Messrs. Morphy and 
Mullard in their paper on “ The Enclosed Tungsten Arc.” and also by 
Major Wilson. U.A.M.G., when describing 44 a new tungsten arc 
lamp ” he has devised. 
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Fe electrodes with advantage of steadiness which the latter 
lack, as they scintillate considerably. Mo powder like the 
Mo electrodes consisting of many lines extending to X 2300, but 
not nearly so intense. The U 3 Oa was disappointing, and 
better results were to be expected. The oxide, however, was 
notreduoed to the metallic state by the arc discharge which 
may be the cause, and shortly I hope to be able to examine 
the arc spectrum of metallic uranium electrodes. The 
epectrum loses intensity at X 2600, but, so far, the lines are 
much closer together than W, and the spectrum more 
Intense. The numberless lines and their closeness, both in 
the arc and spark spectrum of U, is its great characteristic. 

The impregnated carbons in the spark are much more 
intense than in the arc. The uranium nitrate and 
ammonium molybdate impregnation gives a magnificent 
intense, almost continuous spectrum extending to X 2300 
without much loss of intensity, and is the most intense and 
richest in ultra-violet radiations of any spark source. The 
carbons impregnated with sodium tungstate were not nearly 
so continuous or intense. In the arc as far as X 2500 the 
carbons impregnated with uranium nitrate and ammonium 
molybdate are more intense and continuous than the W arc, 
bat their spectra do not extend as far, X 2300 being about the 
limit. The sodium tungstate and titanous chloride impreg¬ 
nation are particularly poor. The same impregnated carbons 
were used both for the spark and arc. 

Radiations of the sources used in treatment .—By comparing 
the arc spectra of carbon, the iron spark and arc, the mercury 
vapour arc, the Simpson electrodes and metallic tungsten in 
the arc, the nature of the radiations, and the intensity of 
the various sources that have been and are used in ultra¬ 
violet radiation treatment are seen. 

Carbon is the source used in the Finsen lamp, the spectrum 
being very poor in ultra-violet rays and the exposure as 
long as 70 minutes at a time. After the Finsen lamp, I 
believe both the iron arc and spark were used, the latter with 
a quartz condenser with exposures of 3 minutes. Then the 
mercury vapour arc as in the Kronmeyer lamp, with a quartz 
condenser as a compressor on the skin, with exposures of 
3 minutes or thereabouts. The spectrum consists of intense 
isolated bands and lines, the most intense and broad of all 
being just inside the Schumann region at X 1849*6. A year ago 
the Simpson electrodes were the vogue until Major Turrell 
adopted metallic tungsten, with which the maximum 
exposure is 5 minutes without a condenser. 

In regard to filament lamps, like the spectrum of all 
incandescent solids, the spectrum which is a continuous one 
falls short of X 3000, so they are hardly suitable for ultra¬ 
violet radiation treatment where radiations of shorter 
wave-length are the effective ones therapeutically, as I 
believe I have been able to prove. 

Therapeutical Experiments. 

Through the valuable advice and assistance of Major 
W. J. Turrell, R. A.M.C., electro-therapeutic physician to the 
Radcliffe Infirmary, Oxford, to whom I am much indebted for 
the therapeutical aspect of ultra-violet radiation, I have been 
able to make some simple therapeutical experiments of the 
more intense sources. 

Major Turrell 6 finds that the W arc (he was the first to 
apply this source) is the most efficient source clinically of 
ultra-violet radiation and superior in results obtained from the 
Bimpson electrodes, which is supported bv the spectroscopic 
examination. Within certain limits, he states, the intensity 
of the erythema produced on the skin in a given time may 
be taken as measuring the clinical efficiency of the radia¬ 
tion of the source. The open W arc he places 1 foot from 
the part to be treated, giving an exposure of 5 minutes with 
an amperage of 5 to 10, voltage 100, as the maximum dose. 

The following experiments were undertaken : — 

In conjunction with him my forearm was exposed for 
5 minutes at a distance of 12 inches with a current strength 
of 5 amperes oyer different areas of the skin to the action of 
the electrodes in the arc, of metallic W, Simpson’s and half 
inch cored-carboils filled with UmOm, W powder, wolfram 
and Fe- 20 ;i. The cored-carbons, which burned very steadily, 
Rave no erythema. The W a fair reaction and the Simpson’s 
slight in 12 hours; the former gave a slight redness in 
t hours, the latter very slight in the same time. 

To get an increased effect I used the quartz cylindrical 
condenser under the same conditions as the spectra were 
taken, which forms an image of the arc 16 inches from the 
condenser in the form of a band about 4 inch wide on the 
skin of the forearm, the arc source being 3j inches from 
the condenser. The current strength, voltage 100, was 9 to 


* L Itra-vfolefc Radiation from the Tungsten Arc, Section of Blectro- 
790* ° f 807,118ociety of Medlcla®. Oct. 20th, 1916; The Lancet, 


10 amperes and the exposures about 2 minutes. An intense 
erythema was produced in a few hours, with metallic W (indi¬ 
cation in half an hour), not quite as much with the Simpson’s 
(indication in 1 hour), and fairly intense with metallic Fe 
electrodes and the carbons cored with wolfram (indication 
in 2 hours). The exposure in this case was 24 minutes, 
amperes 10. Using W as one electrode and a soft-cored 
carbon the other, alternately as “positive and negative,” 
compared to W as both electrodes, there appeared but little 
difference in the erythema produced. With W as the posi¬ 
tive electrode the arc is much the steadiest, and very steady 
indeed. The three spectra at 9 amperes and 10 seconds’ 
exposures showed very little difference in intensity, W the 
best, then W as the positive electrode. Car bona impregnated 
with uranium nitrate and ammonium molybdate, 9 amperes 
and 4 minutes’ exposures, gave a faintish erythema in 24 
hours, but no reaction with an exposure of 2 minutes. 

One mm. thickness of glass in front of the condenser with 
an exposure of 4 minutes at 9 amperes gave no reaction to the 
W arc, neither was there a reaction with a piece of micro¬ 
scopic cover-glass in front, whereas the W arc with 2 minutes' 
exposure gave a good redness on the skin in 12 hours. These 
cover-glass experiments were repeated several times, and 
there was no difference if the glass was placed on the skin. 
Only in one experiment was there a slight reaction with 
24 minutes’ exposure and 10 amperes, and in this experiment 

1 am not certain whether the glass was covering the lens 
completely. The 1 mm. glass and the cover-glass tested 
spectroscopically under the same conditions as the erythema 
experiments were made, out off the spectrum at X 2950 and 
X 2750 approximately. 

This shows, I think, fairly conclusively that radiations of 
X2750 approximately and upwards, have no therapeutical 
value as judged by the erythema effect, whereas if the one 
experiment is correct there is an effect between X 2750 and 
X 2950. It must be remembered these experiments were only 
made upon my own skin ; still, an exposure of 4 minutes to 
the W arc with the condensing lens is a very severe test, 
seeing that in the arc experiment of 2£ minutes at 10 amperes 
the erythema was so intense that it persisted for three 
weeks, the skin desquamating and causing a fair amount of 
irritation. 

Dr. Sidney Russ 7 last year stated that the skin is very 
absorbent to A. U. radiations. 

A piece of skin from the human abdomen 1|10 mm. thick 

laced in front of the slit of the spectrograph with the 

impson arc 20 cm. distant and giving an exposure of 

2 minutes, cuts off the spectrum approximately at X 3000, 
showing that ultra-violet radiations between X 3000 and 
X 2100 are very easily absorbed by the human skin, and 
this is the same region I find of therapeutical value. “ With 
thickness of 4 mm. and 1J mm. of skin and an increased 
exposure of 8 minutes the radiations between X 3000 and X 3800 
were transmitted, but he considers it is doubtful whether 
more than 1 per cent, of the radiation penetrates as deep 
as 1 mm.” 

These two sets of experiments tend to show that the 
therapeutical effect is limited to the superficial tissues, and 
this is also the opinion of Major Turrell from the clinical 
aspect, who states in the paper above mentioned that * * the 
therapeutical value of ultra-violet radiation appears to be 
due to its destructive action on micro-organisms and to the 
active hyperemia which it induces in the superficial 
tissues.” 

I have also proved while constantly working with the W arc 
in this research, that a sheet of 1£ mm. glass placed between 
the arc and the face is a perfect protection from the effects 
of the radiations, especially to the eyes, which are particularly 
sensitive, which is supported by my own experience, my 
eyes being much affected before adopting this means of pro¬ 
tection. During one day's experiments I calculated 1 was 
subjected for half an hour to the W arc 1 foot away, and 
with this simple protection there was no effect on the eyes 
or skin. 

I think one can safely assert that the radiations of thera¬ 
peutic value lie between X 3000 and X1850, and I am now 
endeavouring by spectroscopic means to ascertain which part 
of this region has the greatest therapeutic efficiency. 
The W arc is no doubt the most intense source of radiation 
there is at present for the purpose. The open arc can 
be increased in intensity by using a quartz condensing lens, 
the absorption of which for these radiations is but slight. 
Pfiiiger for a piece 1 cm. thickness gives the values of 

t From the Visible to the Gamma Ray Spectrum, Brit. Med. Jour., 
Jan. 22nd, 1916. 
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5*8 per cent, at X2200, 8 per oent. at X 2140, 16*4 per cent, 
as X2030, bat as much as 32 8 per oent. as X1860 ; while 
Collentz finds that throughout the spectrum to X 2500 it is 
almost perfectly transparent in thicknesses up to 3 cm. If 
a reflecting mirror is used, 8 then platinum and nickel will 
be found superior to silver, and silicon the best of all 
reflecting surfaces. Silver reflects on an average 30 per 
cent, of the radiations between X3000 and X2000, platinum 
and nickel about 45 per cent., but silicon as much as 
76 per cent. Mirrors of these substances can be readily 
prepared by cathode spluttering or electro-plating. 

I have to thank Dr. Oberlander, Ph.D., Mr. J. C. Gardiner, 
F.C.S., and Mr. Arthur Schiff for the pure substances experi¬ 
mented with, and I am much indebted to Professor W. H. 
Perkin, F.R.S., for so kindly giving me the facilities of 
carrying on part of this investigation at the New Chemical 
Laboratories at Oxford. 


Clinical SCofcs: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF 

ACUTE INTESTINAL OBSTRUCTION BY 
MECKEL’S DIVERTICULUM 

SUCCESSFULLY TREATED BY LAPAROTOMY. 

By E. Mansel Sympson, M.D. Cantab., M.R.C.S., 

HONORARY SURGEON, LINCOLN COUNTY HOSPITAL; LIEUTENANT-COLONEL, 
R.A.M.C. (T.F.), 4TH NORTHERN GENERAL HOSPITAL. 


As cases of Meckel’s diverticulum are not common, and 
those of intestinal obstruction thereby still less so, the 
following notes may be of interest. 

The patient, a thin lad of 21, was admitted to the Lincoln 
County Hospital on May 1st last with acute intestinal 
obstruction. Two years previously he had an attack of 
acute peritonitis. An operation was performed at a naval 
hospital, where the abdomen was opened in the middle 
line, and drained. Two days before admission to the County 
Hospital he was suddenly seized with acute pain over the 
whole abdomen, of a spasmodic type, followed by persistent 
vomiting, which in 12 hours’ time became definitely 
stercoraceous. Constipation had been absolute from the 
start. On admission he had well-marked “ facies hippo- 
oratica,” furred tongue, with foul breath smelling strongly 
faecal. Temperature 97° F.; pnlse-rate 130, of poor volume 
and feeble. Over the abdomen respiratory movements 
almost universally absent, distension and tympanites 
were evenly distributed all over, well-marked “ladder” 
pattern, and peristalsis visible synchronous with ex¬ 
acerbations of pain. The abdomen was universally 
rigid and tense, with no specially tender spot or any 
localising sign. A provisional diagnosis of “strangula¬ 
tion by bands” was made. A middle-line incision about 
5 inches long was made partly in the line of the old scar. At 
first sight of the contents of the abdomen the condition 
appeared hopeless, as the much-distended ileum and 
jejunum were bound up by very numerous adhesions, some 
well organised and of old standing, but the majority of only 
recent date. A thorough and systematic division of adhesions 
was made and the freed gut, after examination, was returned 
into the peritoneal cavity, but the bowel was still distended. 
It was noticed that although by far the greater part of the 
small intestine was obviously obstructed, yet the portion of 
it just above the ileo-c®cal junction was flaccid and of 
ordinary size and appearance. This part of the bowel was 
traced upwards for about 2 feet, where a Meckel’s diver- 
tioulum was found, about 4 inches long, which was 
adherent at its tip to the posterior abdominal wall and 
to the root of the mesentery opposite the body of the 
second lumbar vertebra, thus forming an open small 
window, through which about 2 feet of ileum had become 
prolapsed and strangulated. The implicated bowel was 
in fairly good condition, so the diverticulum was removed 
on similar lines to an appendicectomy, and the abdomen 
was closed. The after-treatment consisted in administration 
of 1 c.c. of pituitrin 8-hourly, calomel (gr. 1) every hour for 
10 hours, and frequent injections of brandy and saline fluid. 
On the second day the bowels were well opened, and the 

• The Reflecting Power of Metals in the Ultra-violet Region of the 
Spectrum, by B. 0. Hulbert, Astrophysloal Journal, 1915, xlli., 205. 


patient was back on a full diet on the fifth day. Con¬ 
valescence was uninterrupted and he was discharged oared 
and entirely relieved on May 29th, four weeks after admission 
to hospital. 

I am much obliged to Mr. W. F. Stiell, our resident medical 
officer, for these notes and for help at the operation. 


A CASE OF SUPRAPUBIC HERNIA. 

By William H. Forshaw, F.R.C.S.Eng. 


Cases such as the oue here described are of exceptional 
rarity. The only one I know of was described by Voeckler* 
in 1912. 

A married woman, aged 41, with one child, aged 15 years, 
was recently admitted into the London Hospital. On 
the day before admission she, whilst in the aot of 
micturition, suddenly felt a sharp pain just above the 
symphysis pubis. On examination of the region she dis¬ 
covered a lump which had never been noticed before. The 
pain of the swelling was intense and caused her to vomit 
every half hour, until she was admitted into hospital some 
24 hours later. Her condition on admission was as follows: 
There was a hard, rounded swelling about the size of a 
doubled forefinger situated immediately above the symphysis 
pubis in front of the right rectus muscle, which was painful 
to the touch and gave no impulse on coughing. It 
was thought to be an interstitial inguinal hernia, 
font at the operation was found to be a strangu¬ 
lated hernia emerging from the abdominal cavity between 
the two recti muscles very near to their insertions. 
The sac was firmly nipped at the neck, and only with great 
difficulty could the director and knife be inserted. The 
constriction was divided in an upward direction—towards 
the umbilicus—to avoid danger of damage to the bladder. 
The gut was returned and the sac cut away. The stump 
was transfixed and sntured to the deep surface of the 
right rectus muscle. The patient made an uninterrupted 
recovery. 

It is interesting to note that the patient also has a reducible 
left femoral hernia of three years’ standing. 

I am indebted to Mr. H. M. Rigby for allowing me to 
publish this case. 

London Hospital. _ 


A CASE OF ANTRAL ABSCESS TREATED WITH 
SALICYLIC ACID. 

By Percy R. Wilde, M.D. Aberd., 

PHYSICIAN, LANSDOWX HOSPITAL, BATH. 


Antral abscess is often a very troublesome condition, 
and the following long-standing case in which the treatment 
adopted proved efficacious in stopping the discharge may 
prove suggestive. 

The patient was an elderly lady with an abscess of the 
antrum which had existed for fourteen years. During this 
time the tube had been removed every night and morning 
and the cavity syringed with an antiseptic solution. Gnidea 
by the principle that all ohronic discharging surfaces should 
be kept dry, and knowing that salicylic acid is one of the 
most powerful bactericides we possess, I treated her by 
plugging the antrum with a piece of gauze into which I had 
rubbed a powder consisting of salicylic acid one part and 
s&och. alb. four parts. This was passed loosely into the 
cavity and renewed daily. On the fourth day the discharge 
had ceased. Treatment was then suspended, a piece of cotton 
wool being placed over the opening of the sinus, which was 
kept in position by the denture the patient was wearing. 

The treatment was effective. Three months later the 
patient reported that she had had no farther trouble from 
the day of the last plugging. 

Bath. _ 

1 Lejars : Urgent Surgery, seoond edition, p. 228. 


A general monthly meeting of the members of 
the Royal Institution of Great Britain will be held on 
Monday, July 2nd, at 5 p.m., at Albemarle-street, Piocadilly,W. 

Bristol Insurance Committee. —At the last 
meeting of the Bristol Insurance Committee it was stated 
that, compared with 1916, the number of men on the index 
register for 1917 showed a decrease of 5430, and women an 
inoreaseof 3439. 
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Sfftbiral Storoifo. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section op Anatomy and Physiology. 

Perfusion of the Iron's Heart with Nicotine.—Modification of 
laity Compound* in Intestinal Epithelium. 

A meeting of this section was held on May 25th, Professor 
D. T. Barry, the President, being in the chair. 

The President read a paper on Perfusion of the Frog’s 
Heart with Nicotine. He said that hitherto nicotine effects 
on the heart were chiefly investigated by dropping on the 
drug diluted without neutralisation. The results of per¬ 
fusion after neutralisation were much more reliable; and 
this was the method employed in these experiments. 
Nicotine acted on nerve and on muscle, at first exciting and 
then depressing. The pure accelerator fibres were first 
stimulated, and in the fresh heart this acceleration was 
generally accompanied by increased tonus. Later the 
accelerators were depressed as shown by negative response 
to stimulation of the sympathetic, which prior to nicotine 
caused acceleration. The inhibitor mechanism was 
next excited, causing a slowing of the rate and cessa¬ 
tion of beat with 0*2 per cent, solution, the heart 
remaining quiescent during one to three or four minutes. 
The purely augmentor fibres were excited early by nicotine, 
but this effect was best revealed after the stimula¬ 
tion of inhibitors had passed off. If the tone of the 
augmentor8 was increased by artificial stimulation before 
the drug, then the increase in force of the beat caused by 
this was very great. It had been shown by a simple device 
that the heart could perform more work in this phase, taking 
an augmented inflow comfortably and expelling it against 
increased resistance. Atropine did not counteract nicotine 
slowing. Atropine was said to paralyse the vagus endings 
in doses of 0‘001 mg. or over. Amounts much greater than 
this were perfused for some minutes prior to nicotine 
perfusion, but without affecting the inhibiting action 
of the latter; therefore, it was probable that nicotine 
excited the post-ganglionic fibres of the vagus, just as 
it excited post-ganglionic accelerator fibres. A phenomenon 
of much interest observed frequently in the experiments 
was reversal of the heart beat by nicotine. The ordinarily 
subordinate mechanism of the ventricle was stimulated 
by the drug to predominance, so that the ventricle led 
the cycle. This might occur with or without cessation of 
the auricle beat as a preliminary, but the auricle-ventricle 
interval had been seen frequently to become shorter before 
reversal set in. It was also shown that a block could be 
temporarily broken down by nicotine, a 2-1 rhythm being 
converted to 1-1. Its action on the muscle connecting 
auricle to ventricle pointed rather to Englemann’s view of 
a dr o mo tropic delay in the impulse from above (lowered 
conductivity) than to the De Boer view of a prolonged 
refractory phase in the ventricle. Numerous graphic records 
illustrating the above points were shown. 

Dr. F. W. Lamb gave an account of the various histological 
methods used in the study of fat globules in cells and dis¬ 
cussed the modification of fatty compounds in their passage 
through the intestinal epithelium. He believed that all fatty 
bodies, with the exception of triolein, underwent an alteration 
or partial specialisation in the epithelium. 


•London Dermatological Society.— The annual 
meeting of the above society was held at St. John’s Hospital 
for Diseases of the Skin on June 19th, the President, 
Dr. W. Knowsley Sibley, being in the chair. The honorary 
secretary presented the annual report and said that the 
council were happy to record a successful year. The numbers 
had increased considerably; three new life fellows, 30 fellows, 
four members, and two associates had been elected during 
the present session. The officers elected for the ensuing 
year were Captain W. Griffith, R.A.M.C., President; Dr. 
Morgan Dockrell, honorary secretary; Dr. Knowsley Sibley, 
honorary treasurer. A clinical meeting followed. 


Jpriefos anh Suites of $rolts. 


Obstetrics: Normal and Operative. By George PEARLA 
Shears, B.8., M.D., Professor'of Obstetrics and Attend¬ 
ing Obstetrician at the New York Polyclinic Medical 
School and Hospital. With 419 illustrations. London 
and Philadelphia: J. B. Lippinoott Company. 1916. 
Pp. 745. Price 25*. net. 

The author has added this work to the already large 
number of text-books on the subject of Obstetrics, because 
he considers that most obstetric works contain too much 
irrelevant matter and too little about the practice of 
obstetrics. The book is based upon his experience in, and 
teaching at, the Cornell University Medical College and at 
the New York Polyclinic. With much of the author’s teach¬ 
ing we are in complete agreement, but on some matters 
we hold different opinions in common with many British 
obstetricians, we feel sure. With the great importance 
of avoiding vaginal examinations and performing more 
frequent abdominal palpation we cordially agree. At the 
same time we think that in carrying out the latter manoeuvre 
the advice to use the tips of the fingers and not the palms of 
the hands is quite wrong. The formation of the ring of Bandl, 
quite rightly according to English teaching, is attributed 
to excessive retraction of the uterus, but when the student 
is further told that the ring of Bandl is not present in tonic 
contraction of the uterus we entirely disagree. Dr. Shears 
appears to us to confuse the retraction ring and a contrac¬ 
tion ring—two different conditions. The important clinical 
difference between secondary inertia of the uterus and 
tetanic contraction is not pointed out clearly. The teaching 
that the best method of treating an unreduced occipito- 
posterior presentation of the head may be to practise 
version, even when the head has passed the brim but is 
arrested in the pelvic cavity, or, failing this, the suggestion 
to rotate the head with the forceps rather than to carry out 
manual rotation, is contrary to the accepted practice in 
this country. The author, however, says that he has found 
rotation with the forceps easy and successful. 

Dr. Shears maintains that clear and correct descrip¬ 
tions of the treatment of foetal asphyxia are rare, 
and that some writers seem to have no positive opinions 
at all upon the subject. The description furnished 
in this book is not, however, by any means perfect; 
the fact that asphyxia pallida is really due mainly to shock, 
and that the chief danger is the heart failure which is 
present, is not stated—an important matter which in any 
description of this condition requires particular emphasis, 
since it forms the key to all successful methods of treating 
asphyxia pallida. In this section some very interesting 
details are given of the effect on the foetus of oxygen inhala¬ 
tions by the mother, and the benefit to be derived from them 
is pointed out. 

The book is in many ways a good one and should prove 
useful to the student. It is, however, somewhat spoilt by 
the slighting manner in which the author constantly refers 
to the writings of others. Many of his strictures are not 
deserved, and we can only conclude that he has not a very 
wide acquaintance with the best text-books of obstetrics in 
the English language, many of which are extremely practical 
as well as quite well written. 


Commentaires de la Faculty de Midecine de V University de 
Paris {1395 1516). Publics avec une Introduction et 
des Notes par le Dr. Ernest Wickersheimbr, Biblio- 
thGcaire de l’AcadSmie de M6decine. 4to. Paris: 
Imprimerie Nationals. 

In a large quarto volume of some 561 pages the librarian 
of the AcadGmie de M6decine of Paris, Dr. Ernest Wickers- 
heimer, has edited the “Commentaires de la Faculty de 
M6decine de l'Universitfi de Paris ” from the year 1395 to 
1516. The Commentaires comprise 24 volumes in all and 
date from Nov. 6th, 1395, to November, 1786. Described in 
a few words, they constitute the administrative history of 
the Faculty de Medecine as recorded by successive deans. 
The origin of the faculty is not easy to trace, for though, 
according to the chronicler Guillaume le Breton, the art of 
healing and the care of the body were taught in Paris 
as early as the year 1210, physioi or physicians are not 
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mentioned in documents until 1213, when, in an episcopal 
charge concerning the licence of the University of Paris, 
theologians, dtcretistes , artists, and physici are separately 
enumerated. In 1251 the University of Paris begins to 
employ the word Medioina. 

In the fifteenth century, which is the period mainly 
covered by M. Wickersheimer’s learned labours, medical 
education in the University is already being pursued with 
the help of certain books and by disputations. Every 
Bachelor is required to go through four courses, the first of 
which must be begun a fortnight after he has been received. 
A course is taken up with the study of a given book, such as 
the Aphorisms of Hippocrates, the Viaticum or Book VII. of 
Isaac Judaeus, who died in the tenth century, Gilles de 
Corbeille on the Urine, the works of Phases, Avicenna, Galen. 
It is curious to note that though the study and criticism of 
books were thus insisted on, there were only some 38 works on 
medicine and surgery in the library of the Faculty in the years 
between 1395 and 1516. These were manuscripts on parch¬ 
ment, some of them illuminated, and probably of value, for 
one was in pawn in 1395 chez Guillaume Boucher. Thirty- 
eight volumes could only necessarily go round among a very 
small circle of readers. Disputations were carried on by 
the Masters in Medicine and respectfully and quietly listened 
to by the Bachelors. One of the subjects was “ Utrum 
rerum naturalium, non naturalium et preter naturalium, 
cognitio medico sit necessaria ? ” These disputations were 
called Qiwlibets , not because they were on any subject, but 
because the answer was Yes or No. Theses were written , 
then as now, and a candidate for the licence might choose 
his examiner, who was probably his own teacher, but he had 
two assessors, and the transaction or bargain had to be 
above board—“ sine fraude et deceptione.” 

The Medical Faculty comprised four grades—students, 
Bachelors, Licentiates, and Masters or Doctors. Students 
were not as young as most of the University men of that 
age, for they were required to pass four years in the study 
of medicine before obtaining the baccalaureatship unless 
they had previously graduated in arts, when the course was 
three years. In 1426 Pope Martin V. decreed that the 
medical licence could only be obtained by graduates in arts. 
A high standard of literary culture was thus ensured, though 
the science of the time had little value. 

M. Wickersheimer’s monumental work has been published 
under the auspices of the Ministry of Public Instruction and 
Fine Arts. It is one of the “ Collection de Documents 
In6dits sur l’Histoire de France. ” The librarian of the 
Acad6mie de M6decine is to be congratulated on his erudition. 
He is probably—to judge by his name—one of that long line 
of brilliant Alsatians who have adorned French science since 
the days of Adolphe Wurtz and Gerhardt. We understand 
that he is now at the front helping to win back those lost 
provinces that have contributed so greatly to the civilisation 
of France. 


Reports of Inquiries and Appeals under the National Health 
Insurance {Medical Benefit) Regulations ( England ), 1913. 
Vol. I. London: H.M. Stationery Office. 1917. Pp. 163. 
Price 9 d. 

The Insurance Commissioners have initiated a series of 
reports of the inquiries instituted by them under the medical 
benefit regulations, and these reports should prove very 
useful in connexion with the various questions which, in the 
first instance, are the subject of investigation by Insurance 
Committees and their subcommittees. The decisions which 
the Commissioners are called upon to give affect a wider and 
more varied range of subjects than might at first be supposed. 
The development and enunciation of the principles to be 
applied in cases where medical men, druggists, insured 
persons, and Insurance Committees find themselves at 
variance should tend to diminish the number of disputes 
arising as well as to the speedy and satisfactory disposal 
of them. 

A considerable proportion of the cases referred to the 
Commissioners naturally bring under their notice com¬ 
paratively simple questions with regard to which, when 
the facts have been established, there can be little 
doubt as to the course to be pursued. Among cases of 
this kind may be placed many of those in which a medical 
practitioner’s removal from the panel is sought for upon the 
representation of an Insurance Committee. Such cases are quite 
rare when the large number of practitioners upon the panels, 


and the varying circumstances in which their lives have been 
spent, are taken into consideration. When a medical man is 
proved upon more than one occasion to have been in a state 
of intoxication when visiting his patients (Part I., Case VII., 
p. 13 ; Case XIII., p. 24), to have habitually left patients to be 
treated by an unqualified assistant (Part I., Case XVI., 
p.34), or to have been the putative father of the children of a 
patient (Part I., Case X., p. 19), little remains to be said. 
His retention upon the panel would neither be desirable in 
the interests of his profession nor of his patients, and his 
chse is as simple as those affecting druggists, in which 
fraudulent overcharges are proved to have been made, sup¬ 
ported by proof of alterations deliberately made by the 
druggist in the doctor’s prescriptions (Part II., Case V., p. 64 ; 
Case VI., p. 67; Case VII., p. 69). Other subjects are of 
greater complexity. Among these may be placed questions 
of proposed surcharge on the ground of alleged extravagant 
prescribing. Twelve appeals relating to this very important 
matter are included, and the fact that the decisions in this 
class of case involve questions of principle, and should serve 
as precedents, is emphasised by the use of headnotes sum¬ 
marising the conclusions arrived at. Thus we read (Part III., 
Case IV., p. 80) that— 

Statistical evidence does not suffice, standing alone, to 
justify the inference of extravagance, but in conjunction 
with evidence derived from the character of the prescrip¬ 
tions themselves, and in the absence of satisfactory explana¬ 
tion by the doctor, it may assist both in establishing the 
fact of extravagance and in enabling a reasonable estimate 
to be made of the additional cost thereby caused to the 
Drug Fund. 

Naturally it is in cases where principles have to be sought 
for, and by which precedents of importance may be estab¬ 
lished, that differences of opinion may arise as to the correct¬ 
ness of the decision arrived at. In one such instance 
(Part IV., Case II., p. 123) a panel doctor was requested by a 
patient’s mother to obtain a second opinion, a step which he 
considered unnecessary, and which in the end only served 
to confirm his diagnosis and treatment. On the ground 
that the consultation was unnecessary, and that in attending 
it he was acting on behalf of the patient’s mother, the panel 
practitioner charged a fee. The Insurance Committee 
decided that the charge was a breach of the doctor’s agree¬ 
ment, and the Commissioners rejected his appeal, holding 
11 that as the appellant had, in fact, attended the consulta¬ 
tion his action was for the general benefit of the patient, 
and in view of the mother’s anxiety the consultation was not 
unnecessary.” The question of fees for attending consulta¬ 
tions in the circumstances indicated is likely to be raised 
more frequently when the provision of the opportunity for 
consultations arouses more frequent demand for them among 
insured persons, and no doubt the difficulty will then be 
more fully provided against. There is certainly an element 
of hardship in a case which compels a medical man to attend 
gratis a consultation considered by him unnecessary, with 
the alternative of absenting himself when another medical 
man seeks information as to the patient’s condition and 
treatment. 

The general impression conveyed by a perusal of the Com¬ 
missioners’ decisions, and of the principles upon which they 
are based, is one of an industrious endeavour to sift the 
cases before them with thoroughness and to arrive at just 
conclusions. This cannot always have been easy, for the 
questions raised have had many and varied aspects. The 
difficulties have arisen out of the administration of a com¬ 
plicated system of a novel character, necessitating the 
breaking of fresh ground and the creating rather than the 
following of precedents. Whatever view, however, may be 
held as to the merits of a particular decision or decisions, 
there can be no question as to the desirability of assembling 
and publishing such decisions in the convenient form adopted* 


JOURNALS. 

la Chirurgia degli Organi di Mommento. —All concerned 
in its production are to be congratulated on the first number 
of this new Italian surgical periodical. It is published by 
L. Capelli, Bologna, and the agents for this country are 
Messrs. Williams and Norgate. The first article, “La 
Mobllizzazione Chirurgica delle Anohilosi del Ginocchio,” is 
from the pen of the editor, Dr. V. Putti, professor of ortho¬ 
paedics in the University of Bologna. Dr. Putti discusses 
very fully the operative treatment of bony ankylosis of the 
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knee by the latest methods, describes in detail those adopted 
by himself, and gives histories of cases in illustration. One 
of the cases cited is of extraordinary interest. The patient, 
a field labourer, was operated on for bony ankylosis of the 
knee in 1911. The method of operation adopted was that 
described by Dr. Putti in the Archivio di Ortopedia in 1913. 1 
The ankylosis was broken down and the joint resected. 
The condyles of the femur were covered with pads of the 
fascia lata dissected from the patient’s thigh, in the hope 
that a fresh synostosis would thereby be prevented, and 
that the aponeurotic tissue might take a useful part in 
the formation of a new joint. The result as regards 
mobility was not satisfactory, and three years after 
the first operation the patient requested further surgical 
intervention. Dr. Putti performed a second resection and 
found a condition of the joint which showed that the im¬ 
perfect result of the first operation was due to its too 
conservative character and in particular to the non-removal 
of the crucial ligaments and the cartilage covering the 
articular surface of the tibia. The point of chief interest, 
however, is the condition of the covering of fascia lata which 
had been applied to the condyles of the femur three years 
before. This was found living and firmly adherent to the 
bone. It was removed in the course of the fresh resection 
and submitted to a histologist for examination. Under the 
microscope, while its original character, of an aponeurosis, 
was plain, it was seen to have undergone a considerable meta¬ 
morphosis towards cartilage. The very full and interesting 
report of the histologist concludes as follows : “In conclu¬ 
sion, the fascia interposed in this patient between two osseous 
articular surfaces is living and is undergoing a cartilaginous 
metamorphosis which tends to reproduce the normal morpho¬ 
logical conditions of the joint even in detail.” Dr. Putti 
gives a very full and clear account of the technique he 
follows in his resections, and accompanies it with a series 
of admirable illustrations. Clinical histories are given 
of six cases of resection after his method. In the fully 
successful cases the mobility, strength, and general useful¬ 
ness of the new joint are quite extraordinarily good.— 
The three remaining articles in the present number contain 
much that is of interest to orthopaedists. Dr. Vaughetti 
writes on the present condition of prosthetic surgery 
(“ Progressi Actuali della Plastica Cinematica ”), while Dr. 
Deli tala discusses the normal and pathological anatomy of 
the skeleton of the foot, with special reference to wounds, 
and Dr. Serra contributes a histological study of transplan¬ 
tation of bone in the human subject. A word of praise 
must finally be given to the typography of this number and 
to the excellence of the numerous illustrations. 

The Military Surgeon. Washington, D.C. May, 1917.— 
The number opens with an appreciation of the Carrel-Dakin 
method of wound sterilisation, “the most valuable advance 
in the treatment of infected wounds ” learned in this war, 
by Colonel William H. Arthur, Medical Corps, U.S. Army, 
Commandant of the Army Medical School. He notes the 
essentials to be, first, thorough opening and drainage, 
cleaning of the wound from foreign bodies and dead tissue, 
the complete arrest of haemorrhage; then the continuous 
bathing of the wound, every nook and cranny of it, with an 
efficient, non-irritating bactericide. He concludes that the 
chemical skill of Dakin assisted the mechanical dexterity of 
C&rrel.—Colonel Louis La Garde, Medical Corps, U.S. Army, 
retired, tells the civil profession they should join the Army 
now to help, and not delay till they can get the particular 
sort of work they prefer. He tells how Dr. Nicholas Senn, 
of Chicago, designated in 1898 as the chief operating 
surgeon of all the armies in the field, came to Cuba after 
the fighting was over and the wounded had been sent home, 
but, having no operations to do, was content to take 70 
Cuban refugees and clean up a burned town to make a site 
for a hospital. That was the work his country needed done. 
That was the work Senn was ready to do. —Surgeon (Fleet- 
Surgeon that is) W. M. Garton, U.S. Navy, describes how 
the food of the men of the fleet is inspected in a United 
States dockyard. The Fleet-Surgeon (Principal Medical 
Officer of the Fleet) is responsible for the quality of the 
food, assisted by the Fleet pharmacist. He lays great stress 
on regular hours for supply to give time and light for 
inspection. Bread, milk, and apparently meat are inspected 
daily, clams, oysters, and yeast on Fridays, fowl and cake 


1 L’lnterposfzione dl lembi aponeurotici liber! nella mobilizz&zlone 
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on Saturdays or the day before holidays, and ice-cream on 
Sundays. We hope the fowl, cake, and ice-cream, which 
appear to furnish forth the Sunday dinner of the U.S. 
Navy, may be found on this side not to fall below 
the Transatlantic standard. — First Lieutenant W. E. 
Fitch, Medical Reserve Corps, U.S. Army, discusses rations 
for boys in military training camps. He takes 4000 as the 
number of calories required by a man at active work, and, 
on the authority of Du Bois (Russell Sage Foundation), 
demands for boys 25 per cent, more, 5000 calories, to satisfy 
the ravenous appetites which result from the energy 
expended in exercise and growth. This food he supplies 
particularly in whole-wheat bread, eggs, meat, fresh vege¬ 
tables and fruits, observing that long-cooked food, tinned 
meat, condensed milk, &c., have lost their vitamines, while 
he puts white patent roller process flour on the same level as 
polished rice. He gives his boys in camp meat at every 
meal, yet only about half a pound a day, but the calories he 
gets mainly out of cereals, potatoes, beans, and, of course, 
in America, pie. 

Archives de Mkdeoine et de Pkarmaoie Militaires . 
Tome LXVII., No. 1. January, 1917. Paris: L. Fournier. 
—In an article on Fractures of Bones, and especially Dis¬ 
placements of the Fragments, caused by Firearms, by 
Ed. Delorme, M6decin Inspecteur G6n6ral, Membre de 
TAcademic de M6decine, profusely illustrated by sketches 
taken from radiographic plates, the author states that the 
experiments concerning the result of gunshot wounds made 
on the cadaver by himself and Captain Jaricot in 1881 had 
enabled him to classify the principal types of fractures of 
the diaphyses and epiphyses of the bones. It appears that 
such a study gives often more precise results as to the lines of 
fissure than radiography owing to the super-position on the 
plate of both surfaces of the bone. These anatomical 
studies, supplemented by the examination of thousands of 
wounded men and of radiographic plates, show that: 1. The 
German S bullet acts similarly to its predecessors in causing 
the various lesions of the bones. 2. That shrapnel bullets 
give simpler types owing to their lower velocity. 3. That 
splinters from shells, grenades, &c., give types similar to 
those of shrapnel bullets with a few differences, such as 
(a) fractures without solution of continuity of the bone, 
which may or may not be comminuted; ( h ) fractures of 
Bimple types, with solution of continuity; (u) fractures of a 
complex type, more oi less comminuted, with solution of 
continuity. He enunciates the two following laws: (1) A 
fracture of the diaphysis is less extensive longitudinally 
as the velocity of the bullet increases; but (2) as 
a rule, the fracture is more extensively comminuted as 
the velocity of the projectile is augmented. Inspector- 
General Delorme points out that trench warfare, with its 
shorter range, provides examples of the latter type of fracture 
more frequently than did fighting in the open during the 
earlier days of the war, and then deals in detail with all 
the fractures of the bones of the upper extremity, com¬ 
mencing with those of the fingers and finishing with 
the bones of the shoulder-joint. All these lesions conform 
to the following category : (1) abrasions or contusions with 
or without fracture by the contact of the bullet or splinter; 
(2) deep pitting of the bone; (3) grooving or guttering of 
the bone; (4) perforation, with the formation of large 
splinters, sometimes wedge-shaped, or the bone may be 
extensively comminuted and reduced to small fragments 
held together by the periosteum. The various types of 
callus are mentioned, and especially callus formed after 
gunshot wounds of the shoulder, where it is often extensive 
owing to the many centres from which ossification may 
proceed. Displacements of the bones are described, such 
as those of the forearm, arm, and shoulder, and M. Delorme 
insists upon the necessity of great care being taken 
to correct any vicious position. He has seen marvellous 
recoveries of joints when these have been implicated in 
serious lesions owing to the great care taken in rectifying 
faulty positions and the use of suitable appliances until 
healing has taken place. The author is not favourably 
inclined to primary excisions of joints unless the lesion is 
limited to the immediate neighbourhood of the joint and 
below the epiphyseal line, for if the diaphysis be implicated 
the surgeon may remove too much bone in his endeavour to 
go beyond all damaged portions of bones. Pseudo-arthrosis 
is found to occur most frequently after fracture of the radius 
alone, or ulna alone. 
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Journal of the East Africa and Uganda Natural History 
Society. March, 1917. Longmans, Green, and Co. Price 
5s. 4 d .—The relation of climate to health gives particular 
interest to the several articles which have appeared from 
time to time in this journal on desiccation or the gradual 
drying up of rivers and lakes in Africa. In the current issue 
Mr. R. L. Harger gives a summary of observations on the 
subject made by older travellers—namely, Mr. G. W. Stow 
(circa 1843) and Livingstone—and records his own observa¬ 
tions made between the years 1894 and 1906. A review of 
the facts stated show that the inland plateau of Africa up to 
the Equator can be divided roughly into three lateral zones : 
(1) From about the latitude of the Orange River to the 
Zambesi, where vast rivers and lakes have disappeared, 
leaving mere remnants, such as Lake Ngami; (2) from tke 
Zambesi to the latitude of Lake Mweru, where large river 
systems and huge lake areas are in process of being 
drained ; and (3) the equatorial belt, excluding Tanganyika, 
where the climate, rainfall, and vegetation are such, together 
with abundance of water, as to warrant the supposition that 
drainage and desiocation have not yet commenced.—A short 
note on Albinism in East Africa, by Mr. S. L. Hinde, 
expresses the opinion that possibly a larger percentage of 
albinos are born to negro parents in tropical Africa than is 
born to European parents in Europe. These children are 
seldom seen by Europeans, as many tribes destroy them at, 
or soon after, birth, and those that are allowed to survive 
are difficult to rear. Under the title of “A Rare Forest 
Francolin,” Dr. V. G. L. van Someren, the honorary secre¬ 
tary of the society, describes the Francolinut lathami 
eohubotzi , and a beautiful coloured platd shows the male and 
female of these birds. 


Indentions. 


A BED-CARRIER. 

At this hospital last summer on fine days patients were 
carried out of doors in their beds. This necessitated 
carrying the bed and patient 100 yards and up and down a 
broad flight of ten steps. Four strong men were required to 
carry a single bed, and for four men it was a con¬ 
siderable exertion. From unequal lifting it was a 
strain on the bedstead. The bedsteads are light, of the 
ordinary hospital pattern, measuring <6 ft. 4 in. by 3 ft. 3 in. 



The hospital carpenter made a bed-carrier by the use of 
which two men could do the work of four with less exertion. 
It is a simple contrivance. No claim is made for originality, 
but in view of its convenience its description is made known. 

It consists of two stretcher poles, each measuring 
104 X li X 2j inches, their ends fashioned to form handles 
(see figure). The poles are joined at a distance from either 
end, corresponding with the head and foot of the bed, by a 
jointed flat iron bar, one-half of which overlaps the other at 
the central join. The longer half is turned over at its end 
to grip its fellow, thus preventing over-extension. Each half 
has a hinged attachment to the pole to allow of the two 
poles being collapsed together. The carrier in use, when the 
jointed bars are extended, lies under the bed frame. Four 
buttresses on the poles rest hard up against each leg of the 
bedstead to prevent the bed slipping when carried up an 
incline. The two jointed bars when fully extended form a 
rigid iron bar which prevents collapse of the poles when a 
man at each end lifts the pole handles to carry. 

A. Geoffrey Evans, 

E.N. Hospital, Mount Stuart. Temporary Surgeon, B.N. 


WRIST- AND FOOT-DROP SPLINTS. 

The following is a description of two splints which have 
been found very useful in the prevention .and treatment of 
“ wrist-drop ” and “ foot-drop ” in oases of injury to muscle 
and nerve. They have been designed by Miss Wharton, one 
of the dressers in the Hdpital Temporaire d’Arc-en-Barrois 
(Haute-Marne). 

The splint is made of iron wire, strong enough to support 
the limb but capable of foroible bending to fit it to the 
peculiarities of individual cases. It consists, as will be seen 
in the illustrations, of a support on the palmar or plantar 
aspect of the limb, attached to a wire, which, passing 
between the index and middle fingers or great and second 
toe, crosses the dorsal surface of the hand or foot without 



actually touching it, and continuing up the forearm or leg is 
fixed in the manner shown in the drawing, by a few turns of 
bandage. In the foot-splint the support is made in sheet metal, 
'while in the hand it consists only of a single wire with a 
detachable sheet-metal finger support. In "foot-drop " the 
advantages of the splint as compared with the ordinary back 
splint, for example, are: Its simplicity, lightness (the patient 
is perfectly free to adopt any change of position he cares to 
without suffering the restraining influence of the heavy 
posterior splint), ease of appliance—e.g., a few turns of a 
bandage on the leg only, which renders it capable of appli¬ 
ance in spite of wounds, adaptability to cases, absence of 
any risk of pressure sore in the heel region and possibility of 
walking on crutches while wearing the splint. • In “ntrist- 
drop ” its light weight is again the most commendable 
attribute, and the fact that the splint is fixed by a 
bandage on the forearm only, leaving the hand free 
and enabling the fingers to be used while the wrist 
is supported in a position of dorsiflexion to the 
amount desired for the case. If it is thought desirable 
to keep the fingers in an extended position the detach¬ 
able finger support is used. If it were objected that there 
were pressure on the affected muscles, which is almost 
inconceivable in such a light apparatus, a modified form in 
which the arm-piece is applied to the anterior surface of the 
forearm is made. These splints are in constant use in the 
Arc-en-Barrois Hospital and have been found very effective 
in the prevention and treatment of foot- and wrist-drop and 
after nerve sutures. They have also been commended and 
adopted by certain French surgeons of other hospitals. 

The splints are made and supplied by Messrs. Allen and 
Hanburys, Limited, 48, Wigmore-street, London, W., and 
catalogued by them as the “ Wharton’s Splint.” 

A. F. Sinclair, 

Surgeon, Hdpital Temporaire, Are-en-Barrols. 
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Mesopotamia: Then and Now. 

The Report of the Commission appointed to 
inquire into the Operations of War in Mesopotamia 
was presented to Parliament on Tuesday last, an4 
constitutes one of the most tragic confessions of 
official muddle known to our history. The Report 
strikes us as moderate although so outspoken, for 
indeed the political and military miscalculations 
which led to the first advance on Bagdad, the 
siege of Kut, and the surrender of more than 
a division of first-class troops, with over 20,000 
casualties, are now seen to have been gross. 
Coming to the breakdown in the medical 
arrangements; there is published with the Report 
a complete endorsement of the findings of the 
Vincent-Bingley Commission which went out to 
Mesopotamia early last year to review the medical 
arrangements; and from these findings, which form 
Appendix I., as well as from the whole Report it 
becomes clear that at the beginning of the campaign 
the provision for the sick and wounded was in¬ 
adequate. After the battle of Ctesiphon and during 
the Kut relief operations the medical arrange¬ 
ments entirely broke down, and Surgeon-General 
Hathaway, the Principal Medical Officer in Meso¬ 
potamia, Surgeon-General Babtie, the Director 
of Medical Services in India up to June, 1915, 
and his successor, Surgeon-General MacNeece, 
are all found to blame in varying measure, despite 
the splendid work, acknowledged by the Commission, 
of the executive and regimental medical officers. No 
doubt each of the high officials desired to do his 
best, and no doubt each of them can show that he 
advanced claims for attention to the needs of his 
department which were not attended to by military 
or civil authorities, but it emerges from the Report 
that they did not recognise the seriousness of the 
situation. Lieutenant-Colonel R. M. Carter, I.M.S., 
the first man to report truthfully to his superiors 
on what was really happening, was snubbed and 
even threatened. This makes a sorry tale. 

An officer in the Royal Army Medical Corps who 
uses the pseudonym “ Martin Swayne,” has just 
published a book which deserves to be widely read 
as a sequel to the Report. The book is entitled 
14 In Mesopotamia/' and in it he tells us of 
a white doorway in a yellow wall which local 
tradition regards as the gate of the Garden of 
Eden. No garden is there now, but the gate is 
at the junction of the Euphrates and the Tigris. 
Th# two gigantic rivers rush through stretches 
of land so barren that no green thing was 
available for our troops on the march up from 
the Gulf. Tinned fruits and vegetables, which 
should have come, failed, and the men marched 
day after day drawing on the mineral salts stored 
in their bodies, and finally upon their own lecithin, 
until beri-beri set in and they were invalided back 
again to India whence they had come. Instead of 


a succession of fruits in the garden for the use of 
man, man became himself the soil on which 
flourished one after another a virulent series 
of bacterial crcps. Plague followed cholera, and 
malaria found a seed-bed prepared by the enteric 
fevers and dysentery. The water of the rivers which 
once flowed through the garden, making possible the 
leafy shade in which the Lord God walked in the 
cool of the evening, was but the vehicle of deadly 
germs. Under such conditions it is no surprise 
that the sick and wounded were “ lean, gaunt, 
haggard skeletons, hollow-eyed, with rivulets of 
perspiration furrowing the dirt of their faces.” 
The vessels in which they came down stream from 
the fighting above consisted of ordinary river-boats 
with a big barge lashed on each side, on the deck of 
which the men lay closely packed under a single 
thickness of canvas awning. With the rising 
humidity of evening heat-stroke was often added 
to the other terrors. Such were the conditions 
for the sick and wounded in Mesopotamia in the 
first half of the war, which is now completing its 
third year, and such they would have remained 
if it had not been for the tardy but strenuous appli¬ 
cation of the principles of hygiene, principles 
sufficiently well known before but not applied. 

Whether the insanitation was due to the parsimony 
or the ignorance of authorities, hard to convince of the 
certainty of disaster entailed by the lack of hygiene, 
is an idle speculation. The Garden of Eden is being 
restored. Irrigation on a small scale is already 
producing more than enough vegetables to supply 
the needs of troops and cattle. Up and down the 
whole length of the river water-purifying installa¬ 
tions have been erected, each complete in itself 
and providing an abundant supply of pure water for 
so many units. Traffic on the river for the sick and 
wounded is no longer a protracted torture. A fleet 
of hospital ships, some of shallow enough draught 
to ply right up into the Armenian mountains, 
ptovide all the conditions for safe and rapid con¬ 
valescence. One of these river boats, which we 
were able to describe last week from a personal 
inspection, is a model of applied medicine, each 
several requirement having received its appropriate 
attention. The enormous expenditure of thought 
and money in the directions which we have in¬ 
dicated has had already obvious justification, 
but to the clear-sighted medical administrator the 
prospect of their permanence adds vastly to the 
interest of his work. Not only for attack and defence 
are these conditions essential; they are also the 
conditions of peaceful development. The same irri¬ 
gation, multiplied a thousand times, can turn Meso¬ 
potamia once more into afertile plain, with an annual 
output of cotton and of corn worth hundreds of 
millions of pounds. Hospital ships, no longer 
required for maimed and broken men, can remain 
as the beginning of regular means of healthy river 
transit. The installations of pure water will be 
required as the nucleus of a vast permanent source. 
If the new Garden of Eden is better than the old, 
it may be because the medical profession has eaten 
to some purpose of the fruit of the tree, and turned 
to advantage its knowledge of good and evil, 
untrammeled by prejudice and vested interest. 
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The Day’s Work and the Cost. 

The Cavendish lecture delivered before the West 
London Medico-Chirurgical Society by Captain 
Andrew Macphail, of the Canadian Army Medical 
Corps, Professor of the History of Medicine in McGill 
University, Montreal, will be found printed in full 
on other pages. Captain Macphail has drawn a 
vivid picture with a sincere and accomplished 
pen of the work of the medical men at the front, 
choosing, as his example of “ A Day’s Work,” the 
advance of the Canadian Corps at Vimy Ridge on 
Easter Monday, an advance which was carried out 
with brilliant success, the result of organised 
work by day and night through weeks and months 
of methodical preparation. On that day the 
Canadian Army Medical Corps played a part 
carefully rehearsed beforehand with the other 
actors in the great drama, and showed how ably 
men trained thoroughly and methodically in the 
hospitals of their home country in time of peace can 
adapt themselves, organise their methods, and apply 
their acquired knowledge and skill as integral parts 
of a vast army face to face with every death-dealing 
device employed by a resourceful enemy. 

This is the principal lesson taught by Captain 
Macphail in his address, but learned and eloquent 
man that he is, he has seized upon an unrivalled 
opportunity to suggest for Our consideration many 
other matters of the first importance. We realise 
from his story that the work of a day to be 
effective, whether for a soldier or a surgeon, 
must be the result of training and preparation, 
and that even the initiative and resource which 
superficial observers may ascribe to natural in¬ 
genuity, stimulated by emergency in at least an 
equal degree, should owe origin to education and 
cultivated habits of forethought—habits which 
seem to have been considerably wanting in those 
responsible for the initiation of the Mesopotamia 
campaign. Captain Macphail describes how on 
one occasion at the Western front an appa¬ 
rently ample supply of blankets for an expected 
flow of wounded into a dressing station was 
suddenly rendered insufficient by bitter wind 
and driving snow. Within an hour, however, 600 
additional blanketB were assembled and transported 
to where they were needed. Captain Macphail adds 
that how this was done “ does not matter,” but we 
are free to conjecture that someone knew that 
something of the kind might occur, and had kept 
ready at the back of his mind details of how and 
where fresh blankets might be got, if the necessity 
for them should become urgent. Resource and 
readiness for emergency, as rendered possible by 
the medical man’s early training, are not, however, 
only called for by such emergencies as a snow¬ 
storm. One of the side lessons taught in the 
lecture referred to is the fact that, whatever red 
tape may necessarily associate itself with all 
military organisation, no unalterable routine can 
regulate the arrangements to be made before 
a battle for the reception of the wounded, 
any more than, the treatment of individual 
cases when they arrive can be laid down before¬ 
hand. Captain Macphail says, speaking of the 


preparations made from early in February on¬ 
wards for the battle of Easter Monday, “ No one 
system will suit all engagements, and the system 
must be devised in" case of defeat as well as in 
victory ” ; and he adds later, “ I cannot insist too 
strongly that medical arrangements must be devised 
anew for each action; they vary with the plan of 
battle and must be modified as the battle proceeds.” 
Throughout the war, in the exhibition of resource 
based upon training and knowledge, Captain 
Macphail shows us, the Royal Army Medical 
Corps, with its ranks filled and refilled by men 
of varying degrees of scientific attainment, 
torn from the various branches of civil practice, 
has won high distinction. “ It has yielded an 
army without sickness.” The words are those 
of Captain Macphail, who has never seen a case 
of typhoid at the front; and he speaks of 
London as “a place where men contract venereal 
disease,” whereas our army, fighting and resting 
alternately in France under medical supervision, is 
free from it—the first army that ever could be so 
described in such circumstances. It is with little 
wonder, then, that we learn from the utterance 
of Captain Macphail that “by the miracle it has 
performed of keeping the Army fit the considera¬ 
tion accorded to the service is unbounded.” 

But if the medical profession has gained dis¬ 
tinction for itself by the manner in which it 
has accomplished its work in the war, most 
assuredly the cost of its success has been heavy. 
A recent Ministerial answer in the House of 
Commons told us that, excluding the figures which 
are not obtainable as to medical officers from 
oversea, the losses of the medical ^ pfession in 
Regular and Territorial officers have amounted 
to 137 killed in action, 58 dead from wounds, 
and 62 from disease, 707 having been wounded. 
How many may yet be added to the total of those who 
have lost their lives it would be rash to estimate 
even roughly, and none can reckon how many of those 
described as wounded have been permanently incapa¬ 
citated from the pursuit of their professional careers. 
Those who have fallen have paid in full the price 
which war exacts from the patriot. They include 
among k their number young men of high capacity 
whom a future generation might have seen taking 
their places as eminent figures in the world of 
surgery and medicine. They include many who 
would have served their fellow-men usefully and 
honourably, if without fame, and some others for 
whom the future might only have had in store 
worldly disappointment. All these, however, are 
now equal in the fact that they have died upholding 
on the battle-front the traditions of the profession 
of medicine which never before in its history has 
had so great an opportunity for showing its zeal in 
the cause of country and fellow citizen, and whfeh 
has so manfully seized the chance. Let us see that 
in death they are not forgotten either by their 
colleagues or their country. When honourable 
mention is made of the achievements of medical and 
surgical science in the great war—and the records 
of that work will surely constitute a monument 
more enduring than brass—let the names of those 
be recalled who fell while tending the wounded and 
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the dying within range of the guns. The debt to 
them is one which in some measure can be repaid, 
for in not a few instances they will have left 
dependants whose mourning for their loss will be 
rendered more bitter by straitened circumstances. 
These will need our aid for many years to come, 
and a generation not yet grown to manhood and 
womanhood will have to extend a helping hand to 
some of them, and assist them to win independence 
for themselves. Meanwhile, as Captain Macphail 
says, the end is not yet, nor is it even in sight, and 
the medical profession will continue to face the day 1 s 
work from day to day, not reckoning too closely the 
cost in toil and money loss, but remembering those 
who have paid their share in the sacrifice of their 
lives. ♦ — 

Man Power and Medical 
Re-examination. 

In the House of Commons sitting as a Committee 
on the Army Estimates, Mr. Pringle, the Liberal 
Member for North-West Lanarkshire, moved last 
week a reduction in the vote for the War Office 
of £100 in order to call attention to what he termed 
“the scandal in connexion with the medical re¬ 
examination of discharged and rejected men.” Mr. 
Pringle spoke at length and gave numerous 
examples which he considered formed a proof that, 
to quote his picturesque language, u the halt, the 
lame, the blind, the mute, the mad, and even 
the dead” had been summoned before the 
examining boards set up under the Military 
Service (Review of Exceptions) Act. Mr. Pringle 
was supported by Sir Godfrey Baring, the 
Member for Barnstaple especially bringing to the 
attention of the House examples of what he 
described as the insolent attitude of the military 
medical boards towards those submitting them¬ 
selves for re-examination. The Under Secretary 
for War made a carefully considered reply, in which 
he admitted that under the Act whose working was H 
being criticised some 950,000 men might be called 
upon for medical examination in the hope only of 
obtaining 120,000 recruits, half of whom, it was 
anticipated, would be placed in Class A. These 
official figures make it perfectly certain that the 
working of the Act was bound to be intensely un¬ 
popular, and that it would necessarily be attended 
with many cases of disappointment and hard¬ 
ship ; but Mr. Macpherson was able to show that 
much of the criticism of his department was based 
upon an inability to comprehend the composition 
of the Army of to-day, and to appreciate the fact that 
it required one and a half men behind the lines 
to keep one man in the trenches, so that the 
majority of men who were called up would be 
required rather in work similar to civil employ than 
actually for fighting. If the India Office and the 
Government of India had had sufficient imagination 
to see this much in 1915, the disasters of the Meso¬ 
potamia campaign might have been avoided. Mr. 
Macpherson also made it clear that men who 
had served abroad and had been discharged from 
the Army for sickness or wounds, and who now 
come in under the working of the new Act, will be 
finally discharged. 


Mr. Asquith adduced from the result of the appeals 
made to the County of London Tribunal during 
nine months that the work of medical boards dis¬ 
played too large a margin of error, and thus gave 
authority to that aspect of the debate which 
reflected more upon the medical profession as 
recruiting officers than upon the administration of 
the War Office. In fact, the medical profession were 
placed by the debate in the unpleasant position* 
and not for the first time, of being, on the one 
hand, the objects of criticism, and, on the other* 
the bulwark behind which those criticised were 
sheltering themselves. We do not for a moment 
suggest that no errors in diagnosis have been 
made by military medical boards, but in spite of 
the evidence of the post-bags of Members of 
Parliament, we make bold to say that the margin 
of error has not been great, while^it has grown 
steadily less. And has there been no reason 
entirely outside the discretion of the medical pro¬ 
fession why certain of these errors have occurred ? 
From all over the country, from all sorts of 
speakers, and in journals of every political and 
social complexion we have learnt that a large number 
of men, who would have been adjudged first-class 
fighting material, secured early exemption from 
service in the Army, leaving the medical boards to 
exercise their judgment upon a population which 
was thus lowered in its physical standard. Any 
percentage of error which has occurred must 
certainly have been increased by this factor. 
Again, certain of the cases which have given rise to 
the most distinct feelings of injury among those 
who have undergone re-examination have been due 
to the raising of their class as a recruit. But the 
system of classification had no medical origin. It 
was devised for military convenience, and recruit¬ 
ing medical officers have to exercise their judgment 
as best they can in conforming with its pattern. 
This is a point which the critics of the medical 
profession might once and for all be asked to 
remember. 

The debate in the House of Commons on the 
Military Service (Review of Exceptions) Act was 
obviously political in its bearing. We are only 
concerned to place before our readers the medical 
aspects of the situation. The Act was con¬ 
sidered necessary by the Government because there 
was an undoubted leakage which, in the interests 
of the country, ought to be stopped. It was bound 
to be an intensely unpopular measure, and every 
medical man knew that it would lead to many hard 
cases and much difficult and delicate exercise of 
judgment and diagnosis. In these circumstances 
the military medical boards appear to us to have 
discharged their painful and difficult duties with 
care and conscientiousness. We are perfectly aware 
that there must have been errors, but the errors* 
like the many cruelly hard cases, were produced by 
the provisions of the Act and not by the slackness or 
ignorance of the medical profession. Those who 
have criticised the medical profession most strictly 
are the least likely to possess accurate statistical 
information as to the percentage of mistakes which 
have been detected. A Parliamentary Committee has 
been appointed to examine the working of the Act. 
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PERTUSSIS VACCINE. 

The employment of a vaccine in the treatment of 
whooping-cough is still on itd trial and a large 
amount of work on the subject has recently been 
done at the whooping-cough clinic of the New York 
Department of Health. The vaccine has been 
freely supplied by the Department to practitioners 
in New York, and in a recent number of the Journal 
of the American Medical Association Dr. Paul 
Luttinger analyses the reports of 250 physicians 
who had used the vaccine. The clinical material 
was the average dispensary child on the East Side of 
the city. 952 cases treated with vaccine were 
compared with*149 similar cases treated with drugs; 
in the former the average duration of the paroxysmal 
stage was 37 days, in the latter over 50 days. 
The second week of the paroxysmal stage seemed 
to be the most favourable for vaccine treatment; 
earlier than this the vaccine sometimes did harm, 
while in the later weeks it was simply inert. 
Used as a prophylactic in patients exposed to infec¬ 
tion, 94 per cent, escaped. Luttinger concludes 
that when the proper vaccine is given according to 
the method of the Health Department the disease 
is materially reduced in duration and severity, and 
that the results obtained warrant the routine 
administration of pertussis vaccine for both curative 
and prophylactic purposes. In the same number of 
the Journal of the American Medical Association , 
however, von Sholly, Blum, and Smith report a 
series of cases treated for whooping-cough by 
means of vaccines prepared from the influenza 
bacillus and from the whooping-cough bacillus and 
by a sham vaccine consisting of milk and water. 
They found that the results obtained by the non¬ 
specific influenza vaccine differed little from those 
which followed the use of the specific whooping- 
cough vaccine, and that the shortest cases were the 
non-vaccinated controls. None of the individuals 
inoculated with either vaccine for prophylactic 
purposes contracted the disease. These observers 
justly emphasise the great difficulty of esti¬ 
mating the value of any method of treat¬ 
ment in an illness as uncertain in its duration 
and irregular in its course as whooping-cough, 
especially when the patients are merely attend¬ 
ing a clinic and living in their own homes, as 
was the case both with the series reported by 
Luttinger and their own. Their care in elaborating 
controls suggests that they feared the mothers of 
the patients might be, as it were, hypnotised by 
the new method of treatment into giving unduly 
favourable reports as to the severity and duration 
of the paroxysms. It is very much to be hoped that 
experiments with vaccine will be carried out on an 
even larger scale, and especially that its prophylactic 
effects will be very thoroughly tested. Infantile 
vaccination against whooping-cough, if effective, 
would save a very large number of lives even if the 
immunity conferred was of comparatively short 
duration. It is unfortunate that so little has been 
published on the subject in this country, and that 
the trials of vaccine which have certainly been 
made have not been reported. On the whole, 
results appear to have been negative, and 
it is possible that this may be explained by 
the extraordinary difference in the dosage of the 


vaccines supplied by firms in this country from 
that recommended by Luttinger. The vaccines 
here are sent out in doses of 5 and 10 million 
organisms, whereas 500 million to 10 billion were 
employed in New York. Admitting the great 
differences of opinion regarding vaccine dosage, 
there still seems remarkable discrepancy. The 
most striking observation made by Luttinger is 
that the presence of subconjunctival haemorrhages 
in prophylactic cases which were protected by the 
vaccine seems to point to a specific immunising 
action against the paroxysms, and to the fallacy of 
the hitherto accepted theory that these haemor¬ 
rhages are due to the violence of the cough. 


PARALYSIS OF THE RECURRENT LARYNGEAL NERVE 
BY BULLET WOUND. 

A unique case of traumatic lesion limited to the 
left recurrent laryngeal nerve, without any injury 
to vessels, other nerves, or vital organs, has been 
published recently by Dr. U. Samaja, one of the 
military staff of the De Amicis Hospital at Bologna 
(Oazzetta degli Ospedali e delle Cliniche , No. 8). 
During an attack the patient received a shrapnel 
bullet wound in the left clavicular region; there 
was but little haemorrhage and no haemoptysis, 
although he was suffering from cough at the time. 
The wound of entrance was behind the clavicle 
in the supraclavicular fossa, 2 centimetres from 
the sterno-clavicular articulation. The bullet 
could be felt immediately below the second left 
rib about 1£ cm. from the sternal margin. The 
distance between the wound and the bullet was 
10 cm. and its direction from behind forwards 
and from left to right. The skin between these 
two points was absolutely normal. A radiogram 
showed the existence of a fracture at the sternal 
end of the left clavicle and swelling of the sterno¬ 
clavicular joint. The apex of the left lung was 
more opaque than that of the right, pointing in all 
probability to a peri-pulmonary lesion. Persistent 
vocal alteration, which supervened immediately after 
the patient was wounded, was shown by laryn¬ 
goscopy to be due to paralysis of the left recurrent 
laryngeal nerve, the left vocal cord being in a 
position intermediate between that of phonation 
and respiration, and remaining stationary during 
phonation. Thus the projectile, either directly or 
from haemorrhage, of which the peri-pulmonary 
opacity was the residuum, had injured the left 
recurrent nerve and caused the vocal paralysis with¬ 
out damaging the lung itself, the subclavian vessels, 
or the phrenic and sympathetic nerves. 


THE METROPOLITAN HOSPITAL SUNDAY FUND 
AND PAROCHIAL ORGANISATION. 

The claims of the Metropolitan Hospital Sunday 
Fuifd are brought forward with emphasis in the 
last issue of the Hospital . The editor lays stress 
upon the advantage which has already been derived 
in some instances from the organisation of hospital 
committees in individual parishes, which charge 
themselves with the duty of increasing the contri¬ 
butions of those who give to the Fund, and par¬ 
ticularly of insuring that those who do not usually 
go to church on Sundays shall not forget it. It has 
frequently been urged in The Lancet that those who 
do not attend Divine worship should contribute no 
less than those who do so, and that the latter should 
charge themselves with the duty of keeping the 
claims of Hospital Sunday before the former. No 
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doubt;, however, this can be better done where the 
work is organised, and where families in which 
all are likely to be absentees are methodically 
canvassed and the claims of the hospitals laid 
before them. It is suggested in the article 
referred to that each parish adopting this plan 
should have a chairman, honorary secretary, and 
treasurer as permanent officers of its hospital 
committee responsible for the organisation of a 
body of workers in the cause. Perhaps it will not 
be too late in some places to initiate such a scheme 
in time to obtain a few contributions to the Fund 
before this year’s subscriptions are sent in. At any 
rate the idea should not be allowed to drop, and 
we would add the suggestion that where there is 
any unreadiness on the part of those not members 
of the Church of England to be canvassed by 
neighbours representing the parish church, and 
associated with it, the members of other congrega¬ 
tions should be able to organise collecting com¬ 
mittees of their own, and thus to insure that no 
possible subscriber may be overlooked. 


“SILENT PERITONITIS” AND SUDDEN DEATH. 

At a recent meeting of the Societe Medicale des 
Hdpitaux de Paris M. Jean Minet called attention 
to acute peritonitis as a cause of sudden death which 
might go unrecognised. As a rule acute peritonitis— 
whatever its cause—produces such disturbance that 
it cannot pass unperceived, and the term latent peri¬ 
tonitis is applied only to the early stages of chronic 
peritonitis. It is difficult to believe that acute 
peritonitis can cause sudden death, in the strictest 
sense of the word, without betraying^ its existence 
in the slightest manner. But this occurred in the 
three following cases. 

A soldier, aged 46 years, who performed clerioal work, was 
found dead in his bed at 2 a.m. On the previous day, on 
the visit of the medical officer, he complained of pains on 
micturition. “ Pyuria with albuminuria ” was found and 
rest was ordered while awaiting a complete examination of 
the urine. According to his comrades he did not appear ill 
and he worked a little though exempt. He dined as usual 
and went to bed at the same time as the others. It was by 
accident that he was found dead. At the necropsy, performed 
on the following day, a large green patch extended over the 
distended abdominal wall. The peritoneum contained 
about a litre of reddish fluid and was covered with false 
membrane of recent formation, which bound together the 
coils of intestine. The true pelvis was walled off by a mass 
of old, thick, hard adhesions which enclosed the appendix. 
These adhesions limited an oval orifice 6 cm. in diameter; 
through which coils of small intestine passed into the pelvis. 
On being drawn out there was found 24 metres of intestine 
of the colour of wine lees covered with haemorrhages and 
showing a deep groove of strangulation at each end. The 
other abdominal organs were congested, especially the liver 
and kidneys. The right kidney contained a tuberculous mass 
of the size of a hazel nut. The bladder was full of purulent 
urine. 

In the second case the patient was a soldier, aged 45 years, 
who worked in a munition factory. He came to hospital 
complaining of dyspnoea and cough. R&les were heard in 
the ohest, especially at the bases of the lungs. He was put 
to bed. Cupping and cardiac tonics were prescribed and 
towards evening he slept. He was found dead in bed next 
morning. This sudden death of a man who manipulated 
dinitrophenol aroused suspicion of pulmonary oedema due to 
poisoning. At the necropsy oedema of the whole of the 
lower limbs and hands was'observed. The skin was of a 
deep yellow colour. The lungs were congested at the bases 
but not oedematous. The abdomen contained about a litre 
and a half of purulent fluid and a recently formed false 
membrane uniting the intestinal coils to one another. A 
large mass surrounded the caecum and adjacent intestinal 
coils and united them to th€ abdominal wall. In the centre 
was the appendix divided into two parts by a sort of 
strangulating groove. The proximal part was dilated and 
contained thick pus in which floated a stercoral concretion. 
There were “ large white kidneys.” 

In the third case a man was knocked down by a kick in 
the abdomen. He fainted, but after a little time was able 


to go home. After resting he felt quite well, and went to 
the police-station to complain. On the following day he 
went to work and did not, according to his wife, complain of 
any pain. On the fourth day, after some vague malaise, ho 
vomited greenish fluid, lay down, and died in a few minutes. 
The necropsy showed the peritoneal cavity full of faecal 
matter and puriform fluid, and two perforations of the small 
intestine which had all the characters of a burst; the 
mucous membrane was everted, the orifice was irregular, 
and there was slight surrounding ecchymotic infiltration. 
There were no pathological changes in the intestinal coats. 
The abdominal wall showed no signs of injury. The assailant 
was prosecuted but acquitted, as M. Minet could not swear 
positively that the kick was the cause of the peritonitis. 

In these three cases the peritonitis was completely 
“silent” during life, and the sudden death may be 
described as monosymptomatic of the condition. 
The point does not seem to have been noticed by 
medical jurists. _ 


PARIS. 

(From our own Correspondent.) 

Total Laryngectomy. 

In a communication recently addressed to the Academy 
of Medicine M. Moure reports on 15 cases of complete 
laryngectomy performed during the last 27 months, recalling 
how serious an operation it has been considered for many 
years, the mortality having reached 95 per cent. In contrast 
to this high mortality all M Moure’s patients, operated on 
for malignant tumours of the vocal organ, recovered from 
the operation, though not all derived permanent benefit 
inasmuch as in several cases the tumours recurred. A 
large proportion of the operations were done on very grave 
cases in which the new growth had already extended beyond 
the larynx and invaded the neighbouring tissues—oesophagus 
and pharynx. As regards the technique of the operation, 
M. Moure does not consider it necessary to “exteriorise ” the 
trachea to ensure free breathing and prevent entrance of 
blood into the respiratory passages. In his opinion this 
course prolongs unduly an operation already long. His own 
procedure includes the following stages. Gauze is packed 
between a cannula placed in the trachea and the wall of the 
trachea. After removal of the larynx the wound is flattened 
out so as to diminish as far as possible the slough following 
the operation. Afterwards the wound is dressed two or even 
three times a day. In order to avoid the chief danger—viz., 
the risk of relapse—the operation should be done early while 
the malign tumour is still encapsuled in the thyroid sheath. 

Heliotherapy in the Treatment of Gunshot Wounds. 

M. Cazin, in demonstrating before the Academy of 
Sciences the results of the sun cure of war wounds obtained 
during the summers of 1915 and 1916, gave his opinion that 
the method of Rollier should be widely introduced in the 
hospitals, as it could be oarried out everywhere with no 
special installation. In a certain number of cases of 
fractures complicated with suppurative arthritis, in which 
amputation appeared to M. Cazin inevitable, a fairly rapid 
and complete recovery was obtained by the sun treatment. 
An extension of its judicious employment should tend to 
shorten the treatment in a great number of gunshot wounds, 
and diminish the proportion of the infirm and unfit. 

Radio-stereoscopy. 

War surgery is likely to benefit materially by a new 
discovery, brought to the notice of the Academy of Sciences 
by Professor d’Arsonval—viz., the radio-stereoscopic apparatus 
of Dr. Lidvre, by which a direct stereoscopic view is obtained 
of images projected on the screen. The surgeon is thus 
enabled to see projectiles in their actual perspective, to 
ascertain their relation to each other, and appreciate the 
distance separating his instruments from the projectiles. 
The action of a simple reverser also permits him without 
moving the patient to obtain a stereoscopic view from in 
front or from behind. The apparatus is eagerly awaited by 
the field ambulances. 

Resection of the Hip for Arthritis following Gunshot Wounds. 

M. Potherat communicated to the Society of Surgery a 
note from M. Gurnard, in which the latter affirms his belief 
in the safety of resection of the hip, even when in a septic 
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condition, since his results on a series of eight cases showed 
100 per cent, of recoveries. All the cases operated on arrived 
in a condition of acate osteo-arthritis, one of them three 
days, another five days, up to 40 days after infliction of the 
wound, in several cases symptoms of gangrene being already 
present. His chief concern was always the gravity of the 
infection. The head and neck of the femur, including 
the great trochanter, are removed, retaining, whenever 
possible, the small trochanter. Posterior access appears 
the more convenient. A vertical segment of the capsule is 
removed from its posterior aspect, avoiding in this way too 
rapid a closing of the incision. The limb is immobilised in 
a plaster case, including both hip and knee. It is wise to 
control carefully the duration of immobilisation and remove 
the case as soon as possible, for such highly infected case9 
easily acquire pressure sores. The immediate result of 
resection is to abolish threatening infectious complications. 

Severe Wound* of the Foot. 

M. Qu6au reported to the Society of Surgery 30 obser¬ 
vations on wounds of the foot treated in field ambulances by 
M. Chalier. In one of these cases the soft tissues alone were 
concerned; the 29 others were osteo-articular wounds. 
M. Qa6nu divides these wounds into total and segmentary ; 
the latter again into transverse (the commonest), longitudinal 
and wounds of the arch (fairly infrequent). Transverse 
partial wounds are again subdivided into wounds of the 
forepart of the foot, in front of, or on the interline of, the 
mediotarsal; wounds of the posterior part of the foot; and 
wounds of the ankle. The total of 30 foot or ankle wounds 
showed 3 deaths, 1 from tetanus and 2 from gas gangrene ; 
there were 10 total mutilations (amputation of the leg), 
4 partial mutilations (partial amputation of the foot), while 
13 recovered without mutilation. Wounds of the forepart of 
the foot were the most favourable, although they accounted for 
1 death by gangrene. Wounds of the posterior part of the foot 
accounted for 1 amputation for septicaemia. The cases of 
ankle wounds resulted in 1 death and 5 amputations, those 
complicated by lesion of the calcaneum being especially grave. 
For wounds of the arch there was one amputation, and 
the “ total ” injuries were responsible for 1 death and 2 
amputations of the leg. M. Delbet, from experience at 
a base hospital, declared himself in entire agreement 
with M. Qu6nu, especially on the distinction to be made 
between wounds of the anterior and of the posterior tarsus. 
Posterior fractures with shattering of the calcaneum were 
specially grave. In these cases attention must not be con¬ 
centrated exclusively on preservation of the foot; it was some¬ 
times better to amputate than to run grave risks for the 
patient in order to preserve a foot which might in any case 
be of little use to him. M. SSbileau stated that by avoiding 
immediate systematic operation and allowing the wound free 
discharge in large warm baths of saline or carbolated water, 
he had achieved the remarkable result of saving the foot and 
its functions in every case. In cases where total ablation of 
the foot was indicated and the wound rendered this course 
practicable, M. Potherat recommended Syme’s disarticu¬ 
lation. It was an easy and rapid operation for the 
surgeon, could be performed even in a septic area, was easy 
to fit later with any kind of apparatus, and resulted in 
but slight shortening of the lower limb. This opera¬ 
tion is therefore far superior to amputation of the leg. 
M. J.-L. Faure regarded wounds of the posterior tarsus as 
always grave and most serious when the astragalus was 
involved and its articulations laid open. Astragalectomy 
was, in his experience, not infrequently followed by amputa¬ 
tion of the leg after months of suffering and fruitless 
attempts to preserve the foot. 

Foreign Body in the Intestine. 

M. Teeson showed to the Society of Surgery a kind of 
chaplet of 136 porcelain buttons (similar to those worn on 
hospital blouses). The man from whom it was taken was 
not mentally deranged but suffered from gastric trouble, and 
used the chaplet as a gastro-oesophageal mop, claiming to 
obtain relief from it. One day the thread broke and the 
chaplet disappeared into his stomach. M. Tesson saw the 
patient ten days later at the height of an attack of general 
peritonitis due to perforation. The foreign body, lodged in 
the small intestine near the oaacum, was extracted by 
enterotomy. Death occurred next day. 

Jana 25th. 


ZINC WATERS-THEIR POTABILITY AND 
GERMICIDAL EFFECT. 

By H. H. Scott, M.D., M.R.C.P., D.P.H. Lond.; 
and 

W. W. Jameson, M.D. Abebd., M.R.C.P., D.P.H. Lond., 

CAPTAINS, B.A.M.C. 


In September, 1915, analysis of the drinking water of a 
small depdt in the Aldershot Command revealed the presence 
of 3 44 parts of metallic zinc per 100,000. The question 
naturally arose whether or not this water should be passed 
for human consumption. In November, Dr. J. C. Thresh 
contributed an article to Thb Lancet 1 in which he recorded 
an instance where 2*3 parts of zinc per 100,000 had appa¬ 
rently caused no disturbance of health in a mixed community 
during a period of 10 years. An editorial note in the same 
issue referred to another case where some 4 6 parts of zinc 
were discovered in a public supply in Wales. 

Source and Zinc Content of the •Water. 

In view of these experiences it was decided to pass the 
depdt supply for the time being, to notify the medical officer 
of the existing state of affairs, and to keep the water itself 
under fairly close supervision. This water has been the sole 
drinking supply for some 200 men for two years. During’ 
that time the health of the troops has been excellent, with 
the exception of one small outbreak of colic and diarrhoea 
involving only nine men in all. It proved impossible to 
connect this outbreak in any way with the water-supply. 
Furthermore, the commandant’s house, prior to the intro¬ 
duction of the present system, obtained its water from a 
very contaminated well in the neighbourhood, and the 
children of the household frequently suffered, among other 
things, from various forms of “ so re-throat. ” Since the 
new supply has been laid on all such minor ailments have 
disappeared, and the household drinks with impunity a 
water which has a definite metallic taste, and which has on 
one occasion been proved to contain no less than 4 72 parte 
of metallic zinc per 100,000. The source of supply is a 
shallow well situated on a knoll in the midst of cultivated 
clay soil about 1000 yards from the dep6t. The well is 
some 30 feet in depth and contains from 4 to 6 feet of 
water. A windmill pumps the water through 1000 yards 
of galvanised-iron piping to a reinforced concrete tower 
capable of holdiog two days’ supply. Thence it passes by 
more galvanised-iron service pipes to various points within 
the depot. In the case of the commandant's house—a 
distance of some 400 yards from the tower—water is stored 
prior to use in a large galvanised-iron cistern. 

The following table shows the varying amounts of zinc as 
estimated gravimetrically from time to time:— 


Table I. 


Date. 

Galvanised iron. 

Metallic 
zinc, 
parts pet 
100,000. 

1 

Date, j Galvanised iron. 

Metallic 
zino, 
prta. per 
100,000. 

25/9/15 

Old storage tank. 

3*44 

10 '9 ’16 ,1000 yards piping. 

3*02 

28/9/15 

17/1/16 

1000 yards piping. 

358 

109 16 11200 „ 

3*77 

1000 1 

2-985 

6/12 -16 |1000 „ 

1 209 

17 i/i6 : 

1200 „ „ ! 

4*076 

6/12/16 ,1200 „ 

2*44 

3 i/16 1000 

! 2*38 

6/12/16 1400 „ 

332* 

3/3/16 

1200 .. 

318 

8/1/17 1400 „ 

472* 

18/4 16 *1000 „ 

18/4/16 1200 „ 

251 

32 

17 1/17 |1400 ,, 

4 27* 


* Galvanised-iron storage tank as well. The last two samples were 
drawn in the early morning. 

It will be noted that there is tendency for the amount of 
zinc to decrease. The incoming water in the tower yielded 
on last examination only 2*09 parts of zinc as compared with 
3*58 parts some 15 months previously. The amount of zino 
dissolved must, of course, vary with the duration of contact. 
The well water, which is quite free from zinc, is neutral in 
reaction, contains between 2 and 3 parts of free CO, per 
100,000 and shows only two parts of temporary hardness out 
of a total figure of 9. Its zinc solvent power, as tested 
experimentally on ordinary zinc foil, is considerable. The 

i The Lancet, Nov. 13th, 1915, p. 1096. 
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zinc is evidently held in eolation as a bicarbonate, as it is 
completely thrown down by continued boiling. Liming the 
well water prevents more than a trace of the metal being 
taken op. Such being the case, one would expect an 
increase only in temporary hardness the greater the distance 
the water flows through the various pipes. It is found, 
however, that the permanent hardness increases to a con¬ 
siderable extent as well, a fact not so easy of explanation. 
The figure for non-volatile solids rises as more zinc is 
dissolved. 

Bacteriological Investigation. 

Various bacteriological examinations of the water have 
been made. The following are average results obtained 
from (a) four samples of the well water and (b) a similar 
number of tap water containing about 4 parts of metallic 
zinc per 100,000. 

Table II. 


Well water ... 
Tap water 


I No. of colonies 
! on agar In 48 
| hours at 37° C. 


No. of colonies 
on gelatin in 72! 
i hours at 22° 0. 


MacOonke.v’s bile-salt 
lactose broth. 


32 

3 


I 


109 

88 


{ Lactose fermenters 
) in from 0*1 to 1 c.c. 

4 Lactose fermenters 
\ absent in 40 c.c. 


The presence of zinc in solution appeared to inhibit the 
growth of organisms flourishing at blood heat, especially 
those fermenting lactose, while it affected but little others 
growing on gelatin. It was also noted that the decrease in 
the number of organisms seemed proportionate to the increase 
in the amount of zinc taken up by the water. 

In order to confirm the suspicion that the presence of zinc, 
taken up by the water in its passage from the well to the 
commandant’s house, might be responsible for the marked 
reduction in blood-heat organisms in general and in Bacillus 
coU in particular, the following series of experiments were 
undertaken :— 

1. A sample of the well water was obtained with the 
usual precautions and brought direct to the laboratory 
where ft was placed in the refrigerator for a short period 
(3-4 hours) intervening between its arrival and the setting 
out of the test. The average quantity of zinc found by 
former examinations of the water from the commandant's 
house, as shown in Table I., has been between 3 and 4*5 
parts per 100,000. Thirteen tubes were set up containing 
quantities of zinc sulphate varying from 1 to 7 parts (of the 
metal) per 100,000, in gradations of 0*5 part—i.e., 1,1*5, 2, 

2*5.7. In each of these tubes 10 c.c. of the well water 

were placed. At the same time control agar plates were 
pourea in order that the number of colonies developing in 
48 hours at 37 C. might be accurately estimated for the 
sample on this particular occasion. The 13 tubes were then 
placed also at 37° C., and from each of them 1 o.c. was plated 
out in agar at the end of 24, 48, and 72 hours’ contact, and 
counted 48 hours later, as in the control plate. 

The objects of this experiment were, clearly, to see what 
effect, if any, the presence of definite quantities of a known 
salt of zinc might have on a water the bacterial content of 
which was known, and also to note whether more prolonged 
contact would increase the bactericidal effects, if present. The 
longest time during which the water in question could be in 
contact with the zinc being three days, this period was the 
limit employed in our experiments. The control plate 
yielded a count of 51 colonies, and the following Table III. 
gives the result of the test. 

Table III. • 

Experiment 7.—Well water 10 c.c. and varying amounts of 
Z 118 O 4 . Control plates showed that the water contained 
51 organisms per c.c. developing at 37° C. in 48 hours. 


Quantity 
of zinc in 
parts per 
100,000. 

.. - 

No. of colonies per c.c. 
developing in agar 
in 48 hours. 

Quantity 
of zinc in 
parts per 
100,000. 

No. of colonies per c.c. 
developing in agar 
in 48 hours. 

After After 
24 hours j48 hours 
contact, contact 

After 

72 hours 
contact. 

After 
24 hours 
contact. 

After After 
48 hours 72 hours 
contact, contact. 

1*0 

7 

mm 

0 

4*5 

1 

o ; 

0 

1*5 1 

6 1 


4 

6*0 

0 

0 

0 

20 

6 


1 

55 

0 

0 

0 

2*5 

3 

TO 

0 

6*0 

0 

0 

0 

3*0 

1 


1 

6*5 

1 

1 

0 

3*5 

5 i 


2 

70 

1 

0 


4*0 

2 1 

Kfl 

2 






There is no need to elaborate the findings expressed in the 
table, the facts are eloquent in themselves. 


2. The next experiment was as follows: A similar series of 
13 tubes was prepared with the same increasing quantities 
of zinc sulphate, but in place of the natural well water, 
sterilised water was used, and a definite number of B. coli 
was added to each. A control plate of the sterile water and 
the B. coli was poured at the same time in order to give us 
an estimate of tne number of organisms we were adding. It 
was our intention to add as nearly as practicable the same 
number of known organisms (B. coli ) as there were bacteria 
developing at 37° C. in 48 hours from 1 c.c. of the well water 
sample. This latter, as stated above, proved to be 51; our 
oon^rol of the emulsion used showed 106 colonies, near 
enough to allow of comparable estimation. 

Thus we had a series of tubes containing each 10 c.c. of 
sterilised water with approximately 100 B. coli organisms 
per c.c., and quantities of zinc varying from 1 to 7 parts per 
100,000. These were placed in the thermostat at 37° C. as 
was done in Experiment 1, and plates were poured from 
each at the end of 24, 48, and 72 hours respectively. The 
plates were then incubated for 48 hours in each case and the 
numbers of colonies which developed were enumerated. 
The tabulated results are here given:— 

Table IV. 

Experiment 2 .—Sterile water containing varying quantities 
of ZnS0 4 and a definite number of B. colt, per c.c. 


Quantity 
of zinc in 
parts per 
100,000. 

No. of colonies per c.c. 
developing in agar 
in 48 hours. 

Quantity 
of zinc in 
parts per 

100,000. I 

No. of colonies per e c. 
developing in agar 

1 in 48 hours. 

I After 
24 hours 
contact. 

After j 
48 hours 
oontact. 

After 

72 hours 
oontact. 

After After | 
24 hours{48 hours 
oontact. contact. 

i After 

72 hour* 
contact. 

1*0 

62 

0 

0 

4*5 

6 1 

1 

0 

1*5 

280 

o 

0 

6*0 

4 

0 


2*0 

149 1 

0 1 


5*5 

3 

1 

0 

2-5 

158 | 

0 

0 

60 

l ! 

1 

2 

30 

72 

1 

1 

6*5 

4 | 

0 

0 

35 

67 

1 

! 0 

7*0 ! 

4 

0 

0 

4*0 

1 8 

0 

; l 


1 




The high figures with tubes 2, 3, and 4 compared with 
I and 5 after 24 hours contact are probably due to accidental 
contamination when pouring the plates, especially since we 
notice that there was no growth from these same tubes after 
another 24 hours contact. This explanation is further 
substantiated by the fact that many of the colonies which 
grew on these plates were examined and found not to be 
B. coli at all, the only organism which had been added 
intentionally. 

The noteworthy point, however, is the marked fall in the 
number of colonies developing from the tube containing 
4 parts of zinc, which fall is maintained for the remainder 
of the series. 

A question of autolysis of bacteria may be raised here, and 
there is no doubt that in the absence of any nutriment (the 
organisms having been added to sterilised water) a certain 
amount of autolysis must have occurred, but whether suffi¬ 
cient to reduce the original number to any appreciable 
extent was left for a subsequent experiment. Eut, even 
then, autolysis cannot account for the very remarkable 
reduction from 57 colonies developing from the tube contain¬ 
ing 3*5 parts per 100,000 to 8 in that containing 4 parts. 
Further, it will be noticed that after contact for 48 hours 
only 5 of the tubes yielded any growth at all, and then only 
one colony. 

3. As a control to this last a second series was put up a 
week later on the same lines with a similar culture, using 
varying amounts of metallic zinc (the sulphate being the 
salt employed) from 1 part to5 parts per 100,000. The results 
of this are given below. 

Table V. 


Experiment 3.—Repetition of Experiment 2. 


Quantity 
of zinc in 
parts per 
100,000. 

No of colonies per c.c. 
developing in agar 

In 48 hours. 

Quantity 
of zinc in 
parts per 
100,000. 

No. of colonies pero.c. 
developing in agar 
in 48 hours. 

After ! 
24 hours 
contact. 

After 
48 hours 
contact. 

After 

72 hours 
contact. 

After 
24 hours 
oontact. 

After 
48 hours 
contact. 

After 
72 hours 
contact. 

1*0 

65 

3 

0 

35 

0 

0 

1 

1*5 

15 

0 

0 

40 

2 

0 

3 

20 

41 

0 

0 

4*5 

0 

0 

0 

2*5 

69 

1 

1 

5*0 

0 

1 

0 

30 

21 

1 

0 






The only difference to note between these findings and the 
previous ones in that the drop in the first took place between 
3*5 and 4 parts per 100,000, whereas in the latter it occurred 
at about 3 parts, 

4. Our next experiment was arranged on lines somewhat 
similar to the last, but instead of varying the proportion of 
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zinc present, graded amounts of B. coli were added to the 
sterile water which contained the fixed quantity of 4 parts of 
zinc per 100,000 (i.e., the amount which has been found in 
water under investigation). The numbers of B. coli varied 
from 40 per c.c. in the first tube to 4000 in the last. 

As in the previous experiments the tubes were placed at 
37° C. and at the termination of 24, 48, and 72 hours plates 
were poured, and these after a further 48 hours incubation 
were examined and the numbers of colonies developing were 
counted. 

Table VI. 

Experiment 4 .—To show the effects of the zinc on graduated 
numbers of B. coli , on the analogy of the previous experi- 


menfcs. 


i 

1 No. of colonies per c.c. 


No. of colonies per c.c. 


developing in agar 


developing in agar 

No. of 

in 48 hours. 

No. of 

in 48 hours. 

Ji. coli 



B. coli 







per c.c. 

After 

After After 

per c.c. 

After 

' After ; After 


24 h mrs 

48 hours 72 hours 


24 hours 48houn-i72hours 


contact. 

contact contact. 


contact 

contact jcontact. 

40 

1 7 

0 0 

800 

' 102 

0 0 

200 

! 103 1 

3 — * 

2000 

i 189 

0 i 0 

400 

1 69 1 

1 1 

0 0 

| 

4000 

316 

0 i 1 


# Plate contaminated; overgrown by mould. 

Undoubtedly here also the question of autolysis would 
come into consideration (VI.). In connexion with this 
experiment it is a point worth noting that the well water by 
previous analyses might show 50 colonies per c.c. or there¬ 
abouts, while that from the commandant’s house on the same 
day had as few as 5 or 6, a reduction closely approximating 
that found by the experiment above. 

With a view to elucidating the question as to the degree 
in which autolysis might be the cause of the reduction in 
Experiments 2 and 3, several series were put up, as in these 
experiments, but without any zinc, merely sterile water and 
B. coli in varying quantities, and estimated by the same 
method of incubating for 48 hours plates poured after the 
bacilli had been in the water for 24, 48, and 72 hours. The 
results were too variable to be worth recording ; in some of 
the tubes there appeared to be but very little reduction at 
all within the times specified, while in others the numbers of 
organisms developing were considerably less, while yet 
again in others the plates showed some increase. The 
results of different experiments revealed different findings 
even with practically the same number of added organisms. 
There is no need, therefore, to give the details of these 
results; suffice it to say that in no instance was the reduc¬ 
tion anything approaching that found in the zinc water 
experiments. 

5. Finally, we considered that it would be instructive to 
use for experiment the water from the commandant’s house 
with the zinc content in its natural state, instead of employ¬ 
ing sterile water and artificially prepared ZnSOj solution. 
The water on this occasion yielded 4 colonies per c.c. growing 
in agar in 48 hours, and contained between 4 and 5 parts of 
zinc per 100,000. Varying numbers of B. coli were added as 
in Experiment 4, and plating was performed after further 
contact for 48 aud 72 hours. The results obtained are 
presented in the following table 

Table VII. 


Experiment 5 .—To show the effects of zinc in the water 
taken from the commandant’s house after contact with 
varying quantities of B. coli. 


No. of B. coli added 
per c.c. 

No. of colonies per c.c. developing in 

48 hours in agar. 

After 24 hours contact. After 72 hours contact. 

20 

2 ! 0 

100 

35 | 0 

200 

47 0 

500 

55 % 1 

1000 

65 , 2 


The times of contact were determined upon by the fact 
that the water as used is gsnerally left for 24 hours and 
might conceivably be stored for as long as three days. 

Summary and Conclusion*. 

1. During a period of two years a depot of some 200 men 
has had as its sole supply a water proved to contain zinc in 
amounts varying from 2-5 to 4 72 parts of the metal per 
100,000. No disturbance of health has resulted. 

2. In one household the disappearance of a persistent 
condition of ill-health, attributed locally to a contaminated 
water-supply, coincided with the laying on of a water con¬ 
taining considerable quantities of zinc. 


3. The number of organisms developing at blood heat from 
the well water is markedly greater than that found in the 
same water after it has taken up from 3 to 4 parts of 
metallic zinc per 100,000, and remained in storage for two 
days at most. 

4. In order to ascertain whether or not this inhibitory 
effect on bacterial growth might be due to the zinc content 
of the water various experiments were undertaken. 

5. From 3 to 4 parts of metallic zinc (as sulphate) appear 
to be sufficient, after 24 hours contact, to inhibit, if not 
destroy, coliform organisms in numbers considerably 
exceeding those likely to be found in any ordinary 
drinking supply (Experiment 2). 

6 . Even as small an amount as 1*5 parts of metallic zinc 
(as sulphate) per 100,000 renders such water practically 
sterile in 48 hours (Experiments 2 and 3). 

7. The use of a water containing zinc naturally in solu¬ 
tion as a carbonate shows analogous results, but, as would be 
expected, the reduction in the number of coliform organisms 
after the first 24 hours is not so great, though complete 
sterilisation appears to take place between 48 and 72 hours. 


URBAN VITAL STATISTICS. 

(Week ended June 23rd, 1917.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at nearly 17,000.090 persons, 
the annual rate of mortality was 12*4, against 12*7 and 12*8 per 1000 in 
the two preceding weeks. In London, with a population exceeding 
4,000,000 persons, the death-rate was 12*2, or 0*1 per 1000 below that 
recorded in the previous week; among the remaining towns the 
rates ranged from 4 7 in Wimbledon, 4*8 in Ealing, and 5*3 in 
Barnsley to 20*5 in Bury, 21*0 in South Shields, and21*6 in West Brom¬ 
wich. The principal "epidemic diseases caused 316 deaths, which 
corresponded to an annual rate of 1*0 per 1000, and included 179 
from measles, 54 from infantile diarrhcea, 42 from whooping-cough, 
31 from diphtheria, 8 from enteric fever, and 2 from scarlet fever. 
The deaths from measles showed a further decline compared with the 
numbers registered in the three preceding weeks, and caused the 
highest annual death-rates of 4*3 in South Shields, 4*5 in Middles¬ 
brough, 6*2 in Walsall, and 7 0 in West Bromwich. The 587 cases of 
scarlet fever'and 1067 of diphtheria under treatment in the Metro¬ 
politan Asylums Hospitals and the London Fever Hospital were 
respectively 14 and 22 below the numbers remaining at the end of 
the previous week. Of the 4032 deaths from all causes in the 96 
towns, 259 resulted from violence. The causes of 33 deaths were un¬ 
certified, of which 6 were registered in Birmingham and 3 each la 
London, Liverpool, Sunderland, and Rhondda. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual death-rate 
was equal to 13*8, against rates declining from 17*0 to 14*7 per 1000 la 
the five preceding weeks. The 337 deaths in Glasgow corresponded 
to an annual rate of 15*7 per 1000, and included 35 from whooping- 
cough, 18 from measles, 7 from infantile diarrhoea, 3 from diphtheria, 
and 1 each from enteric fever and scarlet fever. The 72 deaths in 
Edinburgh were equal to a rate of 11*3 per 1000, and included 4 each 
from measles and whooping-cough, and 1 from diphtheria. 

Irish Towns .—The 133 deaths in Dublin corresponded to an annual 
rate of 17*4, or 0*4 per 1000 less than that recorded in the previous 
week, and included 3 from measles and 1 each from scarlet fever and 
infantile diarrhoea. The 91 deaths in Belfast were equal to a rate of 
12*1 per 1000, and Included a fatal case of measles. 


VITAL STATISTICS OF LONDON DURING MAY. 1917. 

* In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London and 
in each of the metropolitan boroughs. With regard to the notified 
cases of infectious diseases, it appears that the number of persona 
reported to be suffering from one or other of the ten diseases 
specified in the table was equal to an annual rate of 3*5 per 
1000 of the population, estimated at 4,237,287 persons; in the 
three preceding" months the rates were 4*2, 4*4, and 3*7 per 1000 
respectively. The lowest rates last month were recorded in 
, Paddington. Hammersmith, the City of Westminster, Hampstead, 
and the City of London ; while the highest rates were recorded 
tn Shoreditch, Bethnal Green, Southwark, Bermondsey, Deptford, 
and Woolwich. Scarlet fever was rather more prevalent than it 
had been in the preceding month; among the several metropolitan 
boroughs the greatest proportional prevalence of this disease was 
recorded in St. Marylebone, Hackney, Finsbury, Shoreditch, South¬ 
wark, Bermondsey, Battersea, and Wandsworth. The Metropolitan 
Asylums Hospitals contained 613 scarlet fever patients at the end 
of last month, against 811, 785, and 712 at the end of the 
three preceding months; the weekly admissions averaged 92, 
against 102 and 93 In the two preceding months. The prevalence 
of diphtheria showed a decline from that recorded in other recent 
months; this disease was proportionally most prevalent last month 
In Stoke Newington, Holborn, Shoreditch. Bethnal Green, Poplar, 
Southwark, Bermondsey, Greenwich, and Woolwich. The number of 
diphtheria patients under treatment in the Metropolitan Asylums 
Hospitals, which had been 1453, 1367, and 1206 at the end of the 
threo preceding months, had further declined to 1048 at the end of last 
month ; the weekly admissions averaged 129. against 165, 161, and 142 
in the three preceding months. The prevalence of enteric fever was 
slightly in excess of that recorded in the preceding month; of the 
39 cases notified during May, 5 belonged to Islington, 6 to Wandsworth, 
and 3 each to St. Pancras, Poplar, and Camberwell. There were 27 
casts of enteric fever under treatment in the Metropolitan Asylums 
Hospitals at the end of last month, against 29 and 25 at the end of tbe 
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ANALYSIS OP SICKNESS AND MORTALITY STATISTICS IN LONDON DURING MAY, 1917. 
(Specially compiled for The Lancet.) 




Notified Cases of Infectious Disease. ' 

Deaths from Principal Infectious Diseases. 


Death-rate per 1 
1000 living. 1 

CITIE8 AND 

Boroughs. 
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population, 191 

X* 

& 
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a 
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Scarlet fever. 

Diphtheria.* 

Typhus fever. 

Enteric fever. 

Other con¬ 
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fever. 

a 

! 

I 

M 

Cerebro-spinal 

meningitis. 

Poliomyelitis. 
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o 

H 

Annual rate 
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persons living. 

Small-pox. 

Measles. 

Scarlet fever. 

Diphtheria.* 

it 

g- 

Jg 

Enteric fever. 

Diarrhoea and 
enteritis (under 
2 years). 

3 

O 

H 

Annual rate 
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persons living. 

Deaths from al 
causes. 

LONDON. 

4,237,387 

_ 
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- 39 

3 

15 
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44 

4 

1436 

3*5 


291 

5 

44 

59 

8 

73 

480 

12 

5632 

139 

West Districts: 




1 



















Paddington . 

130,668 


5 

18 

- 1 
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— 

6 

— 

— 

30 

24 


28 

— 

1 

3 

— 

3 

35 

2-8 

210 

16-8 

Kensington . 

152,144 

— 

17 

18 

- 2 

— 

— 

2 

2 

— 

41 

2*8 


41 

1 

2 

4 

1 

3 

52 

36 

237 

162 

Hammersmith 

117,965 

— 

1 

18 

— 2 

— 

— 

3 

1 

— 

25 

22 

— 

14 

1 

1 

2 

_ 

2 

20 

1-8 

159 

14*0 

Fulham . 

149,423 

— 

17 

24 

— 2 

— 

2 

4 

1 

— 

50 

3-5 


14 

_ 

1 

2 

1 

5 

23 

1*6 

186 

13*0 

Chelsea . 

57,298 

— 

8 

2 

— 1 

— 

— 

2 

1 

— 

14 

2-5 

— 

— 

_ 

_ 

— 

1 

2 

3 

0-5 

80 

14*6 

City of Westminster 

132,853 

— 

14 

8 

_ — 

— 

1 

1 

2 

— 

26 

2-0 

— 

2 

_ 

_ 

1 

— 

1 

4 

0-3 

158 

12*4 

North Districts : 

St. Marylebone ... 

98,573 


14 

15 

_ 1 


_ 

4 

1 


35 

3-7 

_ 

10 



_ 


3 

13 

1-4 

155 

16*4 

Hampstead . 

81.470 

— 

3 

7 

— ! — 

— 

— 

T 

1 

— 

11 

1-4 

— 

1 

— 

— 

— 

— 

— 

1 

o-i 

71 

9*1 

8t. Pancras . 

196,812 

— 

12 

25 

- 3 

— 

— 

11 

2 

— 

53 

2‘8 , 

— 

23 

_ 

2 

3 

1 

3 

32 

1-7 

297 

15*7 

Islington. 

309,359 

— 

24 

35 

- i 5 

— 

— 

12 

2 

1 

79 

27 

— 

13 

1 

— 

6 

— 

5 

25 

0-3 

385 

13*0 

Stoke Newington... 

49,776 

— 

3 

11 

— — 

— 

— 

3 

1 

— 

18 

3-8 

— 

7 


1 

2 

— 

— 

10 

21 

78 

16*3 

Hackney.j 

Central Districts ; 

209,636 

— 

34 

26 

— i 2 

— 

— 

12 

— 


74 

37 

— 

3 


1 

5 

— 

2 

11 

0-5 

281 

14*0 

Holbom . 

38,161 

— 

1 

8 

— , — 

1 

— 

3 ; 

— 

— 

13 

3’6 

— 

5 

— 

— 

1 

— 

1 

7 

1-9 

63 

17*2 

Finsbury... ... ... 
City of London ... 

74,230 

— 

13 

11 

_ ; — 

— 

1 

2 

— 

— 

27 

3*8 

— 

3 

— 

2 

— 

— 

1 

6 

0*8 

108 

16*2 

20,113 

— 

1 

1 

— 1 — 

. — 

— 

1 

— 

— 

3 

1-6 

— 

— 

— 


— ; 

— 

— 

— 

— 

21 

10*0 

East Districts: 
Shoreditch . 

99,932 

_ 

16 

21 

— ! 2 

_ 

1 

14 

2 

_ 

56 

5*8 

_ 

3 


3 

4 : 

_ 

4 

1 14 

1*5 

152 

15*0 

Bethnal Green 

115,552 

— 

15 

26 

- 1 

- 

— 

13 

6 

— 

61 

5-5 

— 

11 

_ 

2 

— 

— 

6 

19 

1*7 

145 

13*1 

Stepney . 

258,395 

— 

22 

48 

_ — 

1 

1 

13 

1 

1 

87 

3*5 

— 

9 


2 

1 

— 

9 

21 

08 

356 

14*4 

Poplar . 

155,095 

— 

12 

34 

- , 3 

— 

— 

10 

1 

— 

60 

4*0 

— 

15 

— 

3 

4 

1 

2 

25 

1-7 

240 

16*1 

South Districts : 
Southwark . 

177,166 


1 27 

41 

i 

! _ , __ 

J _ 

3 

12 

2 

1 

86 

5'1 

_ j 

6 

1 

i 

4 

2 

_ 


12 

0-7 

273 

16*1 

Bermondsey ... ... 

113,661 

— 

| 23 

41 

1 — i — 

— 

— 

6 

— 

— 

70 

6-4 

— 

11 


2 

: — 

— 

6 

19 

1-7 

175 

16*1 

Lambeth. 

283,729 

— 

28 

51 

— 2 

1 I 

— 

12 

i ! 

1 

96 

3‘5 

— 

17 

— 

1 

4 , 

— 

! 3 

25 

0’9 

340 

12*5 

Battersea... ... 

159,402 

_ 

1 23 

15 

- 2 

— 

— 

11 

i 

— 

52 

3*4 

— 

6 

— 

1 

3 

1 

1 1 

12 

08 
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12*2 

Wandsworth. 

310.858 

— 

1 48 

34 

| - 1 5 

_ i 

1 

13 

4 

— 
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3-5 

— 

10 

— 

4 

3 ( 

— 

1 ? 

19 

06 

334 

11*2 

Camberwell . 

249,749 

! _ 

1 33 

41 

| - j 3 

— 

1 2 

9 

1 

— i 

89 

3-7 

— 

U 

1 

4 

4 

1 

' 3 

30 

1*3 

330 

13 8 

Deptford . 

107,696 

i _ 

i 12 

14 


— 

| 1 

12 

3 

— 

1 42 

41 

' — 

9 

— 

5 

2 

— 

— 

16 

1*5 
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14*4 

Greenwich . 

94,452 

1 _ 

8 

21 

— ' 1 

— 

1 _ 

5 

1 

— 

1 36 

4*0 

1 — 

1 7 

— 

— 

2 

— 

2 

11 

1*2 
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15*0 

Lewisham . 

162,901 

— 

i 21 

14 

! — ; 1 

— 

1 

4 

4 

— 

' 45 

2*9 

i — 

5 

— 

1 — 

; l 

1 

2 

9 

0*6 
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10*9 

Woolwich. 

Fort of London ... 

130,313 

- 

j 9 

27 


1 - 

1 

12 

3 

- 

52 

4-2 

! — i 

i - 

2 

- 

I 2 

1 -! 

- 

! 2 

6 

0'5 

__ 

156 

i 

j 12*5 


* Including membranous croup. 


two preceding months; the weekly admissions averaged 6. against 
6 and 4 in the two preceding months. Erysipelas was proportionally 
most prevalent last month in Holbom, Shoreditch, Bethnal Green. 
Poplar, Southwark, Battersea, Deptford, and Woolwich. The 15 
oases of puerperal fever notified during the month included 3 in 
8outhwark, 2 in Fulham, and 2 in Camlierwell. Of the 44 cases of 
cerebro-spinal meningitis, 6 belonged to Bethnal Green, 4 to Wands¬ 
worth, 4 to Lewisham, 3 to Deptford, and 3 to Woolwich ; while the 

4 cases notified as poliomyelitis belonged respectively to Islington, 
Stepney, Southwark, and Lambeth. 

The mortality statistics relate to the deaths of persons actually 
belonging to the several metropolitan boroughs, the deaths occurring 
In institutions having been distributed among the boroughs in which 
the deceased persons had previously resided. During the five weeks 
ending June 2nd the deaths of 5632 London residents were registered, 
eqoal to an annual rate of 13 9 per 1000; in the three preceding 
months the rates had been 21*3, 18 3, and 18*2 per 1000 respectively. 
The death-rates last month ranged from 9T in Hampstead, 10 9 in the 
City of London and in Lewisham, 11*2 In Wandsworth, and 12 2 In 
Battersea; the highest rates were 161 in Poplar, in Southwark, and 
in Bermondsey, lo 2 in Kensington, 16 3 in Stoke Newington, 16*4 in 
St. Marylebone, 168 in 8t. Pan eras, and 172 in Holbom. The 5632 
deaths from all causes Included 480 which were referred to the 
principal Infectious diseases; of these, 291 resulted from measles, 

5 from scarlet fever, 44 from diphtheria, 59 from whooping-cough. 
8 from enteric fever, and 73 from diarrhoea and enteritis among 
children under 2 years of age. No death from any of these diseases 


was recorded last month in the City of London; among the metro¬ 
politan boroughs they caused the lowest death-rates in the City 
of Westminster, Chelsea, Hampstead, Hackney, and Woolwich; 
and the highest rates in Paddington, Kensington, Hammer¬ 
smith, Stoke Newington, and Holbom. The 291 deaths from 
measles were 111 in excess of the corrected average number 
in the corresponding period of the five preceding years; 
this disease was proportionally most fatal last month in Pad¬ 
dington, Kensington, Hammersmith, St. Pancras, Stoke Newingtoo, 
and Holbom. The 5 fatal cases of scarlet fever were 16 fewer than 
the corrected average number, and Included 1 each in Kensing¬ 
ton, Hammersmith, Islington, Southwark, and Camberwell. The 
44 deaths from diphtheria were equal to the corrected average, and 
included 5 in Deptford, 4 in Southwark, 4 in Wandsworth, 4 in 
Camberwell, 3 in Shoreditch, and 3 in Poplar. The 59 fatal cases of 
whooping-cough were 79 below the corrected average number, and 
included 6 in Islington, 5 in Hackney, and 4 each in Kensington, Shore¬ 
ditch, Poplar, Lambeth, and Camberwell. The 8 deaths from enteric 
fever showed a decline of 3 from the corrected average, and belonged 
resiactively to Kensington, Fulham, Chelsea. St. Pancras, Poplar, 
Battersea. Camberwell, and Lewisham. The 73 fatal cases of diarrhoea 
and enteritis among children under 2 years of age were 18 below 
the corrected average number; the greatest proportional mortality 
from this cause last month was recorded In Fulham, Shoreditch, 
Bethnal Green, Stepney, and Bermondsey. In conclusion, it may be 
stated that the aggregate mortality in London last month from these 
principal infectious diseases was 10 per cent, below the average. 


Baby Week.—F rom July 1st to 7th special efforts 
will be made throughout the country to bring home 
to the people the pressing need for conserving child-life, and 
by means of processions, pageants, lectures, and exhibitions 
it is hoped that the movement, which has already produced 
such good results by the establishment of maternity and child 
welfare centres, mav be still further extended. In London 
on July 2nd in the Guildhall a resolution defining the policy 
of Baby Week will be proposed. It will run as follows:— 

In view of the overwhelming necessity for saving infant life at a time ! 
of unparalleled drain on the manh *od and womanhood of the nation, 
the citizens here assembled earnestly call for the cooperation every- j 
where of municipal and voluntary enterprise to secure the following 
objects and pledge themselves to do their utmost in their respective 
localities for the furtherance of the same : (1) a full-time health visitor, 
under the control of the local medical officer of health, for every 400 babies 
in the area; (2) an approved infant welfare centre within the reach of 
every working-class home; (3) ample facilities for the antenatal care of j 
mothers; (4) medical supervision of children between two years and 
school age. 

On the same day Her Majesty the Queen will open in the 
Central Hall, Westminster, a child welfare exhibition, 
where everything that concerns the practical nurture and 


training of the child will be exhibited to the eye, while a 
series of conferences will also take place dealing with mid¬ 
wifery, illegitimacy problems, the care of the unmarried 
mother and her child, and other cognate subjects. Sir Francis 
Champneys and Sir Robert Morant are among the chairmen, 
while the speakers will include Professor E. W. Hope, 
Dr. Janet Lane-Clavpon, and Miss A. Gregory. One of the 
methods of propaganda which ought to be productive of good 
results is the prize essay scheme in connexion with the 
elementary schools, the subject for bovs being “ Why should 
I kill that fly?” and for the girls “ How I mind our baby.” 
The special attractions for provincial towns and villages 
include baby shows, perambulator parades, and exhibitions 
of various kinds relating to mothercraft. At the Heritage 
Crafts Schools, Chailey, Sussex, there will be a special 
demonstration of Montessori ideals in connexion with the 
Montessori Hospital School for Tiny Crippled and Suffering 
Children, when Mr. Robert Mond, the founder of the Infants 
Hospital, Vincent-square, London, will preside and Professor 
Cyril L. Burt will give a short address. The address of the 
Executive Council for Baby Week in London is 6, Holles- 
street, W. 1, and full information regarding the programme 
may be obtained from the secretary. 
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THE VARIATION IN THE SPECIFIC 
GRAVITY OF URINE AND ITS RELATION 
TO DISEASE. 

To the Editor of The Lancet. 

Sir, —In the pressure of general or even special practice, 
the urinometer seems generally looked upon as a mere guide 
as to whether the physician is to go to the further trouble to 
test for sugar; and when this and albumin are absent and 
nothing is suspected which requires the skilled aid of the 
analytical chemist or the bacteriologist, other possible con¬ 
ditions are often either entirely neglected or are regarded as 
of little value as a further means to diagnosis. Such over¬ 
sight is particularly to be deprecated with regard to so simple 
and valuable an aid as the systematic registration of specific 
gravities. 

By long and careful observation I have come to the con¬ 
clusion that urines of specific gravities below 1015, and in 
certain cases below 1030, extending over long periods are of 
more pathological importance than those containing a slight 
percentage of either albumin or sugar. In the former there 
is a greater or lesser retention of the toxins of katabolism or 
tissue waste, a retention which will vary with the specific 
gravity; in the latter, such toxins may be fully eliminated. 

Nor may such low specific gravities always be the result of 
sclerotic kidney or of high blood pressure, but in many 
cases are probably due to kidneys neither diseased nor con¬ 
gested, but more or less functionally inactive to the elimina¬ 
tion of any substances other than pure water, a condition 
which may be responsible for more chronic ailments and 
diseases of obscure etiology than is generally supposed. 

The specific gravity 1015, which is generally considered 
normal and is usually passed over without question, is 
inadequate to carry off the toxins constantly accumulating 
in the systems of those who live too freely, and even double 
this figure would scarcely suffice to keep such cases in perfect 
health. 

Children during convalescence from scarlet fever show 
little evidence of pathological change except in so far as 
albumin may appear in the urine. It is when the albumin 
has disappeared, and the child seems to have escaped all 
the after consequences of the fever, that the real mischief is 
taking place. It is at this period, not only in consequence 
of the disappearance of albumin, but also because of the 
diminishing quantity of normal urinary constituents, that 
the urine falls still lower in specific gravity and becomes 
practically negative to reactions, is frequently almost 
colourless, and, in fact, sometimes in that condition which 
mothers describe as— 44 beautiful, looks just as though it had 
come out of the tap. ” 

It would thus appear that the more lasting injury caused 
by the toxins and high temperature of the preceding fever 
has fallen upon those cells in the kidney whose functions it 
is to exert a selective activity on the blood, and to eliminate 
the products of katabolism, and that these cells, mainly the 
tubular epithelium, after the excessive work which has been 
thrown upon them in the rapid katabolism of fever have now 
reached a stage of exhaustion or lowered vitality, and 
remain in this condition long after the glomeruli have 
recovered and the albumin has disappeared. 

That the glomeruli should be the first to suffer injury and 
the first to recover seems difficult to explain, but the fact 
that albumin first appears in the urine and then disappears, 
followed by a diminution and sometimes an almost complete, 
or even an entire absence of those substances believed to be 
excreted by the tubular epithelium, seems plainly to indicate 
that such is the case. 

But in the meantime metabolism is going on and the 
uneliminated products of katabolism are steadily rising in 
the blood, and their toxic effects will appear ere long—in 
one case as rheumatism, in another as chorea, or in another 
as an “ -itis ” somewhere in the tissues. The particular 
tissue selected for attack will, of course, be that one whose 
vitality has been most impaired by the previous fever, and 
this again will depend upon idiosyncrasy. 


In scarlet fever cases such continued low specific gravities 
are lost sight of because they may not commence until after 
the child has returned to apparent health, and probably not 
until after the hospital is left, the discipline of which has 
given place to that indulgence at home which will naturally 
take place after the enforced absence, the free and careless 
diet hastening those changes in the kidney which often end 
in such disastrous consequences. Hence the importance of 
re-examination in these cases for months after convalescence, 
and careful living and dieting in the meantime. 

TBe virus of scarlet fever is perhaps the best to take as an 
example of conditions which have a specific devitalising effect 
on the kidney cells, though it is possible that a vicious circle 
may be established by the katabolio toxins themselves, 
intensified by errors in diet, acting as a deterrent to the phy¬ 
siological activity of these cells by lowering their vitality— 
and this is probably the commonest cause in those cases 
where a specific toxin cannot be traced or where such toxin 
can no longer be considered to be in action. 

It would thus appear that a group of associated disorders, 
such as those which result as the sequel® of certain fevers, 
can be explained as originating from the same toxins— 
namely, the uneliminated products of katabolism. 

Hence, such theory would be in accordance with the 
opinion of those writers who believe in the identity of the 
poisons, whatever these may be, setting up the rheumatism 
and chorea following scarlet fever, and including the 
affections of the tonsils and naso-pharynx under the same 
causative agent or agents would naturally relegate these as 
“avenues of infection” for only such toxins as those of the 
exanthemata or those of microbic origin. It is, however, 
possible that either tonsillar or dental toxins acting over 
long periods may exert a deleterious effect on the vitality of 
the kidney eliminative cells, and thus set up a vicious circle 
causing rheumatism and chorea and other ills much as the 
toxin of scarlet fever, which, though of shorter duration, is, 
of course, much the more virulent. 

I am, Sir, yours faithfully, 

Liverpool, June 21st, 1917. WILLIAM BRAMWKLL. 


THE LUMLEIAN LECTURES AND 
MEDICAL RESEARCH? 

To the Editor of The Lanobt. 

Sir,—S ir John Broadbent has given his impressions of 
some recent observations and conclusions of a small body of 
workers to whom, justly or unjustly, the term “new school ” 
has been applied, and in the last sentence of his letter states 
that, 44 for the reasons given above I am unable to accept in 
its entirety the doctrine of auricular fibrillation.” Con¬ 
sidering this sentence with its full context, it may be that, in 
speaking of the “ doctrine of auricular fibrillation,” the 
reference is to the special conclusion that digitalis in this 
clinical condition has a very special action, but this point I 
leave aside for the moment. It is left to the reader to 
believe that Sir John Broadbent doubts the validity of the 
conclusion that fibrillation of the auricles, a well-known 
experimental condition, occurs in the human subject. 

It is now seven years since I gave in full the evidence 
for the occurrence of fibrillation of the auricles in the 
human subject. The papers were published at a time 
when the cause of gross irregularity of the human 
ventricle was a matter of wide controversy, and they were 
published simultaneously with less exhaustive articles from 
workers in Vienna. I judge the effect of these papers as 
impartially as it is possible for me to do, and conclude that 
they carried conviction to all who were actively engaged in 
work upon the subject. The papers brought conviction 
because they contained an overwhelming weight of evidence, 
much of which has since been confirmed abundantly by other 
workers, and none of which has been called in serious 
question. At the present time the doctrine that auricular 
fibrillation occurs in the human being and is in man a 
common clinical condition is universally accepted by pro¬ 
ductive workers, and to me it seems superfluous to repeat 
the evidence, which is on available record. Judgment has 
been passed upon the conclusions by those who are competent 
to judge, and this judgment is entirely favourable : active 
workers who held other views of the causation of the condi¬ 
tion abandoned those views when the new conclusion was 
formulated, No publication will shake the conclusion 
unless it records new facts directly which contradict it and 
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contains new and reasonable explanations of the manifold 
phenomena of the clinical condition so far described. 

Bat it may be that Sir John Broadbent’s reference is 
solely to the supposed specific action of digitalis. Upon 
this question his view is clearly stated: “It is not merely 
in auricular fibrillation that digitalis is of value. Any 
clinician knows the extraordinarily satisfactory results 
obtained from the administration of digitalis in cases of 
heart failure and dropsy associated with mitral incompetence, 
even when the pulse is quite regular and there is no question 
of * auricular fibrillation.’” It is clear that if one clinician has 
such knowledge, digitalis has the action here credited to it. 
But the clinician must show the source of his knowledge ; 
he must bring forward the evidence * for his faith. In 
regard to digitalis, there is on record at the present 
time a large number of cases of auricular fibrillation in 
which the effects of the drug have been observed closely 
and in which the rate of the ventricle has been shown 
beyond doubt to be controlled by the drug. These observa¬ 
tions have been conducted on scientific lines. There are few 
instances, probably no instances, in which a medicinal 
remedy has been more carefully explored in a given malady. 
Casual bedside observations are not to be weighed in the 
same scale. There is no comparable series in which, with a 
normal sequence of chamber contraction, digitalis has been 
shown to have a similar effect or, in fact, any striking 
beneficial effect. If Sir John Broadbent can compile such a 
series; if he can place on record a number of observations in 
which “extraordinarily satisfactory results” follow the 
administration of digitalis when the heart’s action is 
regular; if he can show that these results come from the 
administration, and not from other factors in the patient’s 
environment (as has been done in the case of those suffering 
from fibrillation), I for one will freely acknowledge that he 
has performed for mankind generally and for his fellow- 
practitioners a signal service. But the bald statement that 
it is so is valueless; the series is not now forthcoming, and 
until it is forthcoming the conclusion cannot gain acceptance. 

When Sir John Broadbent disousses the meaning and 
effects of digitalis slowing in auricular fibrillation he shows 
that he is not conversant with the facts or with contemporary 
thought. He writes : * ‘ The irregularity of rhythm in the 
ventricle in auricular fibrillation is attributed, so far as I 
am aware without any sufficient evidence, to the irregular 
transmission of feeble, incoordinate stimuli from the flickering 
fibres of the fibrillating auricle, which one would not 
suppose capable of exciting a contraction in the ventricle. 
But even akdmitting this, how can the mere cutting off of a 
few nervous impulses from auricle to ventricle by itself 
restore the functional efficiency of a heart muscle which has 
broken down under stress l ” Now it is true that the 
irregularity of the ventricle is attributed to irregularly 
transmitted impulses from the auriole ; and for this there is 
very powerful, if not convincing, evidence. That these 
impulses are feeble is pure supposition ; we have no know¬ 
ledge of their strength and no right to suppose them to be 
feeble ; yet this description, gratuitously introduced, becomes 
the main point of attack. That the impulses are nervous 
is similarly a gratuitous addition to the contemporary 
hypothesis; yet Sir John Broadbent complains that the 
“ neurogenic doctrine has been exalted to a position of undue 
importance.” 

The “mere cutting off ” of a few impulses has a restora¬ 
tive effect upon a ventriole working under stress precisely 
because it relieves that stress by slowing an accelerated 
ventricle. Sir John Broadbent can hardly deny either that 
the ventricle is slowed by digitalis when the auricle is 
fibrillating or that the efficiency of the ventricle is increased 
by a reduction of its accelerated rate. But yet he will have it 
that the beneficial action of the drug is not of this kind, but 
that it acts as a “pick-me-up” for the exhausted muscle. 
“Pick-me-up” is not a particularly precise term in speak¬ 
ing of cardiac functions, but it is to be gathered that an 
increase in the strength of the contractions or of the muscle 
tone is in his mind. In support of this view he quotes Pro¬ 
fessor Cashny. There is no evidence of either of these 
effects in the human heart, and the subject is dismissed in 
almost as many words by Professor Cushny. When Sir 
John Broadbent quotes Professor Cushny as having 
found the heart to be slowed “ by direct action on the 
muscle,” he should add that the author he quotes is 
referring to the special muscle of the auriculo-ventricular 


bundle and not to the muscle of the ventricle, and that the 
drug is supposed to act upon this special muscle, not as a 
“ pick- me-up,” but as a poison which depresses its power of 
conduction. The current explanation of digitalis slowing is 
that which I put forward in my original papers—namely, 
that it is the effect of heart-block produced in the A.-Y. 
tissues. This conclusion has been accepted generally; it 
does not include the recently added hypothesis that the 
action is indirect through the vagi. That hypothesis is still 
very much sub judice, and constitutes, so it seems to me, the 
chief outstanding point upon which controversy is permissible. 
But the point will be settled when it is settled, not by 
argument, but by further observations. 

In so far as there are two schools, an old and a new, in 
cardiology, there are two schools in the following sense. 
There is a small body of workers who spend their time and 
energies in the collection of new knowledge, a body of 
workers who insist upon proof to demonstration or an 
approach to that ideal. This sohool, if school it be, has been 
productive, some would say extremely productive, during the 
past few decades. There is, on the other hand, a large 
number of clinicians who speak and write largely upon 
questions of cardiac pathology, but who do not demand or 
seek exacting proofs, but are content, as far as these ques¬ 
tions are concerned, with a more philosophic and therefore 
more indolent attitude. This school, if school it be, is 
sterile; it is sterile because of its method of thought and 
inquiry. This division of medical thinkers has always existed, 
always will exist, and between the two schools an under¬ 
current of opposition is inevitable ; one reason of its being 
inevitable is that the worker who unearths new facts regards 
those facts as primarily his property ; he has a special and deep 
interest in them ; they are his own children ; he resents their 
being mauled; he resents the scolding of those children by 
any childless neighbour who regards them as young ruffians 
who disturb his peace. Those who have children, from the 
intimacy of their knowledge of them and their surroundings, 
from their sympathy for them, are most competent to rear 
them ; those who discover new facts are most competent, in 
most instances alone competent, to weave these facts into a 
harmonious setting in the mass of human knowledge. 

I am, Sir, yours faithfully, 

Thomas Lewis, M.D. Lond. 

Military Hospital, Hampstead, June 24th, 1917. 

AN ARMY MEDICAL RESERVE: A 
PROPHETIC PROPOSAL. 

To the Editor of The Lancet. 

Sir, — On Dec. 8th, 1904, the Times published a letter 
from me on the subject of an Army Medical Reserve. 
The letter contained a scheme I promulgated for establishing 
“auxiliary military hospitals” in connexion with, and 
affiliated to, the great general hospitals throughout the 
Empire. The staff was to be furnished by the junior staff of 
each hospital whose name it would bear. The matter was 
placed before the War Office authorities and some corre¬ 
spondence ensued, but nothing was done. Lately the matter 
has come up again in a pamphlet by Sir J. K. Fowler, 
which you reviewed in your issue of June 2nd. This 
scheme is on all fours with my scheme (see the enclosed 
extracts from roy letter to the Times). I am sure you will 
agree with me that it is interesting to-day to reproduce the 
views of more than 12 years ago, which are now being 
adopted. I am, Sir, yours faithfully, 

George Stoker, 

Major. B.A.M.C. 

Q.A.M.H., Millbank, London, S.W., Jane 13th, 1917. 

Extract of a Letter entitled , “ An Army Medical Reserve ,” 
published in the “ Times ” on Dec. 8th, 1904. 

Where, then, it may be asked, are the right men to be found—men of 
suitable age, with requisite knowledge and practice, with an up-to- 
date training, those who have no ties, domestic or professional, which 
would prevent them being called up suddenly for service ? They are 
to be found In connexion with every general hospital throughout the 
Empire, especially those that have medical schools and nursing homes 
attached to them. There are always to be found connected with such 
institutions a number of fully-qualified men who have lately occupied 
the posts of house physician or house surgeon, or who are acting as 
demonstrators, or assistants In the out-patient or other departments, 
who. to use a medical phrase, “are waiting for the wards.” These and 
some senior medical students are the class of men required in the work. 
They are all known to one another, are picked men who have the 
honour and credit of their school and hospital very much at heart. 
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The nurses will be found in the same place with the necessary qualifica¬ 
tions and surroundings. The orderlies could be recruited from the 
St. John trained orderlies in the district around the hospital. 

The scheme for an Army Medical Reserve that 1 proceed to outline 
consists in the organisation of a system which shall embrace a number 
of units called civilian auxiliary hospitals, to be set on foot in times of 
peace and called out for service in times of war and stress. These 
hospitals would be organised in connexion with, and affiliated to, the 
general hospitals throughout the Umpire. Such institutions would 
afford an ample and continuous supply of efficient physicians, surgeons, 
and nurses. 

It would perhaps simplify matters if I describe shortly the formation 
of such a unit in connexion with a London general hospital. Let us 
call it St. George’s Civilian Auxiliary Hospital No. 1. It is suggested 
that each hospital should be organised and equipped to contain 200 beds, 
but be capable of expansion to accommodate nearly twice that number. 
It is a universal experience that medical and surgical work in time of 
war comes in rushes, either during epidemics or after great battles, and 
for this reason it is absolutely necessary that hospitals should be capable 
of expansion. _ 


THE SIGNIFICANCE OF CAPILLARY 
MARKINGS IN PULMONARY 
TUBERCULOSIS. 

To the Editor of The Lanobt. 

Sir,— In The Lancet of March 4th, 1916, I called 
attention to the significance of certain red surface-markings 
in the neighbourhood of the upper dorsal vertebrae and their 
relation to pulmonary tuberculosis. I now have further 
figures to offer. 

Notes of 481 consecutive cases were taken, all of which 
have been notified to their respective sanitary authorities. 
130 were seen in the out-patient department of the 
Manchester Northern Hospital for Women and Children, the 
cases over 15 years of age being females. 

Ages In years. 

A. 

Under 6. 6-14. Over 15. 

Showing marks . 25 ... 59 ... 21 

,, none . 3 ... 17 ... 5 

28 ... 76 ... 26 

80 per cent, therefore of the tuberculous out patients 
showed markings. 

Notes of 351 consecutive cases were taken at the Glossop 
and Chinley Tuberculosis Dispensaries and include in each 
age-group both sexes. The cases were sent to the dis¬ 
pensaries by their own doctors or by the school medical 
officers, or were contacts. 288 showed no tubercle bacillus 
to the usual examination, and 63 were returned as positive. 

Ages In years. 

/- A -% 

Under 6. 6-14. 15-19. Over 20. 

Shewing markings '.. 14 ... 92 ... 18 ... 68 

,, none . 7 ... 55 ... 22 ... 75 

21 ... 147 ... 40 ... 143 

The 63 cases which showed tubercle bacillus in the sputum 
are classified as folllows :— 

Ages In years. 

Under 6. 6-14. 15-19. Over 20. 

Showing markings ... 1 (dead)... 4 ... 1 ... 17 (1 dead) 

„ none . 2 ... 4 ... 2 ... 32 (11 dead) 

3 ... 8 ... 3 ... 49 

Of the whole number, 57 per cent, showed the markings 

and 43 per cent, have no markings, whilst in those who were 
returned as having the tubercle bacillus in the sputum 36 per 
cent, had markings and 64 per cent, had none. 

The incidence of the death-rate is three times as great 
in those free from the markings compared to those showing 
markings. I am, Sir, yours faithfully, 

Manchester, June 21st, 1917. R. CRAWSHAW HOLT. 


THE TREATMENT OF TONSILLAR 
INFECTION. 

To the Editor of The Lancet. 

Sir, —In your issue of June 2nd Dr. F. J. Poynton rightly 
draws attention to the large part that tonsillar infection 
plays in rheumatism. The prevailing opinion, at any rate 
with regard to the etiology of the more chronic forms, is to 
consider them primarily due to sepsis of the teeth. How 
often the tonsils get overlooked it is impossible to hazard. 
It is surprising, when a routine examination is made, from 


how many tonsils purulent matter may be exuded. The 
tonsils are commonly regarded as filters which deal with the 
organisms of the mouth. Once they have become a cesspool 
their use as natural immunisers has gone and radical enuclea¬ 
tion would seem to be the only course to pursue. The body 
thus loses a most valuable protective organ, which not even 
the prolonged use of a vaccine of the predominant organism, 
usually a short streptococcus, will entirely make good. 

Bat the question arises, Is there no means of saving the 
tonsils ? Dental surgeons are now making efforts to cope 
with pyorrhoea in order to save the teeth. Can no means be 
found to save the tonsils l With this object in view I have 
recently been making use of a Bier’s cupping apparatus, 
specially adapted for tonsil application. With a little 
practice it can be readily applied, and though very 
uncomfortable the patient soon gets accustomed to its use 
and can even learn to apply the instrument himself. It is 
surprising with what ease by this means pus can be squeezed 
out from the tonsils. The method, systematically and 
regularly applied, should do much to cleanse badly infected 
tonsils and give them a chance of recovering their normal 
powers. In several instances patients have quickly realised 
the relief afforded and have been only too anxious to continue 
the treatment. 

At the present moment scores of soldiers are being thrown 
out of action by subacute and chronic rheumatism, some few 
of whom become hopeless cripples. In order that physical 
and thermal treatment should be used to the best advantage 
the early and vigorous treatment of sepsis wherever it lie a 
should be thoroughly undertaken, and no advantage should 
be made of the fact that spontaneous subsidence of the 
septic focus will very often occur, for just as often it does 
not, and constant recurrences of rheumatism are only too 
common after apparent cure in patients whose throats, 
sinuses, or other foci apparently, but do not really, clear 
up. I am, Sir, yours faithfully, 

Bath, June 20th, 1917. G. HBLY-HUTOHINSON ALMOND. 


SEROUS IRIDO-CYCLITIS. 

To the Editor of The Lanobt. 

Sir, —In the report in your issue of June 23rd of the 
meeting of the Seotion of Ophthalmology of the Royal 
Society of Medicine not one word is mentioned of what I for 
many months past have looked upon as one of the prime 
factors in the causation of those cases of serous irido-cyclitia 
(keratitis punctata, &c.) which, through the admirable and 
thorough work of Mr. W. Lang and others, have been—and I 
consider correctly—put down as frequently the result of 
pyorrhoea alveolaris. This complaint, serous cyclitis, is 
common enough in both sexes, but, in my experience, is far 
more frequently met with in the female, and at any age, 
roughly speaking, between 35 and 65; it is not found in 
very young o c very old and edentulous people. Women 
certainly outnumber men, yet that would not account for the 
difference in the proportion affected ; they pay quite as much 
attention to their teeth as the opposite sex, yet they more 
frequently fall victims to this serious complaint—and it is a 
very serious one. Why is this ? It is not due to a less-resisting 
power of the female sex, nor to any idiosyncrasy thereof, but 
the missing link is constipation, and of that I have no manner 
of doubt, no possible doubt whatever. Women are far 
more constipated than men ; they are more sensitive 
on the matter, and do not like to be seen repairing 
to, or issuing from, lavatories; they from early girlhood 
often neglect themselves in consequence. Again, they 
take less exercise, drink less fluid, are more careful and 
finicking in their diet, avoiding coarse foods more than we 
do, and— except in the case of the modern young lady—they 
smoke less or not at all; all this conduces to a sluggish 
state of the bowels. So, consequently, ptomaines—or 
whatever they are—passing in equal degree into the 
alimentary canals of both sexes, stand a much better chance 
of being absorbed into the lacteals or blood-vessels of the 
gut and “coming out in the eyes.” 

This theory fits in with practical experience, for all these 
patients are constipated, both men and women, some of 
them very much so ; or, if they say their bowels are regular 
and act daily, the motions will be found dry and hard, 
absorption of the more fluid part having taken plaoe. The 
treatment, therefore, is comparatively simple : whatever one 
treats one must not neglect the bowels, the teeth, or the 
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tonsil crypts; magnesia or soda should be given every 
morning in plenty of hot water or hot tea, the first 
thing on rising; if in water, the juice of half a lemon or a 
few grains of powdered ginger make it more palatable and 
prevent griping. These patients are greatly benefited by 
this plan of campaign and their feeling of well-being as the 
bowels get to act daily is pronounced. 

Serous irido-cyclitis -as Mr. Lang has pointed out—may 
come from almost any source of septic absorption, and I have 
recently been treating a married lady with this complaint 
who had a vaginal discharge with ulceration of the cervix as 
the only likely cause ; and in another very interesting case 
in a man the fons et origo malorum seemed to be septic 
absorption from very badly ingrowing toenails, the matrix 
thereof being in a foul and ulcerated state ; the removal 
of the offending nails was rapidly followed by improvement 
and cure. I am. Sir, yours faithfully, 

Norwich, June 26th, 1917. S. JOHNSON TAYLOR. 


PUBLIC HEALTH APPOINTMENTS. 

To the Editor of The Lancet. 

Sir,—M any people interested in public health regret 
that at a time when the Ministry of Health is under con¬ 
sideration there is apparently an absence of any attempt to 
prevent the continuation of the evils of the past regime — 
notably, the absence of coordination of effort and the 
multiplication of minor public health “ specialist’s ” posts— 
blind-alley occupations. The Council of the Society of 
Medical Officers of Health has pronounced against such 
posts, and yet advertisements are continually appearing for 
whole-time medical .officers for child-welfare centres. The 
prospects held out by such appointments must at present and 
for some considerable time yet be unsatisfactory, not only from 
a financial but also from a clinical point of view. Although 
the salary offered is adequate for a recently qualified practi¬ 
tioner, yet it will not be sufficient in a few years when the 
medical officer finds it does not lead to a more highly 
remunerated post and has lost valuable years during which a 
private practice could have been built up. It cannot be 
reasonably urged that these appointments are similar to those 
of resident medical officers to hospitals and that they afford 
an excellent training for private practice. The clinical 
interest of child-welfare work, although considerable, is 
limited. Much better work will be done by a medical 
officer who has an opportunity of carrying out other public 
health work as well, especially the medical inspection of 
sohool-children—an arrangement essential for the adequate 
coordination of the work carried out for children. 

At the present time, when there is a shortage of civilian 
medical practitioners, it would seem advisable to arrange 
for this work to be carried out temporarily by general prac¬ 
titioners over military age. This course would have the 
important advantage of not penalising the large number of 
medical officers already in public health who have left their 
homes to serve with the forces. When the Public Health 
Service is being built up, who will see that these men are not 
forgotten ? I am, Sir, yours faithfully, 

June 24th, 1917. EFFICIENCY. 

*+* There is a strong feeling that no new civil appoint¬ 
ments should be permanently filled while the war is in 
progress.—E d. L. 


THE LANCET, VOL. I., 1917: 
THE INDEX. 


The Index and Title-page to the volume of 
The Lancet completed with the issue of June 30th 
will be ready in July. Owing to the continued 
shortage in the paper-supply, the Index will not be 
issued with all copies of The Lancet, as was the 
custom prior to the War. Subscribers who bind up 
their numbers are requested to send a post-card 
to the Manager, The Lancet Office, 423, Strand, 
London, W.C. 2, when a copy of the Index and 
Title-page will be supplied free of charge. 



The Casualty List. 

The following names of medical officers appear among 

the casualties announced since our last issue :— 

Killed. 

Capfc. C. A. Whittingham, R.A.M.C., attached Royal Fusiliers, 
qualified at Glasgow in 1916, and thereupon joined up. 

Capt. S. Pool, M.C., R.A.M.C., attached Leicestershire Regt., 
qualified at Liverpool early in 1916, and shortly afterwards 
joined the R.A.M.C. The award of the Military Cross 
was announced in The Lancet of Dec. 2nd, 1916, p. 959. 

Died. 

Lieut.-Col. F. W. H. D. Harris, R.A.M.C., was educated at 
University College, London, and qualified in 1880. He 
held appointments at the West Kent General Hospital, 
Maidstone, and at Teignmouth Infirmary, and was 
secretary of the R.A.M.C. Fund and Benevolent Society. 

Capt. J. Neligan, R.A.M.C., qualified in Ireland in 1915, and 
joined the R.A.M.C. shortly afterwards. 

Capt. F. H. Knaggs, R.A.M.C., was a student at Guy’s 
Hospital, and qualified in 1887. He had held appoint¬ 
ments at Gloucester Infirmary, at Guy’s Hospital, and 
at Leeds Infirmary, and was in practice at Huddersfield. 
On joining the R.A.M.C. he became ophthalmic and 
aural surgeon at the Huddersfield Infirmary and War 
Hospital. 

Wounded. 

Capfc. G. W. Armstrong, R.A.M.C., attached N. Staffs. Regt. 

Capt. S. K. McKee, R.A.M.C. 

Capt. C. A. Webster, R.A.M.C. 

Capt. E. R. Mackay, Aust. A.M.C. 

Capt. N. Prior, N.Z.M.C. 

Capt. G. W. Watson, R.A.M.C., attached R.F.A. 

Capt. C. D. Coyle, R.A.M.C., attached Hamps. Regt. 

Capt. G. S. Glass, R.A.M.C., attached Hamps. Regt. 

Capt. J. C. G. Glassford, Aust. A.M.C, 

Capt. C. M. Samson, Aust. A.M.C. 

Capt. E. B. Thomas, Aust. A.M.C. 

Capt. R. C. Winn, Aust. A.M.C. 

Capt. R. P. Smith, R.A.M.C., attached R. Lane. Regt. 

Capt. J. G. 8weenev, Aust. A.M.C. 

Capt. C. J. L. Patch, R.A.M.C., attached R. West Surrey 
Regt. - 

Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Capfc. E. N. Nicholson, Hussars, died from illness confcracfced 
in France, only son of Dr. A. Nicholson, of Brighton. 

Second Lieut. W.* H. G. Compton, Royal Field Artillery, 
killed in action, eldest son of Capt. W. H. Compton, 
R.A.M.C., of Brighton. 

Second Lieut. W. A. Menzies, Royal Garrison Artillery, died 
of wounds, only son of Dr. J.*A. Menzies, of Folkestone. 

Second Lieut. C. D. N. Caleb, Devonshire Regt., killed in 
action, son of Dr. C. C. Caleb, Professor of Physiology, 
Medical College, Lahore, India. 

Lieut. R. M. Herron, R. Sussex Regt., died of wounds, 
eldest son of the late Dr. J. Herron, of Green Lanes, 
London. 

Capt. P. C. Taylor, London Regt., previously reported 
missing, now officially presumed killed, fourth son of 
the late Dr. H. Taylor, of Kennington, London, S.E. 

Second Lieut. J. W. Spanton, Rifle Brigade, died of wounds, 
third and only surviving son of Mr. W. D. Spanton, 
F.R.C.S.,of Hastings, and formerly of Hanley, Staffs. 

Capt. A. F. Gulland, The Buffs, died of wounds, only 
surviving son of Surgeon-General A. D. Gulland, of 
Cheltenham. 

Capt. F. L. Davy, Australian Imperial Forces, killed in 
action, only son of Lieut.-Gol. H. Davy, C.B., R.A.M.C., 
of Exeter. 

Second Lieut. H. B. Graham, Black Watch, killed in action, 
younger son of Lieut.-Col. R.B. Graham, V.D., R.A.M.C., 
of Leven, Fife._ 


Foreign Decorations. 

The following decorations have been conferred upon 
members of the staff of the Hopital Auxiliaire 301, Royau- 
mont, by the President of the French Republic :— 

Mfdaillc (Thonnair des Epidemics en Or. —Miss Ivens, M.B., M.S. 
Lond. t chirurglen-en-chef. 

MOla Me d’honneur dcs Epidemic* cn Vermeil.— Miss R. Nioholson, 
M.B., B.8. Dunelm, Mrs. J. A. Berry, M.B.Lond., Miss M. Ross, M.B., 
Ch.B. Glasg , Miss M. Wils n n, M.B., Cb.B. Edin., chirurgiens; Mrs. 
SrvIII, M.B., Ch.B. Glasg., radiologist©; MiesB. Courtauld, L.S.A. Load., 
anesthesiste. 
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OBITUARY OF THE WAR. 


WILLIAM GORDON CUMMINGS, M.B., B.S. R.U.I., 
D.P.H., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain W. G. Cummings, who wa9 killed in action last 
month, at the age of 36 years, was a native of Dungannon, 

co. Tyrone. Educated 
at Queen’s College, 
Belfast, he graduated 
in 1903 M.B., B.S. of 
the Royal University 
of Ireland, obtaining 
later the Diploma in 
Public Health. After 
a resident appointment 
at the Richmond Hos¬ 
pital, Dublin, he settled 
in practice at Hanwell, 
where he had been 
for 12 years before 
joining the R.A.M.C. 
Territorial Force in 
January, 1915. He was 
struck by a shell 
which exploded in 
the dug-out in which 
he was attending to 
the wounded. His 
senior officer writes of Captain Cummings as a man on 
whom he placed the greatest reliance, who was always 
cheery under the most adverse circumstances. 


WILLIAM TRENGWEATH HARRIS, M.R.C.S. Eng., 

LIEUTENANT, ROYAL ARMY MEDICAL CORP8. 

Lieutenant W. T. Harris, who was killed on April 15th 
on the transport Cameronia in the Eastern Mediter¬ 
ranean, was 40 years of age, and the son and grandson 
of medical men, his father having been medical super¬ 
intendent of Norwich City Asylum, and his grandfather 
in practice at Redruth, Cornwall. He was educated at 
Norwich Grammar School, taking his medical course 
at St. Thomas’s Hospital and qualifying in 1903. After 
holding an appointment as assistant medical officer at 
Wakefield Asylum he settled in private practice in 
Chiswick, where he had a large panel practice, 

which sometimes em¬ 
ployed 15 or 16 hours 
of his time daily. In 
February of this year 
he received his com¬ 
mission in the Royal 
Army Medical Corps 
and was sent to Egypt, 
which he was destined 
never to reach. 

A fellow practitioner 
writes of Lieutenant 
Harris as a true friend 
and colleague, and one 
who devoted himself 
with great unselfish¬ 
ness to his poorer 
patients, supplying 
them in case of need 
with food and clothing 
as well as medicine. 
He was a well-grounded anatomist and sound practitioner, 
never at a loss in an emergency, extremely kind, gentle, 
sympathetic, and considerate. Apart from his professional 
attainments, he was a born musician and accomplished 
violinist, a cultured gentleman, and a fluent French 
scholar, so much so that his house was from the 
first open to Belgians in distress who could not 
converse in English—indeed, one of these, a chemist, 
resided with him nearly a year, and subsequently 
corresponded with him from France. 


ARCHIBALD McKERROW RUSSELL, M.B., Ch.B. Glasg., 

SURGEON, ROYAL NAVY. 

Surgeon A. McK. Russell, who was reported missing, feared 
drowned, on the s.s. Highland Corrie sunk on May 16th, was 
26 years of age, and son of Thomas Russell, of Newmains, 
Lanark. He was educated at Newmains School and 
Hamilton Academy, taking his medical course in Glasgow 
University, where he graduated in 1914. He held a resident 
appointment at the 
Western Infirmary, and 
at the beginning of 
August, 1914, he became 
a surgeon in the Royal 
Navy, serving for more 
than two years on the 
Macedonia , in which he 
was present at the Falk¬ 
land Islands engage¬ 
ment. After having 
given up an earlier 
passage to a colleague 
he was returning for his 
second period of leave 
when the steamship on 
which he sailed was 
torpedoed. The boat on 
which he was being 
lowered capsized and he 
was last seen attempt¬ 
ing to save a fellow 
passenger with her baby. His friend who reached this country 
safely tells of his keenness on his work and acute observation 
of life which tended greatly to mitigate the extreme monotony 
of their life at sea and its routine duties. Surgeon Russell 
was a keen cricketer. 


GURrH SWINNERTON BLANDY, M.D., Ch.B.Edin., 

MILITARY CROSS, 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. S. Blandy, who died on active service on 
April 24th at the age of 38, was the third son of Colonel 
W. P. Blandy, Royal Artillery. Educated at Sheffield 
Royal Grammar School and Edinburgh University, 
he graduated M.B., Ch.B. in 1902 and M.D. in 1912. 
While a student at Edinburgh University he was a member 
of the Volunteer Artillery, serving as a combatant in the 
South African War with the Imperial Yeomanry, when 
he was invalided with enteric fever. After graduating he 
filled resident posts at the Scarborough and Norfolk and 
Norwich Hospitals. On the outbreak of war he was senior 
assistant medical officer 
to the Middlesex 
County Asylum at 
Napsbury, where he had 
served from the opening 
of the asylum in 1905. 

He at once joined the 
Royal Army Medical 
Corps, serviLg first at 
home, then in Egypt 
and through the whole 
of the Gallipoli cam¬ 
paign, and finally in 
France. He was awarded 
the Military Cross in 
Gallipoli for “attending 
French and British 
wounded without cessa¬ 
tion from 11 P.M. on 
1st until midday on 
2nd May, 1915, under 
rifle fire the whole time.” He received shell-wounds 
on April 23rd to which he succumbed on the following day. 

Captain Blandy’s superior at Gallipoli writes of him as 
“ first-class at his job ; he never spared himself in any way ”; 
while a combatant officer alludes to his loss as that of an old 
and staunch friend : “He never spared himself in his care of 
us, and it was indeed due to this unselfish habit of his 
that he came by the wound which resulted in his death.” 
His chief at the County of Middlesex War Hospital, 
Napsbury, endorses this view of Captain Blandy. 
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Another Red Cross Hospital in Dublin. 

Arrangements are being made by the joint committee of 
the St. John Ambulance Association and the Co. Dublin 
Branch of the British Red Cross Association to equip and 
maintain another voluntary Red Cross hospital in Dublin. 
Premises have been secured at Glasnevin, and the prepara¬ 
tory work is nearly complete. The hospital will accommo¬ 
date some 250 beds. It will be in surgical charge of 
Mr. Seton Pringle, surgeon to Mercer's Hospital, who has 
worked for several months in the Urgency Oases Hospital at 
Revigny. 

In view of the present difficulty of transporting the 
wounded to Ireland, and the consequent faot that for several 
months past there has been an excess of hospital accom¬ 
modation for soldiers in Dublin, the enterprise of opening a 
new Red Cross Hospital in Dublin requires some justification, 
for the managers of the Dublin Castle Red Cross Hospital, 
which has been working since early in 1915, cannot obtain 
ready and sufficient voluntary subscriptions. 


The subscriptions which have been given in 
connexion with the Scottish Blinded Sailors’ and Soldiers' 
Hostel, Newington House, E Hnburgh, now amount to 
£13,565. 


Lieut.-Colonel H. Coll'nson, D.8.O., is seconded whilst holding the 
appointment as Assistant Director of Medical Services. 

Officers seconded f.cr duty with a General Hospital: Oapts. H. W. 
Wilson, J. H. Thurafield, and N. S. Finzi ; Lieut.-Cols. B. M. Callender 
and T. W. Westmacott; Majors F. J. Steward and J. H. Rav ; Capts. 
W. S. Colman, F. D. S. Jack*on, and M. Horne; Major G. N. Biggs; 
Capts. £. R. Carling, A. J. Je* Blake, D. H. de Souza.. G. A. Ewart, 
J. Bveridge, D. Douglas-Crawford, J. Hay, H. Armstrong, O. T. 
Holland, V. C. de Boinville. W. C. Oram, G. M. Benton, G. B. 
Loveday, J. Wharton, F. B. Tylecote, and R. Ollerenshaw. 

Lieut. A. C. Smith to be Captain, and to remain seconded. 

Attached to Unite other than Medical Units: Lieut. B. T. L. Glover 
to be Captain. 

VOLUNTEER CORP9. 

Durham Volunteer Regiment (9th Battalion): N. Phi 11 peon to be 
temporary Lieutenant and Medical Officer. 

Northern Counties Highland Volunteer Regiment (1/lst Battalion): 
D. McFadyen (Surgeon-Lieutenant-Colonel, late Cameron Highlanders), 
to be temporary Captain and Medical Officer. 

INDIAN MEDICAL SERVICE. 

The King has approved of the retirement of Brevet-Colonel Sir 
Bruce Seton, Bart, (in consequence of ill-health). 

CANADIAN ARMY DENTAL CORPS. 

Temp. Major A. L. Johnson, from a Canadian Infantry Battalion, to bq 
temporary Captain. 



THE SERVICES. 


BOYAI. NAVAL MBDICAL 8BRVICB. 

Tn following appointments have been notified Deputy Surgeon- 
General O. W. Andrews to New Zealand. Fleet-Surgeon P. M. May 
to Pembroke, additional, for Bast London Recruiting District. 

ARMY MBDICAL SERVICE. 

Temp. Ool. J. W. Bridges, Canadian A.M.C., vice Col. G. 8. Rennie, 
and Temp. Col. H. A. Chisholm, D.S O., Canadian A.M.C., vice Lieut.- 
Col. 0. A. Peters, to be Assistant Directors of Medical Services. 

Temp. Major F. B. Carron, Canadian A.M.C., to be Deputy Assistant 
Director of Medical Services. 

Temp. Col. H. G. Barling (Lleut.-Col., R.A.M.C., T.F.), relinquishes 
his temporary commission on re-posting. 


Society of Apothecaries of London.—A t 
examinations held recently the following candidates passed 
in the subjects indicated;— 

Surgery.— J. Hollings (Sections I and II.), London Hospital; and 
C. A. Mortlock-Brown (Sections I. and II ), Royal Free Hospital. 

Medicine.— W. A. Bibby, Manchester; 0. A. W. Chapman 

(Section I.), Sheffield; S. C. Ho (Section I.), Cambridge and 
London Hospital; C. de C. W. Langdon (Sections I. and II.), 
Manchester; G. W. Pratt (Sections I. and II.), Cambridge; and 
C. Segal (Section II.), Berne. 

Forensic Medictne.—Yi. A. Bibby, Manchester; A. G. Curzon Miller, 
Middlesex Hospital; and G. R. Sharp, London Hospital. 

Midtpifery.—D. C. Clark, King’s College Hospital; B. W. Diggett, 
Jefferson College, Philadelphia; L. Dlnerstein, London Hospital; 
and A. Magfll, Guy's Hospital. 

The Diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery : W. A, 
Bibby, J. Hollings, C. de C. W. Langdon, and 0. A. Mortlock-Brown. 


TERRITORIAL FORCE. 

Lleut.-Col. H. Collin son, D.S.O., to be temporary Colonel whilst 
holdlog the appointment of Assistant Director of Medical Services. 
Ofcjpt^A. Ram shot tom to be Deputy Assistant Director of Medical 


ROYAL ARMY MEDICAL CORPS. 

Lleut.-Col. O. L. Robinson, C.M.G., to be Brevet-Colonel on appoint¬ 
ment as an Honorary Physician to the King. 

Major R. B. Hole relinquishes the acting rank of Lieutenant-Colonel 
on re-posting. 

D. B. King to be temporary Major whilst serving with the Horton 
(County of London) War Hospital. 

Capt. L. R. Meech, M.C., to take rank and precedence as Captain as 
If his appointment to that rank bore date April 21st, 1917. 

Temp. Capt. O. E. Farley, C.A.M.C., to take rank and precedence in 
the Corps and in the Army as if his appointment as temporary Captain 
bore date April 30th, 1917. 

To be temporary Captains: Temp. Lieut. M. S. Fraser, M. H. 
Paterson, J. H. White, and Temp. Lleuts. L. J.*O’Donovan, W. II. 
Marshall, T. G. Featherstonhaugh, J. Harvey, E. G. Saunders, 
J. Neligan, J. B. Ashby, A. Buchanan, W. L. O’Neill, J. L. Falconer, 
H. M. Jackson, J. P. Crawford, A. R. O. Doorley. R. M. do Mowbray, 

B. L. K. Sargent, W. Macadam. T. G. Evans, D. J. Harries, S. A. 
Burn, J. Keyms, B. H. Price, T. L. Jones. J. Cairns, W. G. Marsden, 
G. N. Brandon, A. M. A. James, A. B. Goldie, H. H Fairfax, 8. G. J. 
Dowling, F. Simpson, T. F. Wilson. 

J. A. Gibb, late temporary Captain, to be Honorary Captain. 

Officers relinquishing (heir commissions : Temp. Major R. C. Tweedy 
(on account of ill-health). Temp. Capts.: H. H. K. Sparrow, J. R. 
Robertson, J. K. Phillips, A. R. Roche, D. F. Kennard, E. E. Frazer, 

C. Coventry, C. H. Armltage, T. H. Phillips, H. Crichton. Temp. 
Lieut. C. W. Gittens (on account of ill-health). 


SPECIAL RESERVE OF OFFICERS. 

Major James C. Furness to be acting Lieutenant-Colonel whilst com¬ 
manding troops on a hospital ship. 

Lieut, (on probation) J. K. B. Landells is confirmed in his rank. 
Lieutenants to be Captains : A. G. P. Wills, R. W. H. Miller, L. A. B. 
Moore. 

To be Lieutenants: J. I. Keen (from University of London Con- 
O.T.C.), D. Henegan (from Durham University Contingent 
O.T.C.), S. T. Alexander, C. G. G. Winter. 


TERRITORIAL FORCE. 

Lieut.-Col. F. Marsh is seconded whilst holding the appointment of 
Assistant Director of Medical Services. 

Major J. E. H. Sawyer to be acting Lieutenant-Colonel whilst holding 
the appointment of Administrator. 

Hon. Capt. F. C. Bentz (late Capt.) to be Captain, with precedence as 
from April 1st, 1915. 

Capt. A. Ramsbottom is seconded whilst holding the appointment of 
Deputy Assistant Director of Medical Services. 

Cspt. J. M. A. Costello, to be acting Lieutenant-Colonel whilst 
commanding a Field Ambulance. 


Victoria University of Manchester.— At an 
examination held in June the degree of M.D. (with com¬ 
mendation) was conferred upon W. Howarth Parkinson. 

Central Midwives Board.— Special meetings of 
the Central Midwives Board were held at Queen Anne’s 
Gate Buildings, Westminster, on June 19th and 20th, with 
Sir Francis H. Champneys in the chair. A number of 
midwives were struck off the Roll, the following charges, 
amongst others, having been brought forward 
Being In attendance as a midwife at a confinement and the patient 
suffering from abdominal swelling and tenderness, the midwife did not 
explain that the case was one la which the attendance of a registered 
medical practitioner was required, as provided by Rule B. 21 (4); the 
patient being in the condition aforesaid, the midwife did not hand 
to the husband or the nearest relative or friend present the form 
of sending for medical help, properly filled up and signed by her, 
in order that this might be immediately forwarded to the medical 
practitioner, as required by Rule B. 20, and medical aid having been 
sought for the patient she neglected to notify the local super¬ 
vising authority thereof, as required by Rule E 22 (1) (a). The 
midwife neglecting to take and record the pulse and temperature of the 
patient at each visit, as required by Rule E. 14 ; advising the patient to 
mislead the officers of the lical supervising authority by abstaining 
from giving them Information as to the condition of the patient; 
not being scrupulously clean in every way, as required by Rule B. 2; 
and not keeping her register of cases, as required by Rule E. 24. 
When attending a patient the midwife neglecting to wear a 
clean dress of washable material, and a clean washable apron or 
overall, as required by Rule E 2; neglecting to disinfect her hands 
and forearms on each occasion before touching the generative organs 
of the patient, as required by Rule E. 4; and neglecting to swab 
the patient’s external parts wit h an efficient antiseptic solution before 
making the first Internal examination, as required by Rule B. 8. Being 
in attendance at a confinement and the child suffering from inflamma¬ 
tion of and discharge from the eyes and continuing so to suffer, the 
midwife did not explain that the case was one In which the 
attendance of a registered medical practitioner was required, as 
provided by Rule E. 21 (5). Having been Ih contact with a 
person suffering from a condition supposed to be infectious, 
the midwife neglected to notify the local supervising authority of the 
fact, ss required by Rule E. 6, and having been suspended from practice 
by the local supervising authority, in accordance with Section 8 (3j of 
the Midwives Act, 1902, and Rules F. 1 and 2 of the Regulations of the 
Central Midwives Board, she nevertheless disregarded the suspension 
and continued to practise as a midwife without having undergone dis¬ 
infection to the satisfaction of the local supervising authority, as 
required by Rules E. 6 and F. 2. A midwife fraudulently procuring 
the burial of two infant children by falsely representing that the con¬ 
tents of a box were truthfully described In a certificate made and 
written by her, whereas in truth and in fact the said box contained 
the bodies of two Infant children as well as the body of a stillborn 
child, as she well knew, and that therein she was guilty of misoonduot 
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within the meaning of Section 3, V. of the Midwives Act, 1902- A mid¬ 
wife being herself liable to be a source of infeotion from a septio 
finger, she attended a pa* lent without having undergone the dis¬ 
infection required by Kule E. 6; being liable to be a source of 
infection as aforesaid, she neglected to notify the local super¬ 
vising authority, as required by Rules E. 6 and 22 (1) (e); she 
neglected to disinfect her hands and forearms on each, occasion 
before touching' the pstiont’s generative organs, as rcqnired by 
Rule E. 4, and iu disregard of Buie K. 8 she neglected to wash the patient's 
external parts with Boap and water and to swab them with an efficient 
antiseptic solution (1) after the termination of labour; (2) during the 
lying-in period when washing was required. In contravention of ,the 
provisions of Section 1 (4) of the Midwives Act, 1902, the midwife 
employe 1 her daughter, an uncertified person, as her substitute, to 
visit a patient during the latter part of the puerperium. The midwife 
not giving every reasonable facility to the local supervising authority 
for the inspection of her register of cases, beg of appliances, Ac., and 
her place of residence, and an investigation of her mode of practice, as 
required by Kule E. 25. Being in attendance at a confinement and one 
of the twin children being stillborn, no registered medical practitioner 
being in attendance at the time of birth, the midwife neglected to notify 
.the local supervising authority thereof, as required by BuleE.22 (1) (c); 
the other twin child suffering from dangerous feebleness, she did not 
explain that the case was one in which the attendance of a registered 
medical practitioner was required as provided t>y Kule B. 21(5), and 
the said child haviDg died before a registered medical practitioner 
was in attendance, she neglected to notify the local supervising 
authority thereof, as required by Rule K. 22 (1) (b). The midwife 
neglecting to take and record the pulse and temperature of the 
patient at each visit, as required by Rule B. 14, and falsely and 
fraudulently recording In her temperature-hook certain particulars 
purporting to represent the daily temperatures of the patient as 
taken by her, when in fact these records were entirely fictitious, no 
such daily temperatureshaving been taken by her or on her behalf. 

Royal Medical Benevolent Fund.—A t the last 
meeting of the committee, held on June 12th, 21 cases, ware 
considered and £196 voted to 17 of the applicants. The 
following is a summary of certain of the cases relieved 
Widow, aged 72, of L.F.P.S. Qlasg. who practised at Rochdale and 
died in 1899. The little money left her by her husband now exhausted, 
mad her only income is £L per week from children, which has to keep 
her and a son, &ged;51, who is a victim of the drug habit. She lives 
with a married daughter, who is in very poor -circumstances. Voted 
£12 in 12 instalments.—Daughter, aged 57. of M.R.0.8. Eng. who prac¬ 
tised at St. Day.-C >rnwall, and died in 1917. On the death of her father 
was left without means and her only income Is now derived by acting 
as dhurch organist and teaching music, which is very precarious. Pays 
£12 a year rent. Voted £12 in 12instalments and referred to the Guild. 
—Widow, aged 33, of M.R.C.S. Eng., retired Captain. R.A.M.O., who 
practised at C a ter ham and died in March, 1917. Applicant’s husband 
committed Btticide.and her only income is the proceeds of an insurance 
policy. Has two children, ages 64 and 4, and requires help towards 
their education. At present living with her father, who cannot 
afford to keep her. Voted £6 and referred to the Guild.— 
Widow, aged 39, of M.D. Glasg. who practised at Perth and died in 1916. 
On the death of her husband she endeavoured to sell the pract ice, but 
was not successful, as her husband had specialised in X ray work. Only 
income £56 a year from dividends* Has three children, ages 6-11. 
Lives in own house, but has to pay £16 a year for rates. Voted £10 in 
two Instalments and referred to the Guild.—Widow, aged 33. of 
M.D. Dub. who practised at Redditcb ami died in March, 1917. Her 
huBbartd was on civil military duty in North Wales and was awaiting a 
commission He contracted acute pneumonia in the Army camp and 
died suddenLy. Her only income Is derived from investments on 
insurance money and produce about £60 per annum. There are two 
children, ages 1 and 4 years. Voted £10 and referrod to the Guild.— 
F.K.C.S.Irel., aged 46, married, who practised in London. Applicant 
became infected with acute tuberculosis of the throat after examining 
a patient, and is now in a sanatorium. All his savings gone and unable 
to sell the practice, and on'j^ Income a little allowed by Ids father-in-law. 
Voted £20.— Daughter, aged 44, of M.K.CS. Bng. who practised at 
No: ting Hill and died in 1885. Only income 5a & week allowed by sisters. 
Applicant quite incapable of earning her own living and her sisters 
unable to entirely provide f6r her. Her mother, who has recently 
died, was heLped by the Fund for many years. Voted £5 — 
Daughter, aged 70, of M.R.C.S. Bng. who practised at Craabrook 
and died in 1890. Applicant is quite incapable of working. Her 
Income Is only £46 per year, and she has to pay £1 per week for board 
and lodgings. Relieved 18 times, £182. Voted £12 in 12..Instalments.— 
Daughter, aged 65. of M.R.C.S. Eng. who practised at Lydney aud died 
in 1880. Lost the income left her oy her father through a defaulting 
trustee. Too old to work. Only Income £21 from, another charity. 
Relieved 11 times, £116. Voted £12 in 12 instalments.—Daughter, 
aged 77, of M.R.C.S. Eng. who practised at Hackney and died in 1859. 
Applicant lost all her capital through a defaulting trustee. Has been 
operated upon several times for cataract. Only income £30 from 
another charity and £20 from friends. Pays £1 per week for board 
and lodgings. Relieved five times, £66. Voted £15 In 12 Instalment*.— 
Daughter, aged 65, of M.R.C.S.Bng, who practised at Liverpool.and 
died In 1885. Applicant acted as matron at a mental nursing 
hospital for many years, but had. to retire on account of 
rheumat'sm and deafness. Iocome from another oharity and 
a dividend, £37. Relieved three times. £34. Voted £12 in 12 
Instalments.—Daughter, aged 53. of M.R.C.S.Bng. who practised at 
Box, Wilts, and died in 1894. In consequence of chronic ill-health 
unable to earn anything. Three sisters live together, only one 
of whom can work. One of the other sisters helped by the 
Fund. Relieved seven times, £96. Voted £12 in 12 instalments.— 
Widow, aged 62, of M.B. Dub. who practised in Acton and died in 1912. 
Applicant was left without meaus, but prior to the war her four 
children were able to help. Since the war, a son abroad, who used to 
pay her rent, has not always been able to help, and a daughter who 
lived with applicant broke her leg In February, and is still in hospital. 
Believed four times, £25. Voted £10 in two Instalments.— Widow, 
aged 52, of L.S.A. Lond. who practised at Leicester and died in 1910. 
Applicant was left without means, with four children, two of whom 
•nil go to school. The two eldest are now earning a little, bat In conse¬ 


quence of applicant’s ill-health, and the high price of food cannot 
manage. Relieved five times, £60. Voted £12 in 12 ifcstwhtoents.— 
Daughter, aged 60, of M.RC.S. Eng. who practised at Long Sutton 
and died In 1879. Applicant acts as housekeeper without aaifary, and 
her dividend is only £25 per year. Relieved twioe, £ 24 . Voted £12 
in 12 instalments.—Widow, aged 70, of M.R C.S. Eng. who practised la 
Jamaica and died in 1884. Applicant left without means. Has three I 
children married with families, and unable to help. Income £26* from 
another charity, and a little help from friends. Pays 6k. per/week 
rent. Relieved 12 times, £87. Voted £12 In 12 instalments.—Widow; 
aged 56, of M.R.C.S.Bng. who practised at Stockton-on-Tees and died 
in 1887. Applicant was left entirely without means, with two children 
to bring up. The son is now in the Array; and she gets 9s. 2d. par fi 
week Army allowance, and the daughter Is a clerk, and allows-htr 
mother 14s. per week. Applicant has very bad sight. Relieved 13 times, c 
£115. Voted £12 in 12 instalments. - 

The King lias appointed Mr. Edward Coker Adams * 

a Member of the Executive. Council and an Official Member J 
of the Legislative Council of the Colony of the Gambia. 1 

Order of St. John of Jerusalem.—Ml A; Jr i 
Johnston, M.R.C.S.Bng., L.R.C.P. Loud,, has been pro- 
moted to Esquire in the Order of the Hospital of St. Johkof 
Jerusalem in England. '* 

Centenarians.—M r. Thomas Weekes, of Ticehuret, £ 

has recently celebrated the 100th anniversary of hiB birthday, 3 

and Mr. C. Tearell, of Lympne, Kent, has died in his 102nd 
year. Ci 

Insanity and the War.— In his report tor the 
past year on Kingaeat. Asylum, Aberdeen, Dr. H: de M. - 
Alexander notes that men belonging to the services who have 
become mentally affected through the war are accommodated 
in the war mental hospitals, so that it is fallacious to assume 
from aoy statistics that there is a decrease of insanity through- !* 

out the country meantime. The report goes on to say that ■* on 
the resident population here the war has had little effect. 

The majority are keenly interested in it and read the papers * 
with avidity. They have taken the lighting restrictions 
philosophically and aTe not in the least perturbed by any 
scares. If detrimental effect has occurred at all, it pertains 1 ! 
only to one or two egotistical paranoiacs into whose 
domineering speech has crept the curious braggadocio, and : 
phraseology characteristic of the Prussian.” 

Death of Walter James Hill, L.R.C.P. Lond..* ■: 
M.R.C.S. —Mr. W. J. Hill, medical officer of health of 
Clevedon, Somerset, died recently at his residence in Clevedon ' 

from pneumonia, in his fifty-sixth year. The deceased 
was a student at the Bristol Medical School, and after hold- - 

ing several resident appointments at the Bristol Royal t 

Infirmary, entered into partnership with the late Dr. S. -y 

Skinner, of Clevedon, ana later succeeded to the practice. . 

He held several public appointments and was medical officer 
of health of the town since 1902. He was also on the * 
honorary medical staff of the Cottage Hospital, the looal 
Dispensary, Walton Convalescent Home, and the Red.Cros* ~ 
Hospital. Mr. Hill was surgeon-captain in the Gloucester¬ 
shire Royal Garrison Artillery, T.F. He will be greatly > 
missed in Clevedon, where he was highly respected, and 
much sympathy is felt there for Mb widow and daughter. 

Oxford Ophthalmological Congress, 1917.— 

This Congress will take place at Keble College, Oxford, on 
July 12th and 13th. On the evening of the 11th there will be 
an unofficial dinner in the hall of Keble College. On the 
morning of the 12th the Master of the Congress (Mr. Sydney 
Stephenson) will welcome the members in the Department 
of Human Anatomy, kindly lent for the purpose by Professor 
Arthur Thomson, and a discussion on “ The Correction of ‘ 

Errors of Refraotion ” will be opened by Dr. George M. * 

Gould, of Atlantic City, New Jersey, and Lieutenant- > 

Colonel Robert H. Elliot. At 8.15 p.m. the official dinner 
of the Congress will take place, under the presidency „ 

of the Vice-Chancellor of the University of Oxford, the „ 

Very Reverend T. B. Strong, D.D., Dean of Christ 
Church ; and at 9.15 p.m. there will be a general 3 

meeting to discuss the proposal of Affiliation with the * 

Ophthalmologies! Society of the United Kingdom. On the 'a 

following day the programme is as follows Dr. Edridge- 5 

Green: ” The Relation of the Theory of Vision to Ophtbal- * 

mology ” ; Dr. George Young: “ A Few Remarks on Clinical 
Tests oi the Colour Threshold ” ; Lieutenant-Colonel R. H. * 
Elliot: “On the Indian Operation of Couching”; Dr. D. V. 

Girl: “-Ring Infiltration of the Cornea in a Case of Purpura ? 
Captain P. H. Adams: “ Some Points on Retro bulbar i 

Neuritis.” At 2.30 p.m. cases will be shown in the Eye ! 

Hospital, and at 3.30 there will be a discussion of the ii 

cases and remarks by Dr. Johnson T&ylor and Oaptain R. J. 1 

Coulter. The scientific museum and exhibition will be ii 

open in the department of human anatomy on the two days. i| 

Members who. purpose to be present should send the attend- 1 

ance fee (10*. 6a.) to the honorary secretary, Mr. Bernard \ 

Cridiand, Salisbury House, Wolverhampton, without delay* 
and state whether they desire rooms reserved in Keble 
College. 1 
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ARTHUR WEBB JONES, M.D., B.S. Lo\dF.R.O.S. Eng., 

svrgbox ajtd gynaecologist, government hospital, Alexandria. 

By the untimely death of Arthur Webb Jones the British 
community in Alexandria and numerous friends have 
anstained a great loss. 

Dr. Webb Jones was educated at Malvern and St. Thomas’s 
Hospital, and took the diploma of F.R.C.S. Eng. in 1900. 
He then worked for the degrees of the University of 
.London whilst engaged in active practice in Egypt, and 
became B.S. in 1911 and M.D. in 1913. As the subject of 
his thesis for the latter degree he seleoted “ Bilharziosis in 
Women,*' and on this difficult question he was able to write 
authoritatively, owing to his wide experience in gynaeco¬ 
logical surgery in Alexandria. For five years, 1900 1904, 
Webb Jones served in the Egyptian Army in the Soudan ; 
and on leaving that country in order to settle in private 
psootice in Egypt he received the official thanks of the 
Governor-General of the Soudan for his services. His 
merits and abilities were recognised by his appointments 
as medical officer for the Alexandria district to the Egyptian 
State Railway and of surgeon and* gynaecologist to the 
Government Hospital there. 

During the Gallipoli campaign, when the medical and 
surgical resources of Egypt were taxed to the uttermost, 

' Webb Jones volunteered and did yeoman service for the 
British troops from May, 1915, to December, 1916. With 
! him it was a subject of much heart-searching that he was 
not in khaki, but it was on the assurance of the mili¬ 
tary authorities that he was doing excellent work and could 
oot give better help that he refrained from applying for 
a commission. There is no doubt that his strenuous 
labours indirectly shortened his life, which was closed by 
one of those tragedies only too familiar to medical men. 
He bad not been out of Egypt since 1913, and when an 
epidemic of typhus fever broke out this spring in Alexandria, 
it found him fatigued and somewhat out of health, though 
keen as ever upon his duties. He was called upon to give 
:<an intravenous injection of saline solution to a brother 
aotitioner, dying from typhus, and accidentally inoculated 
mself in doing so. In about 10 days the disease showed 
itself, and despite the assiduous and affectionate care of 
Colonel Sandwith, consulting physician, E.E.F., of Captain 
Charles Walker, K.A.M.C., and other friends, he succumbed 
to the infection. His funeral was attended by representatives 
•-*>#«very official and administrative branch with which he was 
or had been connected, and by many private friends. 

Of his abilities asa surgeon Colonel A. H. Tubby, A.M.S., 
consulting surgeon to the Mediterranean Expeditionary 
‘Force, who had recent opportunities of forming an opinion, 
writes as follows : “ Webb Jones was a sound diagnostician, 
.and a resourceful and skilful operator. His judgment was 
*good and his successes numerous. Looking through his 
notebooks we find his cases carefully recorded ; and he 
was in the habit of adding his subsequent impressions and 
investigations to the account of each case, thus continually 
crystallising his experiences and perfecting his knowledge 
and technique. As a colleague he was all that one oonld 
desire, and happy were those who were admitted to his 
friendship. A winning manner, entirely free from any trace 
of self-assertion, a broad outlook on life, and an obvious 
sense of complete responsibility, combined to render him 
a tower of strength in trouble and illness. Had he been 
permitted to reach the allotted span of life he would have 
gone far. He leaves a widow and a young family and 
numerous friends to grieve at his departure.” 


The death occurred on June 20th of Thomas 
Sheldon, M.D. Edin., M.R.C.S. Eng. He was in his-83rd year, 
and had been in practice in Kensington for 54 years.” He 
qualified as M.R.C.S. Eng. in 1859, and M.D. Edin. in 1863. 
He was educated at University College Hospital, London, 
and at the University of Edinburgh. He had been resident 
physician at the Royal Infirmary, Edinburgh, under Dr. 
James Warbnrton Begbie, and later medical officer of the 
Kensington and Notting Hill Division of the Post Office. 
A justice of the peace for the County of London, he 
was the eldest son of William Sheldon, J.F., of Stratford-on- 
Avon. Two of his sons are in the medical profession, the 
etctofit at present a lieutenant in the Royal Army Medical 
' Corps,aricrtbeother« ^ee^gurgeou in the Royal Navy. 


parliamentary Jntelligenre. 


NOTES ON CURRENT TOPICS. 

The Report of the Mesopotamia Commission. 

The report of the Commission to inquire into the Opera¬ 
tions of the War in Mesopotamia was presented to Parlia¬ 
ment on Tuesday last, and in many directions disclosed 
lamentable ignorance and laziness as well as ill-founded 
optimism on the part of the military and civil authorities 
who were responsible for the planning of the campaign. 
The breakdown in medical arrangements was not made 
the subject of a separate report, as had been expected, but 
forms the whole of a separate section of the general report. 
In this part of the report the Commission criticises the 
work of Surgeon-General BaBTIE, who was Director of 
Medical Services in India up to June, 1915, although 
admitting that his experience in his post when the 
war broke out had been very phorfc, and that he had to 
work in an atmosphere unfavourable to reform. But no 
excuse is made by the Commission for the action of Surgeon- 
General Hathaway, who, as Principal Medical Officer hi 
Mesopotamia, officially reported “Wounded satisfactorily 
disposed of,” and throughout the campaign suppressed the 
unpleasant. The (iovernment will be pressed to give 
a day for a discussion of the report. 

Military Sereice (Review of Exceptions) Act. 

In the course of debate in the House of Commons on 
Thursday, June 21st, Mr. Macpherson, the Under Secretary 
for War, announced that the Government is willing to 
appoint a small Parliamentary Committee to examine into 
the working of the Military Service {Review of Exceptions) 
Act. The administration of the statute and the system of 
medical re examinations which have taken place under it 
have given rise to considerable criticism in the House of 
Commons, and the subject was reviewed by speakers in all 
quarters. The discussion took place in Committee of 
Supply on Army Estimates. 

Mr. Prtnglr Introduced the subject by moving a reduction of £100 
in the salary of the Secretary of 8tate for War. His object, he aaid, 
was to call attention to what he thought might be described as the 
eeandals In connexion with the medical re-examination of discharged 
and rejected men under the Military Service (Review of Exceptions) 
Act. When that Act was passed some months ago assurances were 
given that If the re-examination were carried out, it would be carried 
out with exceptional cate and kindness. But the recruiting authorities 
had shown absolutely no discretion and discrimination in the way in 
which they had called men up. In nearly every area in the country 
they hed sent out notices for re-examination not only to men who had 
obtained fraudulent exemption or had been carelessly examined or 
who, they bad reason to believe, had improved In health, but they 
bad called upon the halt, the lame, tbe blind, the mute, the mad, and 
even the dead to appear before the examining boards. When men were 
actually admitted to re-examination they were, as a rule, treated with 
the utmost harshness. If they presented any evidence at all regard¬ 
ing their med'eal condition—and they were entitled to do that for the 
guidance of the medical board, and, indeed, in the House of Commons 
they bad been invited to do that—the certificates were systematically 
ignored and often torn up in their faces. The examination Itself was 
olten of the most perfunctory character. It was true that there weie 
usually three medical officers present, but in the great, majority of cases 
the decision rested w'ith the military officer who was chairman of the 
board. Having dealt with certain individual cases the honourable 
Member said tnat there was complete evidence that many thousands of 
men were being taken into the Army to-day, and had been taken in 
during recent months, who were unfit for any fotm of service. 

81r Godfrey Baring said that as chnirman of an appeal tribunal his 
confidence in medical boards had been rudely shaken. Many of the 
chairmen of district medical boards were members of the Royal Army 
Medical Corps. He did not wish to sayanything against their honour 
ai d integrity, but it must be evident that men * ho were dependent on 
the War Office for tbelr professional advancement must wish to do 
what they believed tbe War Office required. He believed Hint these 
men thought that what the War Office required was quantity, not 
quality. Be should like to see a larger number of civilian medical 
men made chairmen of medical boards, men who were wholly inde¬ 
pendent of the War Office. 

Reply for the War Office. 

Mr. Macpherson (Under Secretary for War) in his reply Insisted that 
the War Office was acting in good faith. It was hoped by the re¬ 
examinations under the Act to get 60,000 “ A ” men and 60,000 fer the 
other categories, in all 120,000 men. But it had been expected that 
920,000 or 950,000 might be called upon for medical examination, and 
thus those called up for re-examination would in very many cases not 
we service. Men were now required for the Army whose work could 
be very well performed by women. The Army to-day was quite a 
different organisation from the Army of three years ago. Labour in 
the Army, for instanoe, bad become quite a different problem, and a 
gigantic problem. Men were required at the front now to look after 
and drive trains and lorries, to look after horses, to make roads, 
to check and Issue stores, to sterilise clothes, to look after washhouses 
and baths, to repair harness, boots, and clothes, and to mend rifles. 
In fact, any roan sufficiently well to eain a livelihood in his civil 
capacity could be of use in the Army. It required one-and a half men 
behind the lines to keep one man In the trenches. That fact wtis for¬ 
gotten in many of the speeches that had been made. The representa¬ 
tion was made that all men who were suffering from wounds or 
poisonous gas or neurasthenia were called up for service. But the 
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Statutory Order, which was sent to every man who might be liable for 
re-examination, stated that the notice did not apply to men discharged 
in consequence of disablement, if it had been certified under the 
authority of the Array Council or the Admiralty to be the result of 
wounds (including injury from poisonous gas) received in battle or in 
any engagement with the enemy or otherwise from the enemy, or in con¬ 
sequence of neurasthenia or allied functional nerve disease, if so certified 
by a special medical board to be the result of naval or military service 
in the present war. All that the man had to do was to fill in the form 
at the back and send it to the recruiting officer, and probably then he 
would hear no more about it. The only further thing he wished to 
mention was that he agreed that this re-examination experience might 
have inflicted hardship. The Government had recognised that, and it 
was now prepared to say that all men who had served abroad and had 
been discharged from the Army, and were now coming compulsorily 
under this Act, if they made a claim at once would be finally dis¬ 
charged. That was to say, every soldier who was disabled by wounds 
or discharged from sickness or ill-health abroad would be exoepted 
under this Act. 

Mr. Hogg e : Is that a concession ? 

Mr. Macphebsox: Yes. 

Mr. Hoggk : When ? 

Mr. Macphkrson : I do not know when it will apply, but it will 
apply to all those mentioned by me. It had been stated frequently 
that the War Office issued Becret Instructions to medical officers, and 
that on the strength of these instructions men were being forced Into 
the Army. He had denied in the House that any suen secret instruc¬ 
tions were issued. He denied it again, and he would ask his honour¬ 
able friend (Mr. Hogge) if he could produce them. 

Mr. Hogge : I have seen them. 

Mr. Macpherson : Will the honourable Member produce them ? 

Mr. Hogge: If the position of the men is not prejudiced. Will you 
give a pledge of complete immunity ? 

Mr. Macpherson ; Certainly. I asked the honourable Member if he 
would produce these instructions. 

Mr. Hogge : And I said I could do it. 

Mr. Macpherson : If those instructions were Issued—and they were 
not—they were issued to professional gentlemen. That was the 
allegation. He did not think any member of a high profession such 
as the medical profession would receive Instructions from anybody 
without something in writing. Did honourable Members think that 
Sir Frederick Treves of the Central Medical Boaid or other men of 
high profession*1 standing would receive instructions? They would 
tear up in righteous indignation any secret instructions that might be 
given by the War Office. 

Army Council's Instruction. 

As a matter of fact one instruction only was Issued and it was con¬ 
tained in the Army Council orders. He gave a pledge that every 
consideration should be given to every man called up for re examina¬ 
tion. The honourable gentleman thin quoted at length this instruction, 
it stated that the Array Council directed that the greatest care and 
consideration in medical re-examination should be show n for disabled 
men. Many of them had served overseas, and of those who had so 
served only men who on re-examination were found fit for category A 
or for category B(l), B (2), or C (1) were to be called for service. The 
remainder, men although categorised C (2). B (3), or C (3), were to be 
allowed to return home. Disabled men who hal not served overseas 
were ia a slightly different position. They also deserved in the 
majority of cases consideration. There were, however, amongst them 
certain persistent malingerers, and also a certain number who in 
the earlier days of the war were improperly ;dlscharged on inade¬ 
quate grounds. Bven so it was essential that these men should 
be examined considerately. With regard to the posting of such dis¬ 
charged men as were taken for service and were lower than oategory A, 
the policy of the Array Council was that these men should be exposed 
to the least possible risk of further wounding or disease. In all cases it 
must bo remembered that these men had already served, that many of 
them had faced trying experiences, and it was not to be expected that 
on the average their nerve would be as sound as it had been. This 
Army Council instruction was sent to all medical officers. Men were 
being examined at the rate of 15,000 a day, and there was a very much 
depleted staff of medical men to deal with these enormous numbers. 
If the medical board was in a rural district the president of the 
board asked the local medical men to assist him, and the board was 
invariably composed of no fewer than the president and two medical 
men, but the average board consisted of the president and four 
members, and at least three medical men passed each case through 
their hands. If it happened to be an important centre and not a rural 
area, the local medical board executive committee foond the personnel 
of the board and formed a panel, and he understood that in that case, 
too, the medical board invariably consisted of the president and two 
members, and sometimes the president and four members. 

Sir R. Adkins: Can the president’s decision override that of his 
two or four colleagues ? 

Mr. Macphkrson : I cannot say definitely at the moment. He went 
on to point out that for men who had got leave to go before a special 
medical board, three such boards had been established. In addition, 
the War Office had recently appointed inspecting officers. The War 
Offioe had the advantage of having at headquarters the distinguished 
services of Colonel James Galloway, who was senior physician to 
Charing Cross Hospital, and there were the travelling inspectors 
under General Burney, six of whom had visited every medical board 
in the country. The Inspectors were visiting the main recruiting areas 
and the areas from which complaints bad come. It was quite easy to 
come to the floor of the House and to make out a case by citing indi¬ 
vidual cases and investigated cases, but upon the general policy of the 
War Office he made bold to say that wherever an Instance of injustice 
was brought to its notice Individually it had been investigated. 
In reference to wbat he had said as to the system of inspec¬ 
tion by those medical boards which had been instituted, the 
inspectors were doing their level best to make the work of those 
boards as satisfactory and as fair as possible to the unfortunate 
men who in this great national crisis had to be called upon again to be 
examined in ca*e they might be of some further service. The Govern¬ 
ment, he was authorised to say, was quite willing and quite ready to 
appoint a small Parliamentary Committee to do what the Government 
had already done—to examine into the working of this Act. The War 
Office was prepared to meet any criticism or any attack that m'ght be 
made. 


Mr. Asquith's Criticisms. 

Mr. Asquith said that the decision to appoint a Parliamentary Com¬ 
mittee had relieved him of a considerable burden. No one could 
have listened to the two speeches with which this discussion was intro¬ 
duced, and no Member of the House could recall the contents of hi» 
letter-bag during the course of the last six weeks without feeling 
whether or not the 120,000 men had been obtained that they had been 
got by means which had excited widespread displeasure and Indigna¬ 
tion. He was not making any charge against the authorities or the 
War Office, and he was glad that the circular which the Army Councfl 
Issued was going to be made public. It seemed to him to have been 
well conceived and well expressed. Instructions, and, indeed, the 
best paper safeguards which could be Invented, would not, in circum¬ 
stances such as these, prevent the occurrence of gross local and 
personal cases of hardship. The right honourable gentleman went 
on tj say that he had letters which came to him from every 
part of the country which convinced him, looking at this thiog 
quite impartially, that everywhere there were men whom no 
reasonable body of medical or other experts ought ever to have 
dreamt of passing, he would not say for general service but for any 
form of military service whatsoever. They frequently complained—he 
was afraid because these medical boards were very congested with the 
business - that they, after what had been a very brief and perfunctory 
examination, and in defiance of the c pinion of the metlical practi¬ 
tioners who knew the history of the individual concerned, hail 
been passed in an almost reckless fashion Into one or other 
of these categories. He was sorry to say that the evidence 
on that point was absolutely overwhelming. Tbere was no 
honourable Member in any quarter of the House hardly who had 
not received evidence of that fact and that the right of appeal available 
was very Insufficient protection. The right honourable gentleman then 
dealt with the 490 appeals to the County of London Tribunal in the 
course of nine months. Of these appeals, in 28i per cent, of the casee 
there was no alteration ; in little more than 10 per cent, the category 
in which the man was placed was raised, and in 60 percent, the category 
was lowered, and in nearly 20 per cent, of that 60 per cent, not only 
was the category lowered but the roan was referred back or rejected 
altogether. That showed that in this tribunal in considerably more than 
half the cases the opinion of the medical board was reversed. If that had 
been the case in tne County of London, honourable members might 
be sure th at it had been the case in other parts of the country also. He 
did not want in any way to forestall the conclusions of the committee 
which he was glad was going to be appointed, but he would venture to 
make one or two suggestions. He thought that the constitution of the 
medical tribunals of first Instance ought to be modified and improved. 

If it was a fact, as had been Btated, that the president had the power— 
he did not know whether it was so or not— 

Mr. Bonar Law (the Chancellor of the Exchequer): It Is not so. 

Mr. Asquith : My right honourable friend says it is not so, an 1 I am 
sure it is not intended to be within the competence of the president 
to overrule the opinion of his colleagues. But ha3 it been the praotioe 
that the president of these tribunals had overriden the opinions of his 
colleagues ? If it had, that seemed to indicate a line of reform which 
he would suggest first and foremost, that it should be clearly under¬ 
stood that there was complete parity of authority between the different 
members of the medical board, and next, that as far as possible the 
president of the board should be a person who was not himself in the 
employment of the War Office. Another suggestion which he should 
like to make was in regard to men who had been at the front, men who 
had been wounded and invalided, that when they had been recalled and 
it had been decided that they were not fit to return the decision should 
be Liken as final. 

Mr. Bonar Law : I think that is the case now. 

Mr. Asquith : Not from the information which reaches me. What 
he had said had not been animated by any unduly critical spirit. 

Honest Attempt to Administer the Act. 

Mr. Bonar Law said that he asked the House to believe that there I 
had been an honest attempt on the part of the War Office to carry out 
what was the delibera’e Intention of the Government and the Rouse 
when the Act was passed. The right honourable gentleman had made 
a suggestion about the composition of medical boards. It was quite , 

obvious that the appeals could only in any case be a very limited ' 

number. He wanted the House to understand what the Government- I 

did in this matter. Before the Bill was passed they knew that there I 

would be the need for a far larger force of medical examiners than i 

before. They took all the steps in their power to get competent 
men. In December last year Colonel Galloway, who was a leading 
physician at Charing Cross Hospital and an examiner in London ' 

University, was appointed by the Government as inspector of theae 1 

medical boards. He had seen him, and Colonel Galloway had told him fi 

that he himself had examined and visited almost every one of them. 1 

The House would not think it out of place if he read Colonel Galloway’s $ 
account of these boards. This was what he said: “ There must be 
errors made from time to time among the large number of decisions 
arrived at by these medical boards. There must be cases in which 
differences of temperament of the men under examination and of the 
medical examiners give rise to friction and cause for complaint. But ; 

on occasions too numerous to men* ion I have been a witness to the * 

patience and courtesy shown by members of the medical boards ! 

In cases where these qualities have baen subjecteJ to severe 1 

trial.” Colonel Galloway went on to say that In his opinion j 

these medical board b, the members of which were almost entirely > 

civilian though holding temporary Army commissions and whi> 
had their private practices to fall back upon, were rendering ! 
great service to the country, and that one of the results of this 
kind of criticism was that they had the feeling that neither the I 
Government nor the House of Commons was supporting them in their | 
work, and that they were not getting credit for the great services which ( 
they were rendering to the country. Ho (Mr. Bonar Law) was not 
disposed in the sma’lest degree to come here on behalf of the Govern¬ 
ment in a spirit of apology. He was satisfied that at no time had any 
of the work of the War Office been done so conscientiously, and he 
doubted whether it had been done more effectively 

In the course of the subsequent discussion Mr. Nikld expressed the 
view that the whole subject of medical re-examinations needed to be 
inquired Into and drastically overhauled. Sir W. Collins emphasised 
the desirability of giving greater opportunities of access to the specie) 
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medical boards. Sir B. Adkins criticised the medical re-examinations. 
Mr. Hoggs urged that the Committee of Inquiry should be Bpeedlly 
•et to work. 

The motion for the redaction of the vote was ultimately 
withdrawn by Mr. Pringle on the groand that a committee 
was to be appointed. 

Committee Appointed. 

On Tuesday, June 26th, a Select Committee of the House 
of Commons was appointed to inquire into and report upon 
the instructions issued by the War Office with regard to the 
administration of the Military Service (Reviewof Exceptions) 
Act and on the method, conduct, and general administration 
of medical examinations under the Military Service Acts. 
The Committee consists of Sir G. Baring, Mr. Montague 
Barlow, Mr. Cochrane, Colonel Faber, Colonel Grktton, 
Mr. H. Law, Mr. Nield, Mr. Pringle, Mr. Caradoc Rees, 
Mr. Shortt, and Mr. Sutton. 

HOUSE OF COMMONS. 

Thursday, June 21st. 

Casualties amongst Medical Officers . 

Mr. MacCallum Scott asked the Under Secretary for War 
how many medical officers had been killed and wounded 
respectively since the commencement of the war.—Mr. 
Macpherson answered: The numbers of Regular (including 
temporary commissioned) and Territorial officers have been 
as follows 


Killed in aotion . 

. 137 

Died of wounds . 

. 58 

Died of disease . 

. 62 

Wounded. 

. 707 

Total . 

. 964 


Figures for Colonial officers are not readily available. 

Medical Students in England and Scotland. 

Mr. MacCallum Scott asked the Parliamentary Secretary 
to the Board of Education what were the most recent 
figures of the number of medical students, men and women 
respectively, in England and Wales, as compared with the 
number in the year before the war.—Mr. Lewis replied: 
The numbers of medical students in medical schools 
receiving grants from the Board of Education in 1913-14 and 
1916-17 are 3483 and 1981 respectively. The returns made to 
the Board do not distinguish between men and women 
students. The figures do not include the medical schools at 
Oxford University, Guy’s and Middlesex Hospitals, Bristol 
University, or the University Colleges of Nottingham, 
Beading, Southampton, and Cardiff, with regard to which 
the Board is unable to supply similar information. 

Replying to Mr. MacCallum Scott, Mr. Munro (Secre¬ 
tary for Scotland) stated that he was informed that the 
figures of medical students attending Scottish Universities 
were approximately as follows: In the year before the war, 
2367 men and 236 women; in the present year, 1510 men and 
696 women. 

Superannuation of Officers under the Mental Deficiency Act. 

Replying to Mr. Yeo, Mr. Brace (Under Secretary at the 
Home Department) Baid that an order would be issued in due 
course applying the provisions of the Asylum Officers’ 
Superannuation Act to the officers of certified institutions 
provided by local authorities under the Mental Deficiency 
Act. Some difficulties had, however, arisen. In particular, 
there was no power as the Acts stood at present to aggregate 
service in these institutions with service in asylums. These 
difficulties could only be removed by fresh legislation. The 
matter was not being lost sight of, but it would be impossible, 
he was afraid, to take it up this session. 

Acting Promotion of R.A.M.C. Officers. 

Captain Wright asked the Under Secretary for War 
why appropriate acting rank was given to officers of the 
Royal Army Medical Corps recently sent overseas with 
special Territorial general hospitals’, who were by special 
arrangement to serve for a minimum period of three months 
and to be relieved when necessary, when similar appropriate 
aotiDg rank had been refused to officers of the same corps 
occupying similar positions in Territorial hospitals in 
France who bad been serving in His Majesty’s forces 
before the war and continuously since mobilisation, and 
in some cases for over two years at the front, and 
who were subject to no such special arrangements 
as to minimum period of service or relief.—Mr. Mac¬ 
pherson wrote, in reply: When a general hospital is 
mobilised at home appropriate rank is given to the superior 
officers of the unit, but it has been decided that acting pro¬ 
motions need not be given in the case of vacancies occurring 
in units serving abroad. As stated in my reply last week, 
the question of acting promotions in such cases is under 
consideration. 


Monday, June 25th. 

Protection of Troops from Venereal Disease. 

Sir G. Greenwood asked the Chancellor of the Exchequer 
whether the Home Office and the War Office had now come to 
an agreement as to the administrative action to be taken in 
order to protect the oversea troops from venereal disease: 
and whether he could state what form such action would 
take.—Mr. Bonar Law replied: The military and police 
authorities are already using such powers as they possess to 
deal with the evil referred to in the question, and it appears 
doubtful whether more can be done without legislation, but 
the matter is receiving constant consideration. 

Tuesday, June 26th. 

Lunatic Soldiers. 

In answer to Sir G. Toulmin, Sir. Barnes (Minister of 
Pensions) said: The cost of maintenance of a discharged 
soldier under detention in an asylum is chargeable against 
his pension under the Lunacy Act, 1890, and the Royal 
Warrant of December, 1914. I have now arranged that a 
discharged disabled man shall, while in an asylum, be 
treated on the footing of a private patient, his maintenance 
being paid for by the State. An extra payment of Is. 9 d. a 
week is made to the asylum authorities to enable them 
to provide suitable private clothing and other amenities 
for the man, and Z s. 6 d. is given to the man himself 
for personal comforts. Under Article 6 of the New Warrant 
and Order in Council special provision is made for the 
maintenance of the family and dependants of a man in an 
asylum whose disability is due to war service. The right 
honourable gentleman also said (in answer to Mr. Ellis 
Griffith) : If the lunacy is attributable to, or aggravated 
by, service, the man’s wife will, from the date following the 
man’s discharge from the service, receive the same allow¬ 
ance as would be granted to her if she had been left a 
widow, together with allowances for any children. His 
dependants will be similarly provided for. If the lunacy is 
not so attributable or aggravated, the gratuity, in most cases 
a substantial one, which would have been aw&rded to the 
man will be administered by the Ministry in the interests 
of the man’s family under the Lunacy Act of 1890. 0 u j* 



Successful applicants for vacancies , Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication . 

Brew, B. V.. has been appointed Medical Officer of Health for the 
Clutton (Somerset) Bural District. 

Elder, W., M.B., Cb.B. Qlasg , Certifying Surgeon under the Factory 
and Workshop Acts for the Annan District of the County of 
Dumfries. 

Harcourt, M. A., M.B., Ch.B. Bdin., Temporary Medical Offioer and 
School Medical Officer for the County of Holland (Lincolnshire). 

Bichmond, James Robert Marr, L.8.A., L.M.9.S.A. Lond., Acting 
Medical Officer of Health for the St. Just (Cornwall) Urban District. 

Staple, James D., M.R.C.S. Eng., Temporary Honorary Medioal 
Officer to the Lyme Regis Cottage Hospital. 

Whitworth, William Cuthbert, L.R.C.P., M.R.C.S., Temporary 
Medical Officer for the St. Agnes and Perran Districts by the Truro 
(Cornwall) Board of Guardians. 


ftaranm 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man t would be considered 
the advertisers are reauested to oommunieate with the Editor. 

Aberdeen Boyat. Asylum.— Temporary Assistant Physician. Salary 
from £250 to £350 per annum, with board, Ac. 

Belgravk Hospital for Children, Clapham-road, 8.W.—Resident 
Medical Officer for six months. Salary at rate of £75 per annum, 
with board, Ac. 

Birmingham.— Female Locum Tenens for Infant Consultation Work 
for three months. Salary 8 guineas per week. 

Bournemouth, Royal Victoria and West Hants Hospital, 
Boscombe Branrh.—Resident Medical Officer. Salary £300 per 
annum, with board, Ac. 

Bristol Royal Infirmary.— House Physician and House Surgeon. 
Salary at rate of £120 per annum, with boaid, Ac. 

Burton on-Trkkt Infirmary.—R esident House Surgeon. Salary 
£250 per annum, with board, Ac. 

Coventry and Warw ickshire Hospital.— Resident House Physician. 
Salary £250 per annum, with board, Ac. 

Darlington General Hospital,— House Surgeon. Salary £200 per 
annum, with board, Ac. 

Dkvonport. Royal Albert Hospital.— House Surgeon, unmarried. 
Salary £150 per annum, with board, Ac. 

Farnworth. Bolton, Townlsys Military Hospital.—F emale Assist¬ 
ant Medioal Officer, Salary £383 5s. per annum, with rations, Ac. 
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Folkestone, Royal Victoria'Hospital. —Resident Medical Officer. 
Salary £2X) per annum, with board, &c. 

Gloucestershire Royal Infirmary and Eye Institution.— Assist¬ 
ant House Surgeon. Salary £150 per annum, with board,■ Ac. 

Hahpstkad General Hospital, Haverstock Hill.—Resident House 
Physician for six months. Salary at rate of £200 per annum. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—House Physician for bIx months. Salary 30 guineas. 

Leicestershire Education Committee —Temporary Assistant School 
Medical Officers. Salary at rate of £360 per annum. 

Manchester Children’s Hospital. Pendlebury, near Manchester.— 
Two Female Resident Medical Officers, unmarried. Salary at rate 
of £200 per annum. 

Manchester Union, Nell Lane Military Hospital, West Dldsbury. 
—Locum Assistant Resident Medical Officer. Salary £7 7s. per 
week, with board, Ac. 

Melton, Suffolk, St. Audry’s Hospital for Mental Diseases for 
the County of Suffolk.— Second Assistant Medical Officer. 
Salary £250 per annum, with board, Ac.; if married, £350 per 
annum, with board for self only. 

Nottingham General Hospital.— Holiday Locum Tenons. Female. 
Salary at rate of £250 per annum, with board, Ac. 

Plymouth, South Devon and Bast Cornwall Hospital.— Home 
Physician. Salary £200 perannnm, with board, Ac. 

Portsmouth Parish Workhouse. Infirmary, Workhouse, and 
Children’s Home.— First Assistant Medical Officer. Salary£250 
per annum, with rations, Ac. 

•Qukkn Charlotte’s L ting-in Hospital, Marylebone road, N.W.— 
Assistant Resident Medical Officer for four months. Salary at rate 
of £60 per annum, with board, Ac. 

Royal College of Surgeons of England —Examiner in Dental 
Surgery. Also Hlecuon to the Court of Examiners. 

Royal London Ophthalmic Hospital, City-road, E.C.—Taird 
Home Surgeon. Salary at rate of £50 per annum, with board, Ac. 

Salford Union Infirmary, Hope, Pennleton, near Manchester.— 
Female Assistant Resident Medical Officer. Salary £250 per annum, 
with rations, Ac. 

Hhxffikld Royal Infirmary.—H ouse Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital for Women, South Side, Clapham Common, 
S.W.—Female House Physician and House Surgoon for six months. 
Salary at rate of £100 per annum each,with board, Ac. 

Stoke- ox -Trent County Borough.— Female Assistant Medical Officer, 
In connexion with Maternity and Child Welfare Work, Ac. Salary 
£350 per annum. 

Sunderland County Borough.— Temporary Tuberculosis Medical 
Officer. Salary at rate of £500 per annum. 

Wokingham. Berks. Pinkwood Sanatorium for Tuberculosis.— 
Medical Superintendent. Salary £500 per annum, with board, Ac. 

Wolverhampton asd'Midland Counties Bye Infirmary.— House 
Surgeon. 8&lnry £150 per annum, with board, Ac. 

York, City of.— Temporary Tuberculosis Officer. Salary at rate of 
£500 per annum. 


Ilirifp, Utarriages, aab gtatjjs. 


BIRTHS. 

Brenan.—O n June 19th, at Carlton-road, Sldcup, the wife of Captain 
A. R. M. Brenan, R A.M.C., of aeon. 

Falwassf.r.- On June 23rd, at Warwick House, Maidstone, the wife of 
Lientenant-Colontl A. T. Falwasaer, R A.M.C.T., of a daughter. 

Hamilton.— On June 17th, at • Holmesdale road, Bevenoaks, and of 
Lifford House, Dartford, the wife of Major Hamilton, R.A.M.C. T., 
of a daughter. 

Killick.— On June 21st. at Trinity House, Maidstone, the wife of 
Captain C. Kiliick, R.A.M.C., of a son. 

Palmer.— On June 20ih, at Nottingh&m-place, W., the wife of Gap tain 
A. C. Palmer, R.A.M.C., F.R C.S., of a son. 

Woollard.— On June 22nd, at Osnsburgb-tenmQe, N.W., the wife of 
Herbert Henry Woollard, M.D., Major, A.A.M.C., of a son. 


MARRIAGES. 

Bate-Trourridgk.—O n June 21st, at Christ Ohurch, Chelsea, John 
Brabant Bate, Captain, R.A M.C. T., and West African Medical 
Staff, to Helen Cecil Margaret, youngest daughter of the late 
Colonel Sir Thomas Troubrldge, Bart., C.B. 

Ellis—Fraser.— On June 18th, at St. Mary Abbots Church, Ken¬ 
sington, Captain G. W. Ellis, R.A.M.C.(T.), to Mary Taylor, only 
daughter of Mr. John Fraser. 

Montgomery -McElroy.— On June 20th, at St. Charles’s, Ogle-street, 
^W.,by the Rev. Ernest D. Haul tin, Samuel Alexander Montgomery, 
Captain. R.A.M.C., to Nellie Teresa, daughter of the late Air. 
Bernard McElroy, Leigherntain, Kill ala, co. Mayo. 

Rudkin—Winch.— On June 23rd, at Holy Trinity Church, Northwood, 
Captain G. W. R. Rudkin. R.A.M.C., to Alice Edith, eldest daughter 
of R. F. Winch, MA. Cantab., and Mrs. Winch, of St. Valery, 
Northwood. _ 


DEATHS. 

Ballantynk.— On Jane 26th, at Hbiker House, Darwen* James Todd 
BaMantyne, Physician and Surgeon, the much-loved husband of 
Susannah Ballantyne, in his 73rd year. Funeral, Saturday, 
June 30th. Service, Be;grave Chapel, Darwen, 10.30 a.m. 

Bell.—O n June 19th, at Kathwell, Manitoba, Canada, Robert Bell, 
M.D., LL.D., D.Sc. Camb., F.R.S., and late of the Geological 
Survey of Canada, Ottawa. 

Milwahd.— On June 18tb, at Stanton-road, Wimbledon, James 
Milward, M.D., M.R.C.S Eng., L.8.A. 

Sheldon.— On June 20th, at Powis-square, W., Thomas Sheldon,'M^D.. 
J.P., aged 82. 

- Wrightson.— On June 20th, at Olare House, Aldeburgh, Suffolk, 
Richard Blayney Wrlghtson, M.D. 

N.B.—A fee of 5a. U charged for the insertion of Notice* of Births, 
Marriage*, and Deaths. 


Jtoiw, i%rt Comments, anfr Jnsfoers 
to Comspittonts. 

ANTHRAX BPREAD BY SHAVING BRUSHES. 

In the later months of 1915, and again at intervals in the 
course of the succeeding year, outbreaks of anthrax 
occurred in this country which were suspected to be due 
to infectiou conveyed by shaving brushes. In The LanoST 
of Jan. 1st, 1916, we published a paper by Dr. Reginald 
R. £1 worthy, who had treated several cases at the Weftt 
London Hospital. These were the first cases hitherto 
recorded in which malignant pustule or external anthrax 
bad been caused by this means, and subsequent 
inquiry revealed the fact that other shaving brashes 
had been discovered which were grossly contami¬ 
nated with these bacilli. Dr. Elworfchy’s investiga¬ 
tions proved that infection in the first case was due 
to the use of a recently purchased shaving brush. The 
presence of virulent anthrax spores was demonstrated in 
this brush, and also in several unused brushes of 
similar pattern, purchased at the shop which supplied 
the original brush. Another case of anthrax occnrrmg 
about the same time, which was traceable to the 
same cause, a further investigation was made which 
established the common origin of all the cases hi 
a single factory. The matter coming to the notice of the 
Local Government Board a further investigation of the 
facts has been made by Dr. Francis J. H. Goutts, whose 
report 1 has recently been issued by the Board’s principal 
medical officer. In addition to the above cases, in which 
brushes manufactured in England were implicated, there 
were, it appears, four further cases of anthrax traceable to 
brushes of foreign manufacture, two of which occurred 
in soldiers. The brushes in this case had been made 
either in Canada, America, or Japan. The full details of 
Dr. Coutts’s report show that, although the danger of 
anthrax from infected shaving brashes may be limited in 
extent, it nevertheless constitutes an appreciable risk 
which ought to be removed. The Board are considering 
what administrative action, by way of guarantee or other¬ 
wise, is required to secure that all brushes used lor this 
purpose shall be free from infection. 

THE MESSAGE OF THE ARTISTS. 

Many of the leading British artists have combined to show 
in a series of lithographic prints the aims of Britain and 
her Allies in the war, and also some typical and impressive 
aspects of the British effort against the enemy. The 
British aims are shown in a series of allegories printed 
in colour. “The Freedom of the Seas” is rendered by 
Mr. Frank Brangwyn, “The Restoration of Belgium” 
by Mr. George Clausen. Other subjects are undertaken 
by Mr. Dnlac, Mr. M. Greiffenhagen, Mr. Augustus John, 
Mr. Ernest Jackson, Mr. Gerald Moira, Mr. William 
Nicholson, Mr. Charles Ricketts, Mr. W. Rothen- 
'stein, Mr. Charles Shannon, and Mr. Edmund J. Sullivan. 
The British effort is typified in several series, such as 
44 Making Soldiers, ” by Mr. Eric Kennington; “ Making 
Ships,” by Mr. Muir head Bone ; and other series by Mr. 
Frank Brangwyn, Mr. Clausen, Mr. Nevinson, Mr. Hartriok, 
Mr. Charles Pears, Mr. W. Rothenstein, and Mr. Claude 
S hep person. The works will be exhibited in the first 
instance in the Galleries of the Fine Art Society, New 
Bond-street, London, for a period dating from July 6th, 
and afterwards in galleries throughout the country. 
Arrangements will also be made for their display, in Allied 
and neutral countries. 

A SURVIVAL OF ARCHAIC THE RARE U TICS. 

To the Editor of THE LANCET. 

SIR,—One is not easily surprised nowadays, but 1 hare 
been surprised recently by a survival of archaic therapeutics 
which has oome to my notioe. The patient was a coachman 
in a good position. Lately he bad been acting as gardener 
and, when using a heavy curved hedger’s knife, in flic teda 
sharp cut on the left wrist at the base of the thumb, baring, 
but not dividing, two of the extensor tendons. He came to % 
me about eight hours afterwards. On removing a dry dressing 
a wound about 1$ inches long cleanly united was revealed, 
evidently closed by 14 primary union.” There waaa peculiar 
yellowish powdery efflorescence about its edges, and l acked 
what he had applied. 44 Oh, a very old-fashioned remedy. <1 
just made water over it once or twice while it was still 
open.” Questioned further, he said that this recipe for using 
fresh urine had been in his family for many years and haa 
come originally from an old “ soldier man ” of great experience. 

1 Reports on Public Health and Medical Subjects, No. 112, pp. 20, 
price 6ci. 
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Asked if many still used the method he said, “ Oh, there’s 
a goodish few does—them as knows it.” It was for fresh 
wounds only that he recommended urine, not to be applied 
as a dressing, but solely by natural irrigation. He does not 
approve of its use as a collyrium for the eyes; and 1 remember 
years ago a disgusting old man in the workhouse, bleary 
with chronic conjunctivitis, whose long-suffering fellows at 
lSst complained of his society by reason of his offensive 
odour. He was ammoniacal—very, and as he apparently 
contrived to saturate his clothing upwards, right up to the 
chin, he was followed in one of his frequent visits to the 
lavatory, and there was seen laboriously to douche both eyes, 
using the capped palm of either hand alternately as an eye- 
bath, after which he returned to the sitting-room. Here the 
result was not good; in fact, changing the prescription at 
once produced improvement *, but in the case of the cut wrist 
I am hound to say that I have never seen a fairly severe out 
unite more satisfactorily; there was complete' absence of 
inflammation and the union was permanent. 

I am, Sir, yours faithfully, 

Bromagrove, June 15th^ 1917. H. CAMEKON KlDD. 

PS.—Since the above was written the patient farther 
informs me that his prescription is well known as an 
infallible remedy in veterinary work for recent wounds in 
horses. 

CHEESE-MAKING IN CORNWALL. 

The Cornwall County Cheese School has had a successful 
four weeks’ course of demonstration at Egloskerry. The 
chairman, at the close of the session, said that cheese- 
making could be made profitable, as from 333 gallons of 
milk.the students had made 393 lb. of cheese. 

MOHAIR AND ANTHRAX. 

The Director of Army Contracts is now undertaking a 
census of stocks of wool and wool products and of 
fabrics containing wool suitable for clothing. There is a 
medical side in this, and especially is mohair a subject 
of medical interest. The scarcity of mohair makes itself 
known to the ordinary man nowadays when he demands 
a pair of mohair boot-laces, but the medical man thinks 
of mohair chiefly from its connexion with the history 
of anthrax, first noted in the Bradford district after 
the introduction of alpaca and mohair as textile 
materials in 1837. The amount then used was small, 
but 30 years later, in 1867, the amount of' mohair 
imported into the United Kingdom from Turkey 
was 2,421,188 lb., valued at £312,986, and from British 
South Africa only 43,348 lb., valued at £4985. Thirty years 
later, in 1897, we imported from Turkey 10,701,590 lb., 
valued at £742,203, ana an enormously increased amount 
from South Africa of 12,055,390 lb., valued at £634,419. Just 
before the war, although the amount imported from 
Turkey was about the same as in 1897, the import from 
British South Africa had risen to over 24,000,000 lb., valued 
at overa million sterling. The number of Angora goats in 
South Africa, ascertained at the census taken in 1911, was 
4,275,335, over 3,000,000 of them being in Cape Province. 
The possession of this number of goats explains the large 
increase in production of mohair. In 1867 the average 
price of mohair was 31d. per lb.; in 1897,14id. per lb.; and 
just before the war bad descended to lid. per lb., although 
the Turkish was 14d. per lb. Bradford is the centre 
of the mohair-spinning trade of the world, so that its 
influence over the spread of anthrax is mainly felt in 
this country. Where oases of anthrax have been traced 
to mohair it is to the Turkish product in the majority 
of instances. The average production of mohair per 
annum from each Angora goat is about 2$ lb. In South 
Africa there isa summer and winter clip, giving long and 
shorthair. The South Africans have taken immense trouble 
and expense in introducing high-class rams and ewes from 
Persia, Cashmere, and different parts of Europe, but not¬ 
withstanding the quality of the mohair varies in different 
localities. Bradford, actively concerned in preventing 
anthrax in its workers and products, has instituted 
many inquiries into the pathology and spread of the 
disease^ Several sera have been invented for the treat¬ 
ment of the disease, the latest of which was referred to in 
The Lancet of May 12th, 1917. Much progress has been 
made in therapeutics recently, but further study is sure 
to be repaid. But the war having rednced the supply 
of mohair from Turkey must have had an influence on 
the cases of anthrax as well as on textile trade and the 
personal requirements of the public. The stoppage of 
imports of many of the articles to whioh we had Become 
accustomed has undoubtedly often a medical side not 
always immediately perceivable, and there is a fortunate 
side to a scarcity of bides and hair, 

Xao following journals, magmslnea* ft*, have boon received a— 

Archives of Pediatries, Pediatrics, American Journal of Medical 
Sciences, American Journal of Roentgenology, American Journal of 
Suiqgenr, Bulletin of the Johns Hopkins Hospital, Amerioan Journal 
of PuhHs Health, Anales de la Taeoltad de Medicine de Granada, 
M edical Journal of South Africa, Indian Journal of Medical Research, 
Anales doJaJtaolted dtJSedieioa, Montevideo, Comhill Magfclne, £o. 


HbbitsT fax % ensuing Meek. 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATH COLLBGH, West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medical and Surgical tJHmias, X Rays. Mr. Gray * 
Operations. Mr. B. Harman; Diseases of the Bye. Dr. Simson» 
Diseases of Women. 

Tuesday. —2 pih., Medical and Snrgfo&l Clinics. X Rhys. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat* 
Nose, aud Bar. Dr. Fernet: Diseases of the Skin. 

Wednesday.—10 a.m., Dr. Saunders : Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Bays. Mr. Pardoe : Operations. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray t 
Operations. Mr. B. Harman i Diseases of the Bye. 

Fhuut.—10 a.m.. Dr. Simson i Gynecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera* 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, aud Bar. 
Dr. Fernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davit: Operations of the Throat, Nose, and Bar. Mr. B. Harman r 



NOETHBA8T LONDON POST-GRADUATH COLLBGH, Prinoe of 
Wales's General Hospital. Tottenham. N. 

Monday.— Clinics10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr; T. II Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m.. Medical 
Inrpatieota (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m.. Surgical Operations (Mr. Carson). Clinics:— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Bvans); Noee, Throat, and Bar Out-patients (Mr. 
C. Hi Haytoo). Radiography (Dr. Metoaife). 3.30 p.m. .Medical 
In-patients (Dr. A. J.’ Whiting). 

Wednesday. —Clinicst—2.30 p.m.. Throat Operations (Mr. O. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham); Bye Out- 

K tlenU (Mr. B. P. Brooks); Skin Out-patients (Dr. H* W. 
jrber). 5.30 p.m.. Bye Operations (Sir. R. P. Brooks). 
Thursday.— 2.30 p.m.. Gynecological Operations (Dr. A. R. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 P.M., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.— 2.30 p.m., Surgical Operations (Ur. Howell Bvans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out~patternti (Hr. B. P. Brooks). 

THE THROAT HOSPITAL. Golden-square* W. 

Monday.— 5.15 p.m., Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m., Clinical Leoturo. 

ROYAL INSTITUTE OF PUBLIC HHALTH, Lecture Hall 6f the 
Institute, 37, Russell-squnre, W.C. 1. 

Course of Lectures aud Discussions on Pnblio Health Problems under 
War and After-war Conditions :— 

Wednesday.—4 p.m., Lecture XII.:—Prof. B. W. Hope: Civil 
Sanitation and the War. Followed by a discussion. 


BOOKS, ETC., RECEIVED. 

Committee on Publication of the American Surgical Association 
1334, Rialto Building, Kansas City, Mo. 

Transactions of the American Surgical Association, Vol. XXXIV., 1916. 
Edited by J. F. Blnnie, M.D. 

Dornan, Wm. J., Philadelphia, U.S.A. 

Transactions of American Gynecological Society, Vol. XLI., 1916; 
Government Printing Office, Washington. 

Index Catalogue of the Library of the Surgeon-General’s Office, 
United States Army. Authors and Subjects. Second Series. 
Vol. XXI. Watcrworth—Zysmari. 

Rockefeller Institute for Medical Research, SUty-sixth-street 
and Avenue A, New York, U.S.A. 

Reprints, Vol. XX V. 

EDITORIAL NOTIOH8L 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. U is urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of local 
events having a medical interest, or whioh it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author, and if 
possible of the article, should be written on the blocks to 
facilitate identification. 

betters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners, 
bocal papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the pnblioation, sale, and advertising 
departments of The Lancet should be> addressed “ To 

the Manager.” _ 

We cannot undertake to return MSS. not used. 

0 floes.; 423,, STrand, London, W.C. 2, 
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MANAQB B‘8 NOTIOBS. 

ALTERATION IN THE PRICE OF 14 THE LANCET.” 

Increased war expenses and oost of prodnotion necessitate 
an increase of the price of The Lancet. Commencing with 
the new year, the price was raised to 8 d. The rales of 
subscription remain as revised in October. 

TO SUBSCRIBERS. 

WILL Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C. 2, are dealt with by 
them ? Subscriptions paid to London or to local newsagents 
(with none of whom nave the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing oopies, (fee., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direot to 
The Lancet Offioes, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority cf 
Agents are able to effect. 

u?he Colonial and Foreign Edition is published in time 
to catch the weekly Friday mails to all parts of the world. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
e/ subscriptions given on page 3. 

The Manager will be pleased to forward oopies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the oopies so supplied. 

NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direot from the 
Office to any neutral country on receipt of instructions. 


METEOROLOGICAL READINGS. 

(Taken daily at 8.S0 a.m. by Steward?s Instruments.) 

Thk Lauclrt Office, June 27th, 1917. 


Date. 

Rain¬ 

fall. 

Solar 

Radio 

in 

Vacuo. 

Maxi¬ 

mum 

Temp. 

Shade. 

Min. 

Temp. 

Wet 

Bulb. 

Dry 

Bulb. 

Remarks. 

June 21 


114 

67 

53 

65 

63 

Fine 

,, 22 

0*01 

115 

68 

53 

64 

60 

Cloudy 

„ 23 

... 

110 

64 

50 

55 

63 

Fine 

» 24 


112 

68 

53 

53 

57 

Cloudy 

25 

0*14 

113 

72 

55 

57 

59 

Cloudy 

„ 26 

• •• 

112 

70 

56 

56 

61 

Fine 

.. 27 

... 

114 

68 

54 

64 

59 

Cloudy 


Other information which we have been accustomed to give in these 
“ Readings ” is withheld for the period of the war. 


Ckraununications, Letters, fee., have been 
received from— 


A—Messrs. Adlard and 8on, and 
West and Newman, Lond.; Messrs. 
Allen and Hanburys, Lond.; 
Messrs. Armour and Do., Lond.; 
Alexandra Therapeutic Institute, 
Lond., Sec. of; Mr. T.H. Attwater, 
Lond.; Answers, Lond., Editor 
of; Mr. R. B. Agaskar, Lond.; 
Anglo-French Drug Co., Lond.; 
Lieut.-Col. J. G-. Adami, C.A.M.C. 

B.~Dr. W. L. Blight, Cardiff; 
Messrs. Bale. Sons, and Daniels- 
son, Lond.; Messieurs Boyveau et 
Chevillet, Paris; Mr. V. Bonney, 
Lond.; Mrs. B. Blachh&m, Lond.; 
Sir Henry Burdett, K.C.B., 

K.C V.O.; Messrs. Burroughs 
Wellcome and Co., Lond.; Messrs. 
Butterworth and Co., Lond.; 
Board of Education, Lond.; 
Burton-on-Trent Infirmary, Hon. 
Sec. of; Board of Scientific 
Societies, Lond., Hon. Sec. of; 
Messrs. W. H. B&tley and Son, 
Lond.; Surg. B. Bradburn, R N.; 
Capt. S. G. Blllington, R.A.M.C.; 
Major F. S. Brereton, R.A.M.C.; 
Messrs. Beghd and Cbiapelta, 
Milan ; Dr. H. Buxton, Wallasey ; 
Bromley Education Committee, 
Sec. of; Messrs. Butterworth and 
Co.. Calcutta. 

0.—Chelsea Hospital for Women, 
Sec. of ; Miss W. Clifford, Lond.; 
Dr. H. W. Crowe, Shortlands; 
Coton Hill Asylum, Stafford, Sec. 
of; Mias F. Christian, Lond.; 


Capt. W. G. H. Cable, R.A.M.C.; 
Mr. W. Cowan, Cathc&rt; Messrs. 

J. and A. Churchill, Lond.; 
Coventry and Warwickshire Hos¬ 
pital, Coventry, Sec. of; Cornell 
University Library, Ithaca, N.Y., 
Librarian of. 

D. —Dr. F. J. Dixon, Lond.; D. M.; 
Dock, Wharf, Riverside and 
General Workers' Union of Great 
Britain and Ireland, Lond., 
General Sec. of; Dr. M. Dockrell, 
Lond. 

E. —Mr. W. Easton, Jedburgh. 
Messrs. Elliott. Son, and Boytoni 
Lond.; Dr. T. Bastes, Folkestone. 

F. —Messrs. H.Frowdeand Hodder 
and Stoughton, Lond.; Mr. W. H. 
Forshaw, Lond.; Dr. R. Ferris, 
Valencia; Dr. W. M. Fletcher, 
Lond. 

G—Capt. J. F. Gill, R.A.M.O.; 
Mr. H. B. Grims lltch, Liverpool; 
Mr. H. Grimsdale, Lond.; Dr. 
Edith Green, Lond.; Mr. P. 
Gordon, Lond. 

H. —Dr. J. B. Hurry, Reading; 
Messrs. Hilton and Co., Calcutta; 
Dr. W. N. Heard, Parkestone; 
Major W. E. Home, R.A.M.O.; 
Messrs. A. Hey wood and Son, 
Manchester; H. B. H. 

I. —International News Co., Lond.; 
Dr. K. F. Ibrahim, Tanta; 
Miss M. H. F. Ivens, M.B.; 
Incorporated 8ociety of Trained 
Masseuses, Lond. 


J. —Jeyes’ Sanitary Compounds Co., 
Lond. 

K. —Messrs. H. S. King and Co., 
Lond.; Dr. A. B. Kelly, Glasgow; 
Maj >r T. M. Kendall. R.A.M.C.; 
King's College Hospital Medical 
School, Lond., Sec. of. 

L. —Liverpool Medical Institution, 
Librarian of; Dr. T. Lewis, Lond.; 
Messrs. Lever Bros., Port Sun¬ 
light ; Mr. T. E. Lones, Lond.; 
Local Government Board, Lond., 
Medical Officer of; London 
Guarantee and Accident Co., 
Lond.; Dr. A. Latham, Lond.; 
Local Government Board, Edin¬ 
burgh ; Dr. T. M. Legge, Lond.; 
London Hospital Medical Col¬ 
lege, Sec. of; Liverpool, Medical 
Officer of Health of. 

M. -Capt. A. Macphail, C.A.M.C.; 
Maltine Manufacturing Co., 
Lond.; Dr. R. Morton, Lond.; 
Major F. W. Mott. R.A.M.0.(T.).; 
Messrs. C. Mitchell and Co., 
Lond.; W. J. Matthews, Bristol; 
Manchester Guardians, Clerk to 
the ; Mr. W. B. Mayne, Belfast; 
Dr. J. C. McClure, Lond.; 
Dr. Dan McKenzie, Lond.; Dr. W. 
Mansell - MacOulloch, Bourne¬ 
mouth ; Maruzen Co., Tokyo ; 
Messrs. J. Menzies and Co., Lond.; 
Mr. J. Y. W. MacAHster, Lond.; 
Messieurs Masson et Cie, Paris; 
Messrs. J. Menzies and Co., Glas¬ 
gow ; Messrs. Mabie, Todd, sad 
Co., Lond.; Capt. K. B. Mac- 
Glashan, R.A.M.C. 

K.—Capt. J. 0. Nicholson; N. B. D.; 
National Advertising Society, 
Load.; Nursing Times, Lond., 
Editor of. 

O. —Dr. C. M. O'Brien, Dublin; 
Oxford Ophthalmologic&l Con¬ 
gress, Hon. Sec. of. 

P. —Capt. J. Parkinson, R.A M.O.; 
Mr. R. J. Pye-Smlth, Sheffield; 
Portsmouth Guardians, Clerk 
to the; Mr. J. Penoyre, Lond.; 
Mr. A. H. Pannell, Leytonstone; 
Major W. M. Power, R.A.M.O.; I 
Mr. 0. S. Prideaux, Dorchester; 
Pretoria Hospital, Resident Sec. 
of ; Panel Medico - Political 
Union, Lond., General Sec. of; 
Panel Committee for the County 
of London. 


R. —Royal Surrey County Hos¬ 
pital, Guildford, Sec. ox; Mrs. 
B. J. 8. Robinson, Birkenhead} 
Dr. J. H. Reynolds, Load.; 
Dr. M. R. Rhodes, Downderry; 
Royal Institution of Great 
Britain, Lond.; Royal Victoria 
Hospital, Folkestone, Sec. of; 
Rotherham Hospital, Sec. of; 
Royal College of Surgeons of 
England, Lond., Sec. of; Royal 
Institute of Public Health, 
Sec.of; Royal Society. Lond. 

S. -Major G. Stoker, R.A.M.O.; 
Surrey Education Committee, 
Kingston upon Thames, Sec. of; 
Col. F. M. Sand with, A.M.8.; 
Salford Union, Clerk to the; 
Messrs. James Smith, Lond.; 
Messrs. Smith’s Advertising 
Agency, Lond.; Dr. A. Smirth- 
waite, Whitley Bay; Messrs. 
Spottiswoode, Dixon and Hunt¬ 
ing, Lond.; Dr. J. Shaw, Lond.; 
Capt. A. D. Stirling, K.A.M.O.; 
Sheffield University, Registrar 
of; Messrs. Sells, Lond.; Shrews¬ 
bury Chronicle; Society of 
Apothecaries of London. See. of; 
Dr. J. W. Stenhouse, Manches¬ 
ter; Dr. C. Singer, Oxford; 
Dr. C. Slater, Preston; Sunder¬ 
land Post Co., Sunderland; 
Dr. Lilian B. Sykes, Jaipur; 
Strand Engraving Co., Lond.; 
Lieut. J. Sheldon, R.A.M.O.; 
Lieut. A. G. Stock. 

T. —Capt. J. Taj lor, R.A.M.O.; 
Taunton and Somerset Hospital, 
Taunton, Sec. of; Messrs. 
Tuckers and Blakes, Bristol; 
Dr. S. J. Taylor, Norwich; 
Dr. J. Tatbaro, Oxted; Mrs. 
Bezly Thorne, Lond. 

U. -Umverslty Library, St. Andrews, 
Librarian of. 

W.— Dr. S. A. K. Wilson, Load.; 
Lan.-Cpl. Ward-Muir. R.A.M.0 
Dr. F. J. Woollacott, Lond. 
Surg. C. P. G. Wakeley, R.N. 
Col. Sir Almroth B. Wright 
Mr. C. H. Wbiteford, Plymouth 
Mr. A. G. Warren, Hfindhead 
Dr. Sibyl I. Welsh, Lond. t 
West London Hospital Post- 
Graduate College, Dean of; 
Messrs. A. J. Wright, Lond.; 
Wolverhampton and Midland 
Counties Bye Infirmary, See. of. 


Letters, each with enclosure, are also 
acknowledged from— 

A.—Mr. E. Arnold, Lond.; Dr. T. R. [ M.—Mr. L. McCullough, Ruthin; 


Atkinson, Chad well Heath. 

B. —Mrs. E. Black, Campsie Glen ; 
8 ister Nesbit Brown, Dunmow; 
Lieut. W. Butterly, R.A.M.C.; 
Capt. Bean, R.A.M.C.; Dr. B., 
Bromley; Dr. W. L. Blight, 
Cardiff; Mr. B. L. Burton, Stan- 
sted; Mr. F. C. Blaklston, Lond. 

C. —Dr. B. M. Cardozo, Lond.; 
Capt. M. A. Collins, R.A.M.C.; 
Dr. T. G. Crump, Yelverton; 
Dr. A. H. Croucher, Eastbourne; 
Crookes Laboratories, Lond., Sec. 
of; C. F. W. 

D. —Dr. M. Davies, Old Colwyn; 
Dr. F. W. Dobbin, B&llineen; 
Messrs. Dawson and Sons, Lond.; 
Capt. J. G. Dods, R.A.M.C.; 
Dr. J. H. Davies, Port Talbot; 
Derby Corporation, Acct. to the 

B.— Messrs. England and Co., Hull. 

F. —Mr. W. D. French, Gnosall. 

G. —Dr. A. W. Gregorson, Edmon¬ 
ton ; Dr. S. Gill, Formby; 
Gazette News , Blackpool, Manager 
of; Mr. J. Gamber, Paris; 
Capt. A. R. Green, R.A.M.C.; 
Capt. 0. M. Geddie, R.A.M.C.; 


| Sir Berkeley Moynihan, Leeds; 
Fleet-Sura. J. Menary, R.N.; 
Mr. S. McMahon, St. Columb; 
Lieut. N. Morris, R.A.M.C.; Dr. 
C. G. MacVicker, J.P., Street; 
Messrs. J. Menzies and Co., Edin¬ 
burgh ; Col. T. F. MacNeeoe; 
Capt. N. Macleod, R.A.M.C.; 
Lieut.-Col. MacLaughlin; Mesars, 
McDouff&ll Bros., Manchester; 
Milton Manufacturing Co., Lond. 

N. —Nottingham Children’s Hos¬ 
pital, Sec. of; N. R. D.; Not¬ 
tingham General Hospital, See. 
of; North Ormeeby Hospital, 
Middlesbrough, Sec. of. 

O. —Mr. C. D. Outred, Gravesend; 
Dr. C. Oldfield, Leeds. 

P. —Mr. 8. G. Papadopoulos, Lond.; 
Mr. W. A. W. Parkes, Old Hill; 

i Messrs. Pollard and Bird, Edin¬ 
burgh. 

R.—Dr. M. J. Ryan, Crumlin; 
Reuter’s Telegram Co., Lond.; 
Surg. B. Rayner, R.N.; Miss 
F. M. Ryley, Lond.; Mr. A. Rees, 
Cardiff; Mr. H. M. Riley, Leices¬ 
ter ; Dr. J. H. Rhodes, Ruthin. 


Grimsby Corporation, Treas. to j 8.—Dr. M. Sughayar, Khartoum; 


the; Dr. W. B. Grandy, St. j 
Leonards on-Sea. ' 

H.—Mr. C. A. Hoefftcke, Lond.; 
Hospital of St. John and St. I 
Elizabeth, Lond., Sec. of; Messrs. I 
Hilliard and Sons, Glasgow; 
Messrs. J. Hey wood, Manchester; 
Surg. W. B. Heywood-Wadding- 
ton, R.N.; H. R., Twickenham; , 
Mr. H. A. Hall, Rotherfield. 

J. -J F. H. 

K. —King Edward VII. Hospital, 1 
Cardiff, Sec. of; Capt. A. Kinder. 

L. —Messrs. H. K. Lewis and Co., 
Lond.; Capt. T. Lyon, C.A.M.C.; 
Lieut. J. B. S. Lewis, R.A.M.C.; 
Lam son Publicity Service, Lond.; 

L. M. L. 


Storthes Hall Asylum, Kirkbur- 
ton. Clerk to the; Mrs. Symonds, 
Oxford; Dr. S. Samuel, Leeds; 
Messrs. Seabrook Bros., Lond.; 
Mr. W. D. Span ton, Hastings; 
Dr. J. Shaw, Lond. 

T. —Messrs. W. Thacker and Co., 
Lond.; Mr. A. Tattersall, Little- 
borough ; T. H. 

U. —University Press, Manchester, 
Sec. of. 

W.—Mr. C. Woodhead, Manchester ; 
Messrs. Wilcox and Co., Lond.; 
Dr. R. T. Williamson, Manches¬ 
ter; Dr. E. Walker, Wes tray; 
Mr. J. R. Woodcock, Wilmslovt; 
Messrs. J. Williams and Son, 
Bradford ; Mr. A. Wilson, Lond. 
















/h'W+sf v 











* < 4SR&s3gg& ? 4Ss@* "*^0 ***>/ * *<$fp * 5 $ 4 



w' ..:•, "'*’ • s J ‘ .v • ■-•-• u .:r II V' . . ?c 7V« - ^ . >k t, w* ' -: .t, \>T <4- 1 

«i5r3f#S5&:^ « vjjtv*w - jaw v ^. 4 *?** • awh 

... . * ,. % i'T %i ... ♦ :, v % - ., 4 - * , ' ,., S ^ 










































